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DEVOTED  TO  THE  INTERESTS  OF  THE  MEDICAL  PROFESSION  AND  PUBLIC  HE ALTH  IN  TEXAS 


The  American  Medical  Association  Will 
Meet  in  its  ninety-seventh  annual  session 
June  21-25  in  Chicago.  The  usual  scientific 
sessions,  meetings  of  the  House  of  Delegates, 
scientific  and  technical  exhibits,  and  enter- 
tainments will  be  held.  Most  of  the  activities 
are  scheduled  for  the  Navy  Pier. 

It  should  be  pointed  out  that  registration 
for  the  session  will  be  limited  to  fellows  of 
the  American  Medical  Association.  However, 
any  member  of  a county  medical  society  can 
become  a fellow,  even  at  the  place  of  regis- 
tration, for  the  session,  by  presenting  his 
state  medical  association  membership  card 
and  paying  the  sum  of  $12,  which  in  addition 
to  fellowship  entitles  him  to  receive  The 
Journal  of  the  American  Medical  Association 
or  another  of  the  several  publications  of  the 
Association.  Physicians  planning  to  attend 
the  Chicago  meeting  might  well  check  in  ad- 
vance to  see  that  their  fellowship  in  the 
American  Medical  Association  is  in  order.  By 
sending  the  proper  credentials  and  a check 
to  the  Secretary,  Dr.  George  F.  Lull,  535 
North  Dearborn  Street,  Chicago  10,  a mem- 
ber of  a county  medical  society  can  secure 
his  fellowship  promptly. 

Hotel  reservations  also  should  be  checked 
in  advance,  for  suitable  accommodations  will 
be  at  a premium.  Dr.  Fred  H.  Muller,  chair- 
man of  the  Subcommittee  on  Hotels,  105 
West  Madison  Street,  Room  1707,  Chicago 
2,  will  attempt  to  arrange  for  hotel  reserva- 
tions upon  request.  Physicians  desiring  this 
service  should  be  specific  in  detailing  the 
type  of  accommodations  required,  the  dates 


of  arrival  and  departure,  and  several  choices 
of  hotels. 

A number  of  related  meetings  have  been 
scheduled  for  the  periods  immediately  pre- 
ceding or  following  the  American  Medical 
Association  session.  The  third  National  Con- 
ference of  County  Medical  Society  Officers 
will  convene  at  9:30  a.  m.,  June  20,  in  the 
Palmer  House  for  a program  on  “The  Job  of 
the  County  Medical  Society.’’  Three  panel 
discussions  relating  to  the  county  medical  so- 
ciety—“Its  Part  in  Medical  Organization,’’ 
“Its  Responsibility  to  the  Membership,”  and 
“Its  Responsibility  to  the  Public” — have 
been  planned  with  periods  open  for  questions 
and  answers.  In  addition,  a luncheon  will 
feature  a prominent  speaker  on  “National 
Medical  Emergency.”  Dr.  May  Owen,  Fort 
Worth,  is  chairman  of  the  “grass  roots”  con- 
ference for  Texas,  but  all  county  medical  so- 
ciety officers  are  invited  and  urged  to  attend. 

The  Woman’s  Auxiliary  will  again  meet 
concurrently  with  the  American  Medical  As- 
sociation to  transact  business  and  to  par- 
ticipate in  fellowship  activities.  Headquar- 
ters for  the  Auxiliary  will  be  maintained  at 
Hotel  LaSalle.  Wives  of  physicians  attend- 
ing the  Chicago  session,  whether  or  not  they 
are  members  of  a county  or  state  auxiliary, 
are  encouraged  to  be  present  for  the  meet- 
ings of  the  national  organization. 

Of  interest  to  Texas  physicians  and  their 
wives  who  wish  to  combine  attendance  at  the 
Chicago  meetings  with  a vacation  trip  is  a 
tour  arranged  by  the  medical  associations 
of  Oklahoma  and  Kansas.  A thirteen-day  all- 
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expense  tour  through  the  Canadian  Rockies 
has  been  planned  to  start  from  Chicago  at 
the  close  of  the  American  Medical  Associa- 
tion meeting.  Special  cars  have  also  been 
reserved  for  the  pre-convention  trip  to  Chi- 
cago and  the  return  trip  from  there.  Texas 
physicians  have  been  extended  a special  in- 
vitation to  join  the  Oklahoma  and  Kansas 
delegations  in  this  tour.  Further  information 
may  be  secured  from  the  Rainbow  Travel 
Service,  Inc.,  225  North  Robinson,  Oklahoma 
City,  which  is  handling  arrangements  for 
the  tour. 

Although  details  of  the  complete  program 
for  the  Chicago  annual  session  have  not  been 
released,  there  is  every  assurance  that  the 
meeting  will  be  outstanding.  The  State  Medi- 
cal Association  of  Texas  will  be  represented 
officially  by  Dr.  H.  R.  Dudgeon,  Waco;  Dr. 
B.  E.  Pickett,  Sr.,  Carrizo  Springs;  Dr.  E.  H. 
Cary,  Dallas;  Dr.  F.  J.  L.  Blasingame,  Whar- 
ton ; and  Dr.  Allen  T.  Stewart,  Lubbock,  all 
of  whom  are  duly  elected  delegates.  How- 
ever, it  is  hoped  that  Texas  will  have  num- 
erous unofficial  representatives  to  take  ad- 
vantage of  the  intellectual  and  scientific 
stimulus  and  the  good  fellowship  which  the 
American  Medical  Association  session  will 
offer. 

The  Ten  Point  Program  of  the  American 
Medical  Association,  formulated  in  1945  to 
improve  the  health  and  medical  care  situa- 
tion in  the  United  States,  was  the  subject  of 
a progress  report  at  the  January,  1948,  meet- 
ing of  the  House  of  Delegates  in  Cleveland. 
This  national  health  program,  adopted  in  a 
fourteen  point  form  by  the  Council  on  Medi- 
cal Service  in  October,  1945,  and  approved 
by  the  House  of  Delegates  in  December,  1945, 
has  gradually  been  revised  and  developed  to 
keep  pace  with  changing  conditions.  For 
almost  three  years  the  program  has  served 
as  a standard  of  policy  and  achievement  for 
the  medical  profession  and  indeed  for  the 
citizenship  as  a whole.  The  means  by  which 
the  program  has  been  activated  and  the  suc- 
cess which  has  been  accomplished  thus  far 
were  pointed  out  by  the  Board  of  Trustees 
of  the  American  Medical  Association  at  the 
midwinter  meeting  of  the  House  of  Delegates 
in  a report  published  in  The  Journal  of  the 
American  Medical  Association,  January  24, 
1948,  beginning  on  page  261. 

The  highlights  of  the  report  are  offered 
here  so  that  all  members  of  the  State  Medi- 
cal Association  of  Texas  may  become  famil- 
iar with  the  constructive  action  which  or- 
ganized medicine  is  fostering.  Not  only 
should  each  physician  be  aware  of  what  his 
profession  is  doing  to  reach  the  goals  set 
forth  in  the  national  health  program ; he 


should  attempt  to  integrate  his  own  activi- 
ties with  the  over-all  forward  movement  and 
to  inform  his  patients  and  friends  of  the 
positive  steps  toward  better  health  conditions 
which  American  medicine  is  taking. 

The  report  emphasizes  the  following 
points : 

1.  Nutrition,  Housing,  Clothing,  Recreation. — A 
minimum  standard  of  nutrition,  housing,  clothing 
and  recreation  as  fundamental  to  good  health  and 
as  an  objective  to  be  achieved  in  any  suitable  health 
program  is  urged.  Responsibility  for  attainment  of 
these  standards  should  be  placed  on  the  individual, 
but  the  application  of  community  efforts  and  gov- 
ernment aid  compatible  with  the  maintenance  of 
free  enterprise  should  be  encouraged  where  needed. 

While  the  essentials  with  which  this  section  deals 
are  not  primarily  medical  there  is  a definite  rela- 
tionship to  public  health,  and  physicians  as  an  in- 
tegral part  of  the  community  are  assuming  their  re- 
sponsibility in  promoting  the  attainment  of  the 
minimum  standards  recommended.  The  A.  M.  A.  has 
contributed  to  this  effort  through  nationwide  radio 
programs,  the  preparation  of  local  transcriptions 
from  which  5,000  or  more  local  programs  have  been 
broadcast,  the  experimental  use  of  television  health 
education  programs  in  the  Chicago  area,  numerous 
lectures,  correspondence,  and  distribution  of  hun- 
dreds of  thousands  of  pamphlets  for  the  benefit  of 
the  general  public.  Publication  of  articles  on  recrea- 
tion and  physical  fitness  in  various  health  journals, 
cooperation  and  constant  liaison  with  other  organi- 
zations interested  in  these  subjects,  such  as  the 
American  Association  for  Health,  Physical  Educa- 
tion, and  Recreation  and  the  American  Public 
Health  Association,  and  furnishing  representation  at 
public  hearings  on  pending  legislation  designed  to 
aid  in  achieving  standards  of  food,  housing,  cloth- 
ing, and  recreation  for  all  the  people  have  been  ac- 
complished through  the  activities  of  the  American 
Medical  Association  with  the  assistance  of  various 
state  associations  and  other  cooperative  agencies 
and  organizations. 

2.  Preventive  Medicine,  Health  Departments. — 
The  provision  of  preventive  medical  services  through 
professionally  competent  health  departments  with 
sufficient  staff  and  equipment  to  meet  community 
needs  is  essential  in  any  health  program,  but  health 
departments  should  not  assume  the  care  of  the  sick 
as  a function,  since  administration  of  medical  care 
under  such  auspices  tends  to  cause  deterioration  in 
the  quality  of  the  service  rendered.  Medical  care  to 
those  unable  to  provide  for  themselves  is  best  ad- 
ministered by  local  and  private  agencies  with  the 
aid  of  public  funds  when  needed.  The  program  for 
national  health  should  include  the  administration 
of  medical  care,  including  hospitalization  to  all  those 
who  need  it;  all  those  able  to  pay  for  this  care 
should  obtain  it  through  a physician  of  the  patient’s 
choice  and  those  unable  to  pay  should  be  provided 
this  type  of  care  by  a physician  of  the  patient’s 
choice  with  funds  preferably  provided  by  local 
agencies  but  with  assistance  from  federal  funds  if 
necessary.  The  principle  of  federal  aid  through  pro- 
vision of  funds  or  personnel  is  recognized  with  the 
understanding  that  the  local  areas  shall  control  their 
own  agencies  as  has  been  established  in  the  field  of 
education. 

The  A.  M.  A.  has  pioneered  in  many  phases  of 
health  education;  it  endorses  periodic  health  ex- 
aminations and  publishes  the  standard  manual  in 
this  field  and  examination  blanks  and  has  edi- 
torially through  The  Journal  and  Hygeia.  promoted 
the  principle  of  periodic  health  inventories  to  both 
the  profession  and  the  public.  Acting  in  conjunction 
with  the  American  Public  Health  Association  and 
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the  Association  of  State  and  Territorial  Health  Of- 
ficers, it  supports  the  principle  of  extending  county 
or  district  health  department  service  to  every  area 
of  the  United  States. 

The  principles  enumerated  have  been  supported 
through  various  media  of  health  education,  includ- 
ing television  programs  and  radio  network  broad- 
casts and  transcriptions.  The  A.  M.  A.  has  promoted 
the  creation  of  health  councils  as  effective  agencies 
for  accomplishing  health  programs;  has  taken  joint 
action  with  labor  and  employer  groups  in  the 
elaboration  of  physical  examination  standards,  in 
many  aspects  of  workmen’s  compensation  coverage, 
and  in  labor-management  cooperation  for  improved 
industrial  health  and  safety;  and  has  taken  an  ac- 
tive part  in  all  efforts  to  improve  industrial  medical 
service  and  industrial  health  in  general. 

The  Board  of  Trustees  has  supported  pending 
legislation  for  federal  aid  in  the  establishment  of 
local  health  units  with  emphasis  on  the  principle 
that  medical  care  and  treatment  are  not  properly 
functions  of  public  health  units. 

3.  Prenatal  Care,  Childbirth. — Procedures  estab- 
lished by  modern  medicine  for  advice  to  the  prospec- 
tive mother  and  for  adequate  care  in  childbirth 
should  be  made  available  to  all  at  a price  they  can 
afford  to  pay.  This  service  should  be  provided  for 
those  unable  to  pay  with  federal  aid  administered 
through  local  or  state  agencies  if  needed. 

The  A.  M.  A.  has  furthered  these  causes  through 
various  media  of  health  education,  through  provid- 
ing an  officer  of  the  Association  to  serve  as  a mem- 
ber of  the  Advisory  Committee  to  the  United  States 
Children’s  Bureau,  through  cooperation  with  the 
American  Academy  of  Pediatrics,  the  Kellogg  Foun- 
dation, and  many  other  organizations  the  programs 
of  which  point  toward  these  same  objectives,  and 
through  active  participation  in  hearings  on  legis- 
lation intending  to  improve  maternal  and  child 
health. 

4.  Infant  Welfare,  Child  Care. — This  point  calls 
for  proper  health  care  of  the  child  throughout  in- 
fancy and  early  childhood,  including  scientific  nutri- 
tion, immunization  against  preventable  disease,  and 
other  services.  Such  services  are  best  supplied 
through  personal  contact  between  mother  and  in- 
dividual physician,  but  where  needed  they  may  be 
provided  through  infant  and  child  welfare  stations 
administered  under  local  auspices  and  supported  by 
tax  funds. 

The  A.  M.  A.  has  contributed  to  this  program 
through  various  health  educational  media,  includ- 
ing those  already  mentioned;  has  supported  demon- 
stration programs  for  the  detection  of  tuberculosis, 
immunization  against  diphtheria,  and  prevention  of 
injuries  resulting  from  Fourth  of  July  celebrations; 
and  is  now  undertaking  a campaign  with  the  Na- 
tional Safety  Council  to  reduce  preventable  motor 
accidents.  It  is  cooperating  with  the  American  Red 
Cross  in  extension  of  information  on  first  aid  and 
water  safety,  and  is  fully  supporting  the  establish- 
ment of  periodic  physical  examination  of  school 
children.  The  value  of  immunization  as  protection 
during  infancy  and  the  preschool  period  is  em- 
phasized and  postponement  of  immunization  meas- 
ures until  the  time  of  school  entrance  is  discouraged. 

5.  Hospitals,  Health  and  Diagnostic  Centers. — 
The  provision  of  health  and  diagnostic  centers  and 
hospitals  necessary  to  community  needs  is  an  es- 
sential of  good  medical  care.  Such  facilities  are 
preferably  supplied  by  local  agencies;  where  such 
facilities  are  not  available  and  cannot  be  provided 
otherwise,  federal  aid  should  be  given  preferably 
under  a plan  requiring  that  need  be  shown  and  that 
the  community  prove  its  ability  to  maintain  such 
institutions. 


Through  health  educational  media  these  topics  re- 
ceived appropriate  attention  from  the  A.  M.  A.  The 
Association  participated  in  the  formulation  of  the 
federal  hospital  survey  and  construction  act  and 
advocated  its  enactment  by  Congress.  It  has  made  a 
survey  of  existing  health  centers  which  will  be 
valuable  in  formulating  plans  for  construction 
projects  under  the  federal  law,  and  is  undertaking 
to  stimulate  interest  on  the  part  of  state  and  coun- 
ty medical  societies  in  the  act.  In  the  hospital  field 
generally  the  A.  M.  A.  has  established  standards  for 
hospitals  offering  internship  and  residency  train- 
ing to  medical  school  graduates  and  lists  annually 
the  institutions  meeting  these  standards  in  The 
Journal.  In  a related  field  the  A.  M.  A.  has  created 
a committee  to  study  all  phases  of  the  nursing  sit- 
uation and  to  this  end  has  been  cooperating  with 
the  various  nursing  agencies  and  holds  representa- 
tion on  the  National  Nursing  Council  and  the 
National  Association  for  Practical  Nurse  Educa- 
tion. A special  committee  of  the  Board  of  Trustees 
has  been  established  on  nursing  problems  and  this 
committee  is  associated  with  similar  committees  of 
the  American  Hospital  Association  and  the  Ameri- 
can Nursing  Association. 

6.  Voluntary  Prepayment  Plans  for  Hospital  and 
Medical  Care. — A program  for  medical  care  within 
the  American  system  of  individual  initiative  and 
freedom  of  enterprise  which  includes  the  establish- 
ment of  voluntary  nonprofit  prepayment  plans  for 
the  cost  of  hospitalization  and  voluntary  nonprofit 
prepayment  plans  for  medical  care  is  advocated.  The 
utilization  of  private  sickness  insurance  plans,  all 
of  which  should  comply  with  state  regulatory  stat- 
utes and  be  acceptable  to  the  Council  on  Medical 
Service  of  the  American  Medical  Association  and 
authoritative  bodies  of  state  medical  associations, 
is  advocated. 

In  undertaking  to  promote  voluntary  prepayment 
medical  care  insurance,  the  A.  M.  A.  has  prepared 
studies  on  the  various  types  of  prepayment  plans 
sponsored  by  medical  societies  and  has  created  a 
seal  of  acceptance  and  preliminary  standards  for 
granting  the  seal.  During  1947  several  additional 
states  completed  organization  plans  or  programs, 
bringing  the  total  to  38,  and  plans  are  being  de- 
veloped in  ten  other  states  and  in  the  District  of 
Columbia.  Enrollment  in  various  medical  service 
plans  has  grown  to  more  than  6,500,000.  Many  of 
the  plans  are  now  tending  to  provide  broader  cov- 
erage and  are  extending  benefits  to  smaller  groups 
and  even  to  rural  areas. 

The  A.  M.  A.  has  been  instrumental  in  creating 
a national  organization  of  medical  prepayment  plans, 
a trade  association  designed  to  work  with  the  in- 
ternal problems  of  prepayment  plans.  Realizing  that 
a single  type  plan  could  not  adequately  meet  the 
entire  prepayment  problem,  the  A.  M.  A.  has  en- 
couraged the  development  of  adequate  prepayment 
insurance  coverage  by  private  insurance  carriers. 
The  A.  M.  A.  has  collaborated  with  various  farm 
organizations  to  devise  ways  and  means  to  extend 
medical  care  to  rural  communities  through  prepay- 
ment plans  and  otherwise  it  has  sponsored  annual 
conferences  at  which  leaders  of  farm  groups,  the 
medical  profession,  and  other  leaders  in  the  health 
field  assembled  to  explore  the  problems  of  rural 
health  care  and  has  stimulated  the  creation  of  rural 
health  committees  by  state  and  county  medical  so- 
cieties. 

The  A.  M.  A.  has  assisted  in  helping  the  young 
physician  choose  his  place  of  practice  by  conduct- 
ing surveys  through  the  cooperation  of  state  and 
county  medical  societies  of  the  medical  facilities  and 
medical  personnel  in  every  county  of  the  United 
States  and  has  made  this  information  available  to 
all  medical  schools  and  to  all  hospitals  approved  for 
internships  and  residencies. 
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Studies  have  been  made  of  the  medical  cai'e  avail- 
able to  civilians  during  World  War  II  and  of  the 
utilization  of  medical  personnel  by  the  armed  forces 
during  the  war  by  means  of  questionnaires  sent  to 
thousands  of  physicians  who  remained  home  during 
the  war  and  to  all  medical  officers  discharged  be- 
fore December  31,  1946.  Results  of  these  surveys 
will  be  of  great  value  in  assisting  the  Department 
of  National  Defense  plan  its  medical  policies. 

Foreseeing  a growing  demand  for  more  integra- 
tion and  organization  in  the  supply  of  medical  serv- 
ices, the  Association  is  conducting  a far-reaching 
study  into  the  implications  of  group  medical  prac- 
tice, accepting  the  basic  premise  that  the  organiza- 
tion in  medical  care  presents  problems  other  than 
those  of  medical  care  alone. 

In  all  this  the  A.  M.  A.  has  contributed  largely 
of  its  own  funds*in  furthering  the  objective  of  wide- 
spread voluntary  insurance  against  the  costs  of 
sickness  and  hospitalization. 

7.  Veterans'  Needs  for  Hospitals  and  Medical 
Care. — A program  for  national  health  should  include 
the  administration  of  medical  care,  including  hos- 
pitalization, to  all  veterans.  Such  medical  care 
should  be  provided  preferably  by  a physician  of  the 
veteran’s  choice  with  payment  by  the  Veterans  Ad- 
ministration through  a plan  mutually  agreed  upon 
between  the  state  medical  association  and  the  Vet- 
erans Administration. 

Over  thirty-five  state  medical  associations  are 
working  with  the  Veterans  Administration  in  de- 
veloping the  Home  Town  Medical  Care  Program  for 
providing  free  choice  of  physicians  to  the  veterans. 
A special  committee  on  veterans  affairs  has  been 
created  to  study  problems  that  may  arise  and  to 
confer  with  representatives  of  the  state  medical 
associations  and  the  Veterans  Administration.  A 
national  conference  on  the  Veterans  Administration 
Home  Town  Medical  Care  Program  was  sponsored 
by  the  A.  M.  A.  in  November,  1947,  and  represen- 
tatives of  thirty-five  state  medical  associations, 
various  specialty  groups,  the  Veterans  Administra- 
tion, and  the  A.  M.  A.  participated  in  this  confer- 
ence. The  Veterans  Administration  is  concerned 
with  the  continued  medical  and  hospital  care  of  the 
men  and  women  who  served  in  the  armed  forces  and 
is  making  every  effort  to  improve  the  quality  of 
medical  and  hospital  care.  To  this  end  the  Veterans 
Administration  has  sought  the  cooperation  of  the 
faculties  of  medical  schools,  and  sixty-five  of  its 
hospitals  are  affiliated  with  medical  schools  and 
have  been  approved  for  training  of  resident  physi- 
cians by  the  A.  M.  A.  after  inspection  by  the  Council 
on  Medical  Education  and  Hospitals. 

The  A.  M.  A.  has  also  aided  the  work  of  the  Com- 
mittee on  Veterans  Medical  Problems  of  the  National 
Research  Council  and  has  extended  research  in 
veterans  hospitals. 

8.  Research  for  Advancement  of  Medical  Science. 
— Research  for  the  advancement  of  medical  science 
is  fundamental  in  any  national  health  program  and 
the  inclusion  of  medical  research  in  a National 
Science  Foundation,  such  as  proposed  in  pending 
federal  legislation,  is  endorsed. 

The  A.  M.  A.  sponsors  research  in  a variety  of 
ways;  practically  everything  it  does  encourages  re- 
search or  the  use  of  knowledge  gained  from  re- 
search. It  disseminates  through  its  scientific  pub- 
lications the  results  of  such  research  or  lists  the 
projects  in  its  Quarterly  Cumulative  Index  Medicus, 
which  is  the  primary  source  of  reference  for  scien- 
tists engaged  in  medical  projects  and  arguments  and 
which  is  used  by  readers  to  advance  their  informa- 
tion in  specific  fields. 

Through  councils,  bureaus,  and  committees,  the 
A.  M.  A.  examines  drugs,  foods,  devices,  and  prep- 
arations to  determine  their  efficacy  and  develops 
standards  for  approval  or  disapproval  of  those  which 


are  placed  upon  the  market,  which  standards  and 
tests  are  usually  picked  up  with  slight  modification 
by  the  U.  S.  Pharmacopeia,  an  official  compendium 
under  the  Federal  Food,  Drug,  and  Cosmetic  Act. 
The  A.  M.  A.  stimulates  medical  research  through 
individual  groups  and  agencies  working  on  research 
problems  and  stimulates  through  education  and 
grants  fundamental  research  and  clinical  investiga- 
tion in  industrial  medicine  and  surgery,  industrial 
hygiene,  sanitation,  medical  administration,  and 
other  phases  of  occupational  health.  The  Association 
is  sponsoring  a resurvey  of  medical  education  in 
cooperation  with  the  Association  of  American  Medi- 
cal Colleges.  The  objectives  have  been  stated  as  im- 
proving medical  education  to  meet  better  the  over- 
all needs  of  American  people  for  the  prevention  of 
disease,  restoration  so  far  as  possible  to  health  of 
all  those  who  suffer  illness  or  injury,  and  the  main- 
tenance of  best  standards  of  physical  and  mental 
health  of  all  the  people;  assessing  the  degree  to 
which  medical  schools  are  meeting  the  needs  of  the 
country  for  physicians;  promoting  the  advancement 
of  knowledge  in  the  field  of  medical  science;  and 
better  informing  the  public  concerning  the  nature, 
content,  and  purposes  of  medical  education. 

The  A.  M.  A.  has  stimulated  and  assisted  efforts 
toward  postgraduate  education  of  physicians  and 
semi-annually  lists  these  opportunities.  The  last 
listing  included  more  than  800  courses  and  the  total 
attendance  in  these  courses  during  the  school  year 
1946-1947  was  59,811,  the  largest  number  to  seek 
such  opportunities  in  a single  year.  The  A.  M.  A. 
has  waged  a constant  battle  against  antivivisec- 
tionism  and  antivaccinationism  and  the  antiscience 
movement  through  its  various  educational  media 
and  has  analyzed  and  refuted  the  claims  of  anti- 
vivisectionists  in  cooperation  with  the  National  So- 
ciety for  Medical  Research.  It  has  always  cooperat- 
ed with  the  medical  schools  and  other  research 
agencies  in  defense  of  the  use  of  animals  for  medical 
research  under  appropriate  regulations,  insuring  hu- 
mane treatment  of  laboratory  animals. 

The  Journal  of  the  American  Medical  Association 
promotes  research  in  articles  and  editorials  and  aids 
in  developing  funds  for  research. 

9.  Volunteer  Health  Agencies,  Philanthropic 
Funds.— The  services  rendered  by  voluntary  philan- 
thropic health  agencies  such  as  the  American  Can- 
cer Society,  the  National  Tuberculosis  Association, 
and  the  National  Foundation  for  Infantile  Paralysis, 
and  by  philanthropic  agencies  such  as  the  Rocke- 
feller Foundation  have  been  of  vast  benefit  to  the 
American  people  and  are  a natural  outgrowth  of 
the  system  of  free  enterprise  and  democracy  that 
prevails  in  the  United  States.  Their  participation 
in  a national  health  program  should  be  encouraged 
and  the  growth  of  such  agencies  when  properly  ad- 
ministered should  be  commended. 

Progress  along  this  line  has  been  made  by  active 
cooperation  with  each  of  these  agencies  and  founda- 
tions. Personnel  of  the  A.  M.  A.  have  been  or  are 
consultants  to  or  members  of  advisory  committees 
for  thirty-seven  of  these  groups.  In  addition  the 
A.  M.  A.  has  worked  with  representatives  of  the 
American  Hospital  Association,  the  American  Pub- 
lic Welfare  Association,  and  the  American  Public 
Health  Association  in  developing  a program  for  the 
chronically  ill,  the  problems  of  which  will  un- 
doubtedly increase  as  the  average  age  of  the  popu- 
lation increases.  The  publication  facilities  and  ex- 
pert personnel  of  the  A.  M.  A.  have  been  lent  freely 
and  for  considerable  periods  of  time  to  practically 
every  important  agency  in  any  way  related  to  health. 
Most  recent  activities  include  cooperation  in  estab- 
lishing the  World  Medical  Association.  The  United 
States  Committee  of  the  World  Medical  Association 
has  been  established  to  extend  the  accomplishments 
of  American  medicine  throughout  the  world. 
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10.  Health  Education  in  Prevention  of  Disease. — 
Fundamental  to  the  promotion  of  the  public  health 
and  the  alleviation  of  illness  are  widespread  educa- 
tion in  the  field  of  health  and  the  widest  possible 
dissemination  of  information  regarding  the  preven- 
tion of  disease  and  its  treatment  by  authoritative 
agencies.  Health  education  should  be  considered  a 
necessary  function  of  all  departments  of  public 
health,  medical  associations,  and  school  authorities. 

The  A.  M.  A.  has  pioneered  in  the  field  of  health 
education  and  has  continually  expanded  and  aug- 
mented its  program  of  health  education  through  the 
media  of  Hygeia,  The  Health  Magazine,  established 
in  1923;  radio  broadcasting  begun  in  1925;  elec- 
trical transcriptions  started  in  1943;  health  and 
fitness  programs  started  in  1946;  and  television 
programs  started  in  1946.  With  the  National  Health 
Council  it  endorsed  the  principle  of  periodic  health 
examinations  and  with  the  exception  of  commercial 
insurance  companies  has  been  the  only  national  or- 
ganization to  continue  active  sponsorship  and  pro- 
motion of  that  concept. 

Numerous  health  and  fitness  activities  have  been 
carried  on,  including  the  sponsorship  of  conferences 
and  provision  of  consultants  for  many  conferences 
sponsored  by  various  state  and  national  organiza- 
tions; the  editing  of  “Recommendations  for  the 
Health  Appraisal  of  School  Children”  and  assisting 
in  preparation  of  a report,  “Health  Education,”  for 
the  Joint  Committee  on  Health  Problems  in  Educa- 
tion; publication  of  articles  on  health  and  fitness  in 
ten  periodicals  and  issuing  each  week  to  some  2,000 
periodicals  and  newspapers  a release  from  the  pub- 
lications of  the  American  Medical  Association  to 
inform  the  public  on  the  progress  of  medicine. 

The  exhibits  prepared  by  the  A.  M.  A.  are  de- 
veloped and  lent  to  many  other  agencies.  The  Asso- 
ciation has  prepared  some  motion  pictures  and  co- 
operates with  other  agencies  in  the  preparation 
and  dissemination  of  most  pictures  related  to  the 
prevention  of  diseases. 

The  A.  M.  A.  has  urged  extension  of  education  on 
health  to  schools  in  every  grade  and  recognition  of 
health  education  as  a major  subject  to  be  assigned 
credit  for  accomplishment.  The  Woman’s  Auxiliary 
participates  in  health  activities  of  innumerable 
women’s  clubs,  parent-teacher  associations,  and 
similar  agencies  and  extends  widely  the  work  of 
health  education. 

The  Board  of  Trustees  in  approving  the 
foregoing  account  of  progress  made  by  the 
American  Medical  Association  in  achieving 
the  objectives  of  its  Ten  Point  National 
Health  Program  recommended  the  following 
additional  activities  in  order  to  bring  the  best 
possible  medical  care  to  the  American  people : 

1.  Public  health  and  preventive  medicine 
facilities  should  be  increased  so  that  the 
whole  country  is  covered,  thereby  reducing 
the  incidence  of  illness  and  the  need  for 
medical  care.  This  will  require  joint  health 
departments  for  poorly  populated  counties 
and  in  some  instances  will  require  federal 
grants-in-aid. 

2.  Provisions  for  prenatal  care,  child- 
birth, infant  welfare,  and  child  care  must  be 
expanded  in  some  areas,  again  with  federal 
aid  to  assist  in  the  cost  with  the  administra- 
tion to  be  on  a local  basis. 

3.  Hospitals  and  diagnostic  facilities 
must  be  expanded  along  the  lines  provided 


in  the  Hill-Burton  act  so  that  all  the  people 
will  have  these  facilities.  This  will  make  it 
possible  to  give  better  care  and  will  attract 
physicians  to  areas  now  lacking  them.  Money 
available  under  the  Hill-Burton  act  is  not 
being  fully  used  because  of  a lack  of  mate- 
rials and  labor;  furthermore  the  doctors, 
nurses,  and  technicians  must  be  available  to 
make  these  units  function.  This  means  that 
mere  appropriation  of  money  is  not  suf- 
ficient. 

4.  In  considering  insurance  it  must  be 
remembered  that  so  far  as  medical  care  is 
concerned  there  are  four  economic  groups: 
(a)  those  sufficiently  well  off  financially  to 
care  for  themselves;  (b)  those  sufficiently 
well  off  to  care  for  themselves  under  all  con- 
ditions except  prolonged  or  costly  illness; 

(c)  those  who  can  care  for  themselves  under 
ordinary  circumstances  but  who  find  it  dif- 
ficult to  meet  the  cost  of  any  illness;  and 

(d)  those  who  are  wholly  dependent  on  the 
public  welfare  for  even  their  housing,  cloth- 
ing, and  food.  The  first  and  last  groups  are 
cared  for  in  a fairly  adequate  manner  at 
present.  The  second  group  (b)  will  be  sat- 
isfactorily covered  as  to  both  hospitalization 
and  medical  care  by  voluntary  insurance,  but 
further  provision  is  needed  for  the  third 
group  (c).  One  solution  seems  to  lie  in  Sen- 
ate Bill  545,  now  pending  in  Congress, 
which  has  not  been  endorsed  by  the  Associa- 
tion in  toto  but  has  been  approved  in  prin- 
ciple. This  bill  provides  that  the  federal  gov- 
ernment shall  allot  funds  to  states  for  ex- 
penditures under  their  regulations  subject  to 
federal  control  only  as  to  the  general  plan. 

Rural  Health  and  Cooperative  Hospitals. — 

The  need  of  adequate  medical  services  in  the 
rural  areas  is  continuously  increasing  over 
the  nation.  The  problems  which  must  be  met 
in  supplying  this  care  to  the  rural  communi- 
ties of  Texas  where  the  medical  profession  is 
concerned  are  almost  as  varied  and  complex 
as  any  in  the  social  and  political  order  since 
the  close  of  World  War  II.  While  acknowledg- 
ing the  ramifications  of  this  problem  as  a 
whole  it  is  better  that  our  interests  be  cen- 
tered at  this  time  in  that  phase  of  rural 
health  which  relates  to  the  cooperative  hos- 
pital. 

It  can  no  longer  be  said  that  the  knowledge 
of  the  majority  of  the  inhabitants  of  rural 
communities  is  limited  to  the  extent  that 
good  medical  services  are  not  recognized  and 
appreciated.  A multitude  of  influences,  in- 
cluding those  experiences  resulting  from 
national  mobilization  for  war,  have  develop- 
ed among  rural  inhabitants  an  acute  aware- 
ness of  the  lack  of  facilities  necessary  to  in- 
sure good  medical  care  in  their  communities. 
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With  some  understanding  of  the  import- 
ance of  hospital  and  laboratory  equipment  to 
the  physician,  many  rural  communities  have 
organized  groups  for  the  purpose  of  provid- 
ing funds  to  build  and  purchase  these  facili- 
ties. In  several  instances,  this  task  was  un- 
dertaken by  communities  wholly  lacking  in 
medical  care  to  gain  the  services  of  a physi- 
cian by  providing  these  facilities  as  an  in- 
ducement. Groups  in  other  communities  or- 
ganized to  provide  facilities  which  would 
enable  them  to  combat  medical  fees  in  tho 
neighboring  towns  which  were  believed  to 
be  too  high.  Other  groups  were  organized  as 
a part  of  the  national  farm  cooperative  move- 
ment with  the  idea  of  providing  special 
medical  services  for  members  of  local  co- 
operative-owned hospitals,  under  the  direc- 
tion of  a physician  who  would  practice  medi- 
cine on  a guaranteed  salary. 

Many  of  these  projects  were  begun  by  in- 
terested and  sincere  laymen  who  were  not 
fully  aware  of  the  restrictions  recognized  by 
the  physician  in  the  Code  of  Ethics  accepted 
by  members  of  the  American  Medical  Asso- 
ciation. The  difficulties  encountered  as  a re- 
sult of  this  lack  of  knowledge  have  been 
detrimental  to  the  relationship  of  the  medi- 
cal profession  to  the  public  in  some  communi- 
ties over  the  state.  This  is  true  in  some  in- 
stances to  the  extent  that  there  is  a strong 
doubt  in  the  minds  of  many  people  that 
members  of  the  medical  profession  are  con- 
cerned with  the  health  of  rural  inhabitants 
at  all.  Out  of  this  doubt  comes  an  increasing 
demand  for  medical  care,  even  to  the  extent 
of  government  medicine. 

The  determination  of  these  groups  or  com- 
munities to  insure  medical  care  for  their 
families  has  led  to  voluntary  investments 
which  total  large  sums  of  money.  Many  of 
these  investments  may  easily  develop  into  a 
total  loss  to  those  persons  concerned  unless 
they  are  successful  in  selling  their  property 
in  many  instances  to  those  who  are  less 
qualified  in  the  practice  of  the  “healing 
arts.”  When  this  becomes  necessary,  as  an 
economic  measure  on  the  part  of  the  laymen 
of  any  community,  it  is  obvious  that  the 
quality  of  medical  service  in  that  community 
is  lowered  and  the  health  of  that  community 
will  be  in  dangerous  hands. 

The  inclination  of  younger  members  of  the 
medical  profession  to  affiliate  with  profes- 
sional groups  in  metropolitan  areas  is  due 
in  part  to  the  recognized  need  for  modern 
medical  facilities.  In  addition,  there  is  a sin- 
cere desire  in  these  young  physicians  to 
practice  medicine  within  the  recognized 
boundaries  of  the  ethics  of  their  profession 
and  without  any  question  arising  in  matters 


affecting  the  quality  and  merit  of  their  work 
among  medical  groups.  This  thought  may 
explain  in  some  measure  the  fact  that  young- 
er, well  trained  men  of  medicine  are  lacking 
in  sufficient  number  properly  to  staff  those 
hospitals  which  are  awaiting  them  in  sev- 
eral communities  over  the  state. 

Cooperative-owned  and  in  some  instances 
community  hospitals  have  secured  the  serv- 
ices of  elderly  physicians  who  are  finding 
the  load  sufficiently  heavy  that  the  assist- 
ance of  a younger  and  modernly  trained 
physician  is  desirable. 

In  those  instances  when  the  patient  load  is 
too  great  and  less  modern  methods  of  prac- 
ticing medicine  are  all  that  is  available  to 
the  community,  the  results  as  far  as  that 
community  is  concerned  may  be  both  uncom- 
plimentary to  the  medical  profession  and 
dangerous  for  the  individual  patient.  This 
feeling  seems  to  result  in  a growing  ani- 
mosity toward  those  who  practice  medicine 
and  offers  an  increasingly  favorable  oppor- 
tunity for  those  who  would  lower  the  require- 
ments for  complete  medical  education  in  this 
state. 

It  is  highly  important,  first,  to  the  health 
of  the  people  of  Texas  that  these  lower  edu- 
cational standards  not  be  forced  upon  them 
or  accepted  by  them.  Second,  it  is  important 
that  the  medical  profession  as  a whole  ac- 
tively assist  the  people  of  this  state  in  secur- 
ing qualified  medical  services  in  rural  areas 
at  a cost  which  those  areas  can  afford.  Third, 
it  is  important  to  the  physician  who  practices 
medicine  in  rural  areas  that  he  be  accepted 
by  the  profession  in  the  light  of  his  medical 
knowledge  and  skill,  and  that  every  effort 
be  made  to  assist  that  physician  in  meeting 
the  medical  needs  of  a community  without 
fear  or  without  condemnation. 

A special  committee  was  appointed  by  Dr. 
B.  E.  Pickett,  Sr.,  then  President  of  the  State 
Medical  Association  of  Texas,  to  discuss 
these  matters  and  make  recommendations  to 
the  governing  bodies  of  the  Association 
whereby  the  cooperative  hospitals  of  this 
state  might  serve  their  purpose  in  rural  com- 
munities and  be  operated  on  a basis  ac- 
ceptable to  the  medical  profession. 

This  committee,  consisting  of  Dr.  Harvey 
Renger,  ^Hallettsville,  chairman ; Dr.  0.  N. 
Mayo,  Brownwood,  and  Dr.  A.  C.  Scott, 
Temple,  met  in  San  Antonio  on  April  3 and 
4.  Meeting  with  the  committee  were  repre- 
sentatives of  many  interested  groups,  as  well 
as  additional  members  of  the  medical  pro- 
fession. 

Review  of  the  factors  involving  rural 
health  and  cooperative  hospitals  emphasized 
the  importance  of  the  problem  as  it  exists.  A 
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thorough  and  lengthy  discussion  of  these 
varied  phases  of  the  problem  by  all  present 
resulted  in  a surprising  degree  of  harmony 
between  those  groups  represented,  and  upon 
the  recommendation  of  the  special  commit- 
tee from  the  Association,  a seven  point  stan- 
dard for  cooperative-owned  hospitals  was 
unanimously  accepted.  These  standards  were 
ratified  by  the  House  of  Delegates  at  the  an- 
nual session  just  ended. 

These  points  are  in  substance  as  follows: 

1.  This  type  of  hospital  should  be  de- 
veloped through  local  enterprise  for  the  pur- 
pose of  operating  locally. 

2.  The  hospital  should  be  open  staffed. 

3.  All  medical  phases  of  the  hospital  must 
be  under  the  control  of  a physician. 

4.  The  hospital  should  be  established  on 
an  economically  sound  basis,  assisted  in  some 
measure  by  a plan  similar  to  those  prepaid 
hospital  and  medical  care  programs  already 
in  operation  in  this  state. 

5.  A means  should  be  worked  out  by 
which  the  services  of  a specialist  can  be  ob- 
tained. 

6.  To  solicit  patients  for  a doctor's  serv- 
ices as  an  inducement  to  membership  in  a co- 
operative hospital  is  improper. 

7.  Provided  the  above  regulations  are 
met,  the  manner  of  the  physician’s  payment 
should  be  decided  by  mutual  agreement. 

It  was  agreed  that  every  effort  should  be 
made  on  the  part  of  each  hospital  to  become 
sufficiently  accredited  to  be  acceptable  un- 
der the  standards  of  the  Texas  Hospital  As- 
sociation and  fully  qualified  for  hospital 
membership  in  the  Blue  Cross  Hospital  Plan. 

In  general  discussion  it  was  presented  to 
the  committee  that  up  to  that  date  there 
were  fourteen  cooperative  hospitals  in  op- 
eration in  Texas  and  that  applications  for  a 
total  of  forty-seven  had  been  received  in  the 
office  of  the  Secretary  of  State  as  of  Jan- 
uary 1,  1948.  It  was  reported  that  since  that 
date  applications  for  twelve  more  had  been 
made. 

The  thought  was  expressed  that  the  or- 
ganization of  community  and  cooperative 
hospitals  in  rural  areas  over  the  state  con- 
stitutes an  expression  on  the  part  of  rural 
people  of  this  state  of  a willingness  to  meet 
their  own  needs  and'  that  such  an  effort  de- 
serves more  approval  than  destructive 
criticism. 

Efforts  are  being  made  by  representatives 
of  various  commercial  insurance  companies 
to  assist  hospitals  in  rural  communities  by 
underwriting  the  operating  cost  of  the  hos- 
pital through  a prepayment  insurance  pro- 
gram, which  is  available  to  the  membership 
of  the  cooperative  and  community  hospital 


groups.  The  success  and  advisability  of  this 
plan  is  yet  to  be  determined,  and  at  the  time 
of  the  annual  session  only  one  such  company 
had  made  direct  application  for  the  approval 
of  the  Council  on  Medical  Economics  of  the 
State  Medical  Association.  It  was  further 
pointed  out  at  the  annual  session  that  ap- 
proval has  not  been  granted  by  the  Council 
on  Medical  Economics  to  any  health  or  acci- 
dent company  now  in  operation  within  the 
state  which  offers  insurance  contracts  for 
prepaid  medical  service  or  hospital  insur- 
ance. 

The  World  Health  Organization  will  hold 
its  first  general  assembly  in  Geneva,  Switz- 
erland, beginning  June  24  and  extending 
through  July.  Despite  the  fact  that  the 
United  States  of  America  was  represented 
at  conferences  which  in  1946  resulted  in  de- 
cision to  establish  a World  Health  Organiza- 
tion and  has  been  a leader  in  the  Interim 
Commission  of  eighteen  nations  which  has 
been  active  since  that  time,  it  appears  that 
this  country  will  not  be  present  at  the  gen- 
eral assembly  as  a member  of  the  organiza- 
tion. 

The  Senate  last  year  passed  a bill  which 
would  have  made  the  United  States  a mem- 
ber of  the  World  Health  Organization  and 
which  was  unanimously  approved  by  the 
House  Committee  on  Foreign  Affairs.  How- 
ever' the  House  Rules  Committee  in  March 
tabled  the  bill  without  explanation,  and  the 
bill  cannot  now  be  brought  to  the  floor  of 
the  House  without  a two-thirds  vote  of  the 
committee.  This  action  was  taken  in  the  face 
of  approval  of  United  States  participation  in 
the  organization  by  the  American  Medical 
Association  and  almost  every  other  national 
organization  concerned  with  health  and  med- 
ical care,  as  well  as  approval  by  many  lay 
groups  concerned  with  international  coopera- 
tion in  any  field. 

Members  of  the  House  Rules  Committee 
include  the  following:  Leo  E.  Allen  (R), 
Illinois,  chairman;  Clarence  J.  Brown  (R), 
Ohio  ; James  W.  Wadsworth  (R),  New  York; 
Forest  A.  Harness  (R),  Indiana;  J.  Edgar 
Chenoweth  (R),  Colorado;  Ross  Rizley  (R), 
Oklahoma;  Christian  A.  Herter  (R),  Massa- 
chusetts; Robert  F.  Rich  (R),  Pennsylvania; 
E.  E.  Cox  (D),  Georgia;  Adolph  J.  Sabath 
(D),  Illinois;  Howard  W.  Smith  (D),  Vir- 
ginia; and  J.  Bayard  Clark  (D),  North 
Carolina. 

The  World  Health  Organization  became  a 
permanent  agency  on  April  7 with  the  rati- 
fication of  its  constitution  by  Mexico  and 
Byelorussia,  making  a total  of  27  United 
Nations  members,  one  more  than  the  requir- 
ed number,  which  have  ratified  the  WHO 
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constitution.  Eight  non-United  Nations  mem- 
bers have  also  ratified  the  constitution.  The 
only  major  nation  other  than  the  United 
States  which  has  failed  to  ratify  the  consti- 
tution is  France,  but  most  of  the  nations  of 
Central  and  South  America  have  failed  to 
take  action,  apparently  waiting  to  see  what 
the  United  States  will  do.  The  WHO  is  the 
ninth  specialized  agency  of  the  United  Na- 
tions and  the  first  in  which  the  United  States 
is  not  a member. 

The  Interim  Commission  of  the  World 
Health  Organization  has  already  proved  the 
value  of  world  cooperation  in  the  health 
field.  Assuming  most  of  the  tasks  of  the 
Health  Organization  of  the  old  League  of 
Nations,  the  war-born  United  Nations  Relief 
and  Rehabilitation  Administration,  and  other 
international  health  agencies  such  as  the  Of- 
fice International  d’Hygiene  Publique,  the 
Interim  Commission  was  of  tremendous  as- 
sistance in  combatting  an  epidemic  of  cholera 
in  Egypt  during  1947,  has  administered  an 
international  epidemiological  reporting  serv- 
ice and  work  in  biological  standardization, 
has  sent  field  missions  or  medical  liaison  of- 
ficers to  Hungary,  Austria,  China,  Ethiopia, 
Greece,  Italy,  and  Poland,  and  has  awarded 
203  fellowships  to  public  health  and  medical 
specialists  in  war-devastated  countries  for 
study  outside  their  native  lands. 

The  agenda  of  the  first  assembly  includes 
the  selection  of  a director-general,  a perman- 
ent site  for  the  organization,  and  its  long- 
range  program  of  activities.  The  Interim 
Commission  has  recommended  that  the  or- 
ganization continue  medical  cooperation  with 
accredited  governmental  and  nongovern- 
mental agencies,  enlarge  its  epidemiological 
service,  develop  uniform  standards  and  pro- 
cedures, revise  the  international  lists  of  dis- 
eases and  causes  of  death,  emphasize  attacks 
on  malaria,  tuberculosis,  venereal  diseases, 
and  maternal  and  child  health,  and  continue 
the  field  service  and  medical  missions  sent 
under  UNRRA  to  various  countries.  The 
proposed  1949  budget  amounts  to  $6,387,995, 
more  than  twice  the  Interim  Commission’s 
budget  for  the  first  year  of  its  work.  Sums 
have  tentatively  been  allotted  for  fellowships, 
medical  literature,  teaching  equipment, 
emergency  medical  supplies,  and  advisory 
services  and  teams  to  demonstrate  new  med- 
ical and  public  health  techniques. 

It  will  be  embarrassing  if  the  United 
States  does  not  assume  its  full  responsibili- 
ties in  the  World  Health  Organization.  On 
this  level  Russia  has  cooperated  as  she  has 
not  always  cooperated  in  other  areas  of  ac- 
tivity, and  the  United  States  should  show  her 
good  faith  by  joining  in  this  endeavor,  which 


can  mean  much  in  terms  of  international 
good  will.  As  a matter  of  fact;  modern  trans- 
portation has  made  the  health  problems  of 
one  section  of  the  world  the  health  problems 
of  the  entire  world,  and  from  a selfish  stand- 
point the  United  States  should  be  glad  to 
help  solve  some  of  those  problems.  The  cost 
of  participating  in  the  World  Health  Or- 
ganization is  on  a per  capita  and  income 
basis,  and  the  United  States  would  con- 
tribute only  about  $2,000,000,  although  that 
would  be  approximately  39.89  per  cent  of  the 
agency’s  budget.  Without  the  participation 
of  the  United  States  it  is  doubtful  that  the 
World  Health  Organization  could  carry  on  a 
program  of  any  real  scope  or  significance, 
both  because  of  financial  handicaps  and  be- 
cause of  lack  of  moral  backing. 

The  medical  profession  of  the  United 
States  has  endorsed  participation  in  the 
World  Health  Organization  and  has  been  ac- 
tive in  establishment  of  a World  Medical 
Association,  an  international  society  of  phy- 
sicians which  it  was  anticipated  would  co- 
operate with  the  World  Health  Organiza- 
tion. Perhaps  more  than  endorsement  will 
be  necessary  to  bring  ratification  of  the 
WHO  constitution  by  the  United  States  Con- 
gress. Perhaps  letters  and  telegrams  and 
telephone  calls  to  congressmen  will  be  re- 
quired. While  none  of  the  members  of  the 
House  Rules  Committee  is  from  Texas,  this 
committee  now  holding  up  action  on  the 
WHO  bill  may  be  responsive  to  direct  com- 
munications from  Texas  physicians  and  may 
also  be  affected  by  requests  from  Texas  con- 
gressmen who  are  advised  by  their  consti- 
tuents as  to  action  which  should  be  taken  on 
the  bill. 

CURRENT  EDITORIAL  COMMENT* 

The  World  Medical  Association  came  into 
being  on  September  18,  1947. t After  a year  of 
preparation  by  an  organizing  committee  com- 
posed of  members  from  ten  nations,  the  pre- 
liminary draft  of  a constitution  and  by-laws 
was  ratified,  with  only  minor  amendments, 
by  a General  Assembly  representing  forty- 
six  nations. 

The  objects  of  the  Association  as  ex- 
pressed in  the  constitution  are : 

1.  To  promote  closer  ties  among  the 
national  medical  organizations  and  among 

♦This  department  of  the  Journal  presents  editorial  comments 
on  current  items  pertaining  to  the  science,  art  and  practice  of 
medicine,  contributed  by  members  of  the  State  Medical  Associa- 
tion and  scientists  closely  associated  with  the  medical  profession 
of  Texas.  Invitation  is  hereby  extended  to  any  member  of  the 
State  Medical  Association  of  Texas  to  submit  such  discussions 
for  this  department.  The  discussions  should  not  be  more  than 
500  words  in  length. 

fAdditional  information  about  this  meeting  appears  in 
The  Journal  of  the  American  Medical  Association , 135:516-517 
(Oct.  25)  1947,  and  136:185  (Jan.  17)  1948. 
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the  doctors  of  the  world  by  personal  contact 
and  all  other  means  possible. 

2.  To  maintain  the  honor  and  protect  the 
interests  of  the  medical  profession. 

3.  To  study  and  report  on  the  profession- 
al problems  which  confront  the  medical  pro- 
fession in  the  different  countries. 

4.  To  organize  an  exchange  of  informa- 
tion on  matters  of  interest  to  the  medical 
profession. 

5.  To  establish  relations  with,  and  to 
present  the  view  of  the  medical  profession 
to  the  World  Health  Organization,  UNESCO 
and  other  appropriate  bodies. 

6.  To  assist  all  peoples  of  the  world  to 
attain  the  highest  possible  level  of  health. 

7.  To  promote  world  peace. 

The  headquarters  and  general  secretariat 
of  the  organization  were  authorized  to  be  in 
North  America.  The  office  has  now  been 
established  at  2 East  103rd  Street,  New  York 
City.  New  York  is  also  the  headquarters  of 
both  the  United  Nations  and  the  World 
Health  Organization. 

As  soon  as  possible  a Bulletin  will  be  pub- 
lished regularly  as  a means  of  information 
to  the  doctors  of  the  world. 

Professor  Eugene  Marquis,  director  of  the 
School  of  Medicine  at  Rennes,  France,  was 
elected  president,  and  a president-elect, 
treasurer,  honorary  secretary,  and  council 
of  ten  members  were  named.  The  council 
was  given  authority  to  appoint  a permanent 
secretary. 

A series  of  resolutions  on  war  crimes  was 
adopted,  and  the  Assembly  instructed  the 
Council  to  prepare  a report  incorporating 
these  resolutions  and  taking  into  considera- 
tion a motion  by  the  Netherlands  that  the 
Council  prepare  a report  on  the  collaboration 
of  medical  practitioners  in  the  preparation 
of  means  of  warfare. 

The  Assembly  placed  on  the  agenda  of  the 
Council  consideration  of  (1)  publication  of 
a Bulletin,  (2)  the  present  position  of  the 
medical  profession  in  relation  to  the  state, 
(3)  standards  and  training  of  the  medical 
profession,  conditions  of  registration,  and 
qualifications  of  specialists,  (4)  advertise- 
ment of  cures  and  medicines  in  the  lay  press, 
and  (5)  unqualified  and  unauthorized  medi- 
cal practice.  These  investigations  are  all 
under  way. 

The  next  annual  meeting  will  be  held  in 
Geneva,  Switzerland,  in  September.  The 
council  has  just  met  in  New  York.  Dr.  Louis 
H.  Bauer,  United  States  member  of  the  coun- 
cil, was  elected  secretary-general.  He  re- 
signed from  the  council,  and  Dr.  Elmer  L. 


Henderson,  chairman  of  the  Board  of  Trus- 
tees of  the  American  Medical  Association, 
was  elected  to  succeed  him  as  a member  of 
the  council. 

There  seems  some  confusion  in  the  minds 
of  many  over  the  relationship  of  the  World 
Health  Organization  and  the  World  Medical 
Association.  The  World  Health  Organization 
is  a subsidiary  of  the  United  Nations  and 
may  be  said  to  represent  the  governments  of 
the  world  in  medicine.  The  World  Medical 
Association  is  an  independent  organization 
and  may  be  said  to  represent  the  doctors  of 
the  world.  Close  cooperation  between  the 
two  is  essential. 

The  American  delegation  to  the  World 
Medical  Association  through  the  generosity 
of  the  pharmaceutical  industry  offered  to  fi- 
nance the  Association  for  five  years  at  the 
rate  of  $50,000  a year,  provided  certain  com- 
mitments were  made.  These  were  agreed  to. 
This  sum  will  probably  be  inadequate  and  it 
is  hoped  that  doctors  will  be  willing  to  af- 
filiate themselves  with  the  American  Com- 
mittee and  further  help  to  finance  the  or- 
ganization. It  is  the  intention  of  the  Ameri- 
can Committee  to  help  other  national  medical 
associations  to  help  themselves.  A strong 
national  medical  organization  in  every  coun- 
try is  an  essential,  and  many  countries  do 
not  have  such  an  organization. 

With  the  present  chaotic  state  of  the 
world,  it  is  hoped  that  this  new  World  Medi- 
cal Association  may  prove  to  be  a definite 
step  toward  a better  understanding  among 
the  nations  of  the  world. 

Louis  H.  Bauer,  M.  D., 
Trustee,  American  Medical 
Association;  Secretary-Gen- 
eral, World  Medical  Associa- 
tion; Hempstead,  New  York. 

Professional  Building. 


HEALTH  OF  ARC  WELDERS 

Hazards  of  the  health  of  arc  welders  engaged  in 
steel  ship  construction  are  negligible  when  adequate 
ventilation  is  provided  to  control  the  toxic  fumes 
released,  according  to  “Health  of  Arc  Welders  in 
Steel  Ship  Construction,”  Public  Health  Bulletin 
298,  recently  released  by  the  U.  S.  Public  Health 
Service.  The  bulletin  reports  a study  of  the  health 
of  shipyard  welders  which  was  made  by  the  Indus- 
trial Hygiene  Division,  U.  S.  Public  Health  Service, 
in  cooperation  with  the  U.  S.  Maritime  Commission 
and  the  U.  S.  Navy  in  Maritime  Commission  and 
Navy-contract  shipyards. 

The  study  included  both  environmental  and  medi- 
cal surveys.  Although  the  ventilation  was  of  vary- 
ing effectiveness,  extreme  degrees  of  atmospheric- 
contamination  from  welding  fumes  and  gas  were  in- 
frequent. Among  the  few  clinical  symptoms  which 
might  be  related  to  occupational  exposures  were  a 
respiratory  symptom  complex,  arc  welder’s  siderosis, 
lowered  blood  pressure,  and  welding  burns. 
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SURGERY  OF  THE  MAJOR  BLOOD 
VESSELS 

HERBERT  D.  ADAMS,  M.  D. 

Department  of  Surgery 
The  Lahey  Clinic 
BOSTON,  MASSACHUSETTS 

Until  recently,  surgery  of  the  major  blood 
vessels  has  been  confined  chiefly  to  the  vari- 
ous indications  for  ligation,  embolectomy, 
and  the  occasional  surgical  management  of 
arterial  aneurysms  and  arteriovenous  aneu- 
rysms. Our  war  experiences  with  vascular 
injuries  have  increased  considerably  our 
knowledge  of  and  familiarity  with  the  sur- 
gical management  of  lesions  of  the  major 
blood  vessels.  During  the  same  years  some 
brilliant  contributions  have  been  made  in  the 
surgical  management  of  congenital  anomalies 
and  portal  hypertension,  and  their  treatment 
by  the  formation  of  arterial  and  venous 
shunts.  I will  confine  my  remarks  to  the 
practical  aspects  and  general  principles  of 
the  surgical  procedures  involving  the  major 
blood  vessels  themselves  and  not  to  any  dis- 
cussion of  the  related  conditions. 

There  are  certain  fundamental  principles 
in  the  surgical  approach  to  all  these  lesions 
which  are  essential  if  serious  catastrophes 
and  complications  are  to  be  avoided. 

First,  absolute  control  of  the  blood  flow 
through  the  vessels  involved  must  be  had  at 
all  times.  If  the  lesion  is  in  an  extremity 
peripheral  enough  to  permit  its  use,  a blood 
pressure  cuff  type  of  tourniquet  should  be 
employed.  In  all  other  more  proximal  lesions 
the  vessels  must  be  exposed  widely  enough  to 
permit  the  application  of  arterial  clamps  or 
rubber  catheter  tourniquets  both  proximal 
and  distal  to  the  lesion,  and  to  control  all 
other  branches  intimately  associated  with  the 
lesion.  This  should  be  done  before  any  effort 
is  made  to  approach  or  dissect  the  lesion  it- 
self. By  these  methods  only  can  a serious 
hemorrhage  be  prevented. 

Second,  if  a large  artery  is  to  be  ligated  in 
continuity  for  any  purpose,  a single  ligature 
of  strong,  nonabsorbable  material  should  be 
used.  If  the  vessel  is  doubly  ligated  and  a 
small  space  is  left  between  the  ligatures,  the 
vessel  between  these  two  ligatures  may 
slough  and  secondary  hemorrhage  occur.  If 
the  artery  is  to  be  divided,  the  safest  method 
is  a ligature  reinforced  by  a suture  ligature 
just  distal  to  the  first  ligature  to  prevent  it 
from  being  forced  off  the  stump  by  the  pul- 
sations of  the  vessel. 

The  third  principle  is  the  careful  and  de- 
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tailed  management  of  the  circulatory  dis- 
turbance produced  in  the  region  supplied  by 
the  artery  involved.  This  is  accomplished 
chiefly  by  keeping  the  area  cool,  that  is, 
never  applying  heat,  thereby  increasing  the 
local  metabolism  and  the  tissue  demand  for 
greater  circulation;  by  administering  anti- 
spasmodics;  and  by  a preliminary  sympa- 
thectomy or  postoperative  sympathetic  block, 
if  indicated.  With  these  fundamentals  in 
mind,  more  specific  surgical  procedures 
themselves  can  be  considered. 

ARTERIAL  EMBOLISM 

Probably  the  simplest  condition  requiring 
surgical  intervention  is  peripheral  arterial 
embolism.  Removal  of  an  arterial  embolism 
must  be  accomplished  in  most  cases  to  save 
the  extremity  involved.  Successful  restora- 
tion of  the  circulation  depends  on  an  early 
diagnosis  and  immediate  embolectomy.  The 
importance  of  the  time  element  is  stated  by 
Linton  in  an  analysis  of  the  cases  at  the 
Massachusetts  General  Hospital : within  ten 
hours  40  to  60  per  cent  saved,  after  ten  hours 
16  to  20  per  cent  saved,  and  after  thirty 
hours  none  saved. 

The  changes  that  take  place  in  the  entire 
arterial  bed  beyond  the  site  of  lodgement  of 
the  embolus  are  of  extreme  importance  in 
any  treatment  for  the  restoration  of  an  ade- 
quate circulation  in  the  extremity  involved. 
There  is  marked  spasm  of  the  major  vessel 
itself  distal  to  the  embolus,  and  the  vasocon- 
striction of  the  entire  collateral  bed  as  well, 
as  is  seen  at  operation.  The  time  element  is 
of  great  importance  because  of  the  develop- 
ment of  a secondary  thrombosis  in  the  entire 
distribution  of  the  artery  beyond  the  em- 
bolism. It  is  essential,  therefore,  that  the 
classical  symptoms  and  signs  of  sudden  pain, 
coldness,  blanching,  and  the  loss  of  motor 
and  sensory  functions  be  given  immediate 
consideration,  and  a correct  diagnosis 
promptly  made  and  proper  treatment  started 
at  once.  If  the  physician  keeps  in  mind  the 
common  levels  for  an  embolus  to  lodge,  that 
is,  at  the  various  bifurcations  such  as  the 
bifurcation  of  the  aorta,  the  common  iliacs, 
the  femorals,  the  popliteals,  and  so  forth,  it 
is  fairly  simple  on  the  basis  of  the  extent  of 
the  physical  findings  to  localize  the  embolus 
and  to  carry  out  an  immediate  embolectomy. 
It  is  not  adequate  merely  to  open  the  artery 
and  remove  the  obvious  embolus ; an  attempt 
must  be  made  to  remove  the  distal  thrombus 
by  suction  and  to  establish  free  backflow  of 
blood  and  a return  of  normal  distant  arterial 
pulsations. 

If  extensive  and  well-established  throm- 
bosis has  already  taken  place,  there  is  little 
likelihood  that  the  extremity  can  be  saved. 
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Supportive  and  antispasmodic  measures 
should  likewise  be  instigated.  Papaverine, 
sympathetic  block,  intermittent  venous  occlu- 
sion or  negative-positive  pressure  with  the 
Pavex  machine  and  anticoagulants  should  be 
used  to  combat  the  extensive  vasospasm  and 
prevent  further  formation  of  secondary 
thrombosis. 

ANEURYSMS 

Fortunately,  long  before  the  war  Matas, 
Bickham,  Reid,  and  others  worked  out  the 
surgical  principles  involved  in  the  manage- 
ment of  arterial  aneurysms  and  arterioven- 
ous aneurysms,  and  many  surgeons  had  had 
some  experience  with  these  lesions.  Every- 
one is  familiar  with  the  simple  saccular  and 
dissecting  types  of  arterial  aneurysms,  as 
well  as  the  congenital  and  traumatic  arter- 
iovenous aneurysms,  and  the  hazards  of  such 
lesions.  The  intrasaccular  method  of  suture 
(endoaneurysmorrhaphy)  of  Matas  and  the 
transvenous  suture  of  the  fistulous  opening 
between  the  artery  and  the  vein  (the  Matas- 
Bickham  method)  in  the  surgical  treatment 
of  arteriovenous  aneurysms  are  valuable  pro- 
cedures when  specifically  indicated.  When 
generally  applied  to  these  lesions,  especially 
to  extensive  war  wounds,  extremely  difficult 
technical  situations  were  encountered,  and 
complications,  that  is,  secondary  hemorrhage, 
thrombosis,  and  recurrence,  followed  these 
procedures  frequently.  With  increasing  ex- 
perience, it  became  apparent  that  it  was 
possible  to  carry  out  quadruple  ligations  and 
excisions  of  these  lesions  in  almost  any  major 
artery  in  the  body,  with  the  exception,  per- 
haps, of  the  carotid  and  popliteal  arteries, 
the  former  because  of  the  high  incidence  of 
cerebral  damage  and  the  latter  because  of  the 
well-recognized  poor  collateral  circulation 
around  the  knee  and  the  high  incidence  of 
gangrene  of  the  foot  following  popliteal  liga- 
tion. In  these  particular  arteries,  aneurysm- 
orrhaphy  or  suture  of  the  artery  is  indicated. 
In  all  other  arteries,  with  the  proper  precau- 
tions taken  to  combat  vasospasm  and  sec- 
ondary thrombosis,  an  aneurysm  or  an  arter- 
iovenous aneurysm  can  be  excised  and  the 
tissues  in  the  area  supplied  by  the  vessel  will 
survive.  This  is  made  possible  by  the  de- 
velopment of  an  adequate  collateral  arterial 
circulation  in  association  with  any  long- 
standing arterial  lesion. 

Before  the  war  I excised  bilateral 
femoral  aneurysms  in  a patient  after  pre- 
liminary lumbar  sympathectomies  were  per- 
formed with  excellent  result  and  without 
significant  disturbance  of  the  circulation  in 
the  lower  extremity.  In  addition,  I had  op- 
erated on  patients  with  various  types  of 
arteriovenous  aneurysms,  both  congenital 


and  traumatic,  which  involved  regions  in  the 
upper  and  lower  extremities  and  in  the  neck. 
All  the  patients  were  treated  by  excision  and 
good  results  were  obtained.  The  experience 
gained  with  these  cases  proved  invaluable  in 
my  later  war  experience. 

In  the  care  of  large  numbers  of  major 
casualties  among  Marine  and  Naval  person- 
nel from  the  Gilberts,  the  Marshalls,  the 
Marianas,  Iwo  Jima,  and  Okinawa  cam- 
paigns, many  complicated  and  interesting 
types  of  injuries  were  encountered.  Among 
the  most  serious  injuries  were  those  of  the 
major  arteries,  the  so-called  false  aneurysms 
and  the  arteriovenous  aneurysms,  or  a com- 
bination of  both.  Technically,  the  surgical 
management  of  some  of  the  more  proximal 
arterial  injuries  was  undoubtedly  one  of  the 
most  hazardous  and  most  difficult  operations 
in  war  surgery.  As  already  stated,  the  man- 
agement of  those  in  the  extremities  distal 
enough  so  that  a tourniquet  could  be  used  and 
direct  dissection  done  in  a bloodless  field 
was  relatively  simple.  Injuries  located  in  the 
groin,  abdomen,  neck,  shoulder,  and  chest, 
however,  required  an  entirely  different  ap- 
proach and  surgical  management  if  patients 
were  to  survive  operation.  This  was  particu- 
larly true  of  arterial  injuries  in  the  thorax 
with  its  close  anatomic  relationships  and  dif- 
ficulty in  obtaining  wide  and  easy  exposure. 

The  general  principle  of  approach  to  this 
type  of  injury  was  to  avoid  entering  the  false 
aneurysms  at  any  point,  or  the  extensive 
reaction  and  infiltration  about  any  one  of 
these  varieties  of  arterial  and  venous  in- 
juries, before  the  major  artery  and  vein,  both 
proximal  and  distal  to  the  injury  and  all 
significant  branches  entering  into  the  sec- 
tion of  injured  vessel,  were  fully  controlled. 
This  was  accomplished  by  complete  and  accu- 
rate exposure  of  these  vessels,  proximal  and 
distal  to  the  infiltrated  area  of  the  false 
aneurysm,  and  control  of  the  flow  through 
these  vessels  by  tension  on  small,  soft  cath- 
eters placed  around  these  vessels.  The  vessels 
were  then  further  exposed  until,  finally,  the 
false  aneurysmal  sac  was  entered  and  the 
actual  injury  in  the  artery  visualized.  Even 
with  full  control  of  the  injured  major  artery 
and  vein  both  proximal  and  distal  to  this 
area,  and  all  major  branches  entering  this 
area,  there  was  still  at  times  a rapid  flow  of 
blood  from  the  opening  in  the  sac,  requiring 
direct  pressure  of  the  finger  for  control.  The 
artery  and  vein  were  then  ligated  carefully 
both  distal  and  proximal  to  the  injury,  and 
the  injured  areas  were  excised, ' carefully 
preserving  all  collateral  circulation  and 
branches  which  did  not  immediately  enter 
the  area  excised.  It  became  my  practice  to 
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excise  these  lesions  rather  than  to  attempt 
any  type  of  plastic  procedure,  since  I was 
able  to  do  this  without  complications  and  the 
extent  of  the  tissue  damage  made  it  extreme- 
ly hazardous  to  attempt  any  type  of  conser- 
vative procedure. 

Col.  Daniel  C.  Elkin  reported  on  a tremen- 
dous experience  in  vascular  surgery  at  the 
Ashford  General  Hospital,  which  was  desig- 
nated by  the  Army  as  its  first  center  for 
vascular  surgery.  He  reported  brilliant  re- 
sults in  a large  series  of  cases,  treating  the 
majority  by  quadruple  ligation  and  excision, 
although  in  certain  specific  cases  the  Matas 
principle  of  jntrasaccular  suture  or  trans- 
venous suture  was  carried  out.  Likewise,  Col. 
Norman  E.  Freeman  reported  the  results 
from  the  second  Army  vascular  center  at  De- 
Witt  General  Hospital.  The  majority  of  these 
patients  were  treated  by  the  more  conserva- 
tive measures  of  suture  and  intrasaccular  re- 
pair, also  with  excellent  results,  but  with  a 
probable  higher  incidence  of  thrombosis  and 
recurrence  than  in  the  lesions  that  were 
treated  by  radical  excision. 

While  this  extensive  surgical  experience 
with  serious  and  complicated  vascular  lesions 
was  taking  place  in  the  service,  brilliant  de- 
velopments were  being  made  at  home  in  con- 
junction with  congenital  lesions  of  the  heart 
and  great  vessels.  The  mounting  series  of 
successful  operative  cases  in  the  medical 
centers  throughout  the  country  attests  the 
therapeutic  value  and  the  technical  sound- 
ness of  these  procedures. 

PATENT  DUCTUS  ARTERIOSUS 

The  serious  congenital  lesion  patent  ductus 
arteriosus  usually  causes  death  at  an  early 
age  from  congestive  heart  failure  or  sub- 
acute bacterial  endocarditis.  Both  the  damag- 
ing effect  on  the  heart  and  the  predisposition 
to  endocarditis  can  now  be  eliminated  by  ac- 
curate division  of  this  persistent  ductus.  The 
technique  for  complete  division  of  the  ductus 
arteriosus  which  was  developed  and  perfect- 
ed by  Gross  has  supplanted  the  original  un- 
certain ligation  methods.  The  clinical  picture 
is  easily  recognized.  These  underdeveloped 
patients  show  dyspnea  and  cyanosis  on  exer- 
tion. There  is  a characteristic,  machinery- 
like to-and-fro  murmur  and  palpable  thrill 
over  the  pulmonic  area  and  precordium.  The 
heart  is  enlarged  and  there  may  be  signs  of 
decompensation.  Roentgenograms  of  the 
chest  show  an  enlarged  heart,  prominent 
pulmonary  conus,  small  aortic  knob  and  in- 
creased hilar  markings.  If  complicated  by 
subacute  bacterial  endocarditis,  there  will  be 
intermittent  fever,  anemia,  and  positive 
blood  cultures.  The  presence  of  subacute  bac- 


terial endocarditis  is  the  most  urgent  indica- 
tion of  all  for  division  of  the  ductus. 

One  of  our  patients  had  subacute  bacterial 
endocarditis  at  the  time  operation  was  per- 
formed. This  patient,1  aged  21,  was  operated 
on  in  June,  1945,  and  was  cured  of  her  en- 
docarditis (blood  culture,  alpha  hemolytic 
streptococci)  and  also  of  the  cardiac  enlarge- 
ment by  division  of  the  ductus  and  by  admin- 
istration of  large  doses  of  penicillin.  She  be- 
came clinically  well,  the  blood  cultures  were 
negative,  and  the  roentgenogram  of  the  chest 
showed  return  of  heart  to  normal  size,  the 
pulmonary  conus  was  smaller  and  the  density 
of  the  hilar  markings  receded. 

The  operative  technique  used  is  that  de- 
scribed by  Gross  in  which  the  ductus  is  ex- 
posed through  an  anterior  approach,  metic- 
ulously mobilized,  surgically  divided,  and  the 
ends  of  the  transected  ductus  closed. 

COARCTATION  OF  AORTA 

The  second  congenital  cardiovascular  de- 
fect in  which  surgical  relief  can  now  be  em- 
ployed in  selected  cases  is  coarctation  of  the 
aorta.  There  are  two  types:  (1)  the  infantile 
type,  with  atresia  of  the  greater  part  of  the 
arch,  which  apparently  is  incompatible  with 
life  and  in  which  death  occurs  in  early  in- 
fancy, and  (2)  the  so-called  adult  type,  in 
which  there  is  a well-localized  constriction  of 
the  aorta  at  the  level  of  the  ductus  arteriosus. 
The  stricture  in  the  adult  type  of  coarctation 
of  the  aorta  is  believed  to  be  the  result  of 
progression  of  the  obliterating  process  in 
the  ductus,  extending  to  the  aorta.  This 
lesion  is  extremely  interesting  because  it  is 
compatible  with  life  and  reasonably  good 
health  until  one  or  more  of  the  common  se- 
quelae and  complications  develop.  This 
usually  occurs  in  early  adult  life.  The  average 
age  at  death  is  about  35  years.  Death  is 
caused  by  hypertension,  arteriosclerosis, 
heart  failure,  rupture  of  the  aorta,  cerebral 
hemorrhage,  or  bacterial  endocarditis. 

Clinically,  the  classical  form  is  easily  rec- 
ognized by  the  loud  systolic  murmur  trans- 
mitted to  the  intrascapular  area  and  the 
characteristically  lowered  blood  pressure  in 
the  legs  as  compared  with  that  in  the  arms. 
Usually  there  is  clinical  evidence  of  exten- 
sive collateral  circulation,  and  the  character- 
istic notching  of  the  ribs  by  roentgenologic 
examination  resulting  from  pressure  of  the 
greatly  developed  intercostal  arteries  is  out- 
standing evidence  of  this  collateral  circula- 
tion. Marked  hypertension  and  extensive  ar- 
teriosclerotic changes  proximal  to  the  atresia 
produce  rapid  deterioration  of  the  patient  at 
an  early  age.  It  is  therefore  imperative  that 
early  operation,  preferably  in  childhood,  be 
carried  out  before  such  changes  and  the  com- 
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plications  develop.  Likewise,  although  there 
is  little  dilatation  of  the  aorta  proximal  to 
the  stricture,  it  becomes  progressively  more 
thin-walled  and  friable,  thereby  increasing 
considerably  the  technical  difficulty  and  haz- 
ards in  mobilization  and  anastomosis  after 
the  strictured  area  is  resected. 

There  are  two  surgical  approaches  to  this 
problem.  Blalock  and  Park  carried  out  their 
operation  on  the  principle  of  a shunt  around 
the  coarctation  by  performing  an  anastom- 
osis between  the  proximal  divided  end  of  the 
left  subclavian  artery  and  the  side  of  the 
aorta  distal  to  the  coarctation.  This  proce- 
dure may  be  of  value  in  the  rare  case  in 
which  there  is  an  elongated  atresia  and  re- 
section of  the  stenotic  area  and  end-to-end 
anastomosis  of  the  aorta  is  not  technically 
possible.  The  latter  procedure,  developed  in- 
dependently by  Crafoord,  and  by  Gross  and 
Hufnagel,  is  the  procedure  of  choice.  How- 
ever, because  of  the  serious  cardiovascular 
complications  that  are  present  when  the 
symptoms  suddenly  develop  and  rapid  gen- 
eral deterioration  takes  place,  as  well  as  the 
technical  difficulties  at  this  stage,  this  pro- 
cedure should  be  attempted  only  in  children 
or  in  carefully  selected  patients  of  adult  age 
to  avoid  a high  operative  mortality. 

PULMONARY  STENOSIS 

The  third  congenital  defect  that  lends  it- 
self to  surgical  treatment  is  pulmonary 
stenosis  or  atresia.  Although  pulmonary 
stenosis  is  a component  of  a variety  of  con- 
genital cardiovascular  defects,  it  is  most  com- 
monly found  in  the  tetralogy  of  Fallot,  that 
is  pulmonic  stenosis,  interventricular  septal 
defect,  dextraposition  of  the  aorta  with  over- 
riding of  this  septal  defect,  and  right  ven- 
tricular hypertrophy.  Since  the  most  promin- 
ent clinical  feature  is  the  marked  cyanosis 
and  although  other  physiologic  factors  are 
involved,  it  was  the  opinion  of  Taussig  and 
Blalock  that  pulmonary  stenosis  could  be 
benefited  by  a surgical  procedure  that  would 
increase  the  volume  of  blood  reaching  the 
lungs. 

In  keeping  with  this  theory,  Blalock  ex- 
perimented with  various  possibilities  and  at 
the  same  time  settled  some  serious  unknown 
factors,  such  as  that  these  deeply  cyanotic 
patients  with  such  a narrow  cardiopulmon- 
ary balance  tolerate  a general  anesthetic  and 
a major  surgical  procedure,  and  also  tolerate 
an  open  thorax  and  temporary  occlusion  of 
one  of  the  pulmonary  arteries  during  the 
anastomosis.  He  also  determined  whether 
there  would  be  any  serious  impairment  of 
the  upper  extremity  by  division  of  the  sub- 
clavian artery.  He  proved  that  all  of  these 
factors  did  not  preclude  surgical  interven- 


tion, and  he  finally  developed  his  memorable 
operation  of  anastomosis  of  one  of  the 
branches  of  the  aorta  and  one  of  the  pul- 
monary arteries.  He  believed  that  a direct 
anastomosis  between  the  aorta  and  pulmon- 
ary artery  or  the  creation  of  an  artificial 
ductus  arteriosus  would  not  be  feasible  since 
occlusion  of  the  aorta  for  the  time  required 
for  this  anastomosis  would  be  followed  by 
permanent  paralysis  of  the  lower  extremi- 
ties. More  recently,  Potts,  Smith,  and  Gibson 
have  developed  a technique  whereby  an 
aortopulmonary  fistula  can  be  established  for 
pulmonic  stenosis,  which  overcomes  this 
danger  of  paralysis  of  the  lower  extremities. 
This  is  accomplished  by  means  of  an  ingeni- 
ous clamp  which  encircles  the  aorta  but  does 
not  fully  occlude  its  lumen;  it  effectively 
isolates  sufficient  side  wall  to  carry  out  a 
satisfactory  anastomosis  with  the  pulmonary 
artery. 

I have  employed  Blalock’s  technique, 
utilizing  either  the  right  or  left  subclavian 
artery  for  the  anastomosis  with  the  corre- 
sponding pulmonary  artery.  Here  again  it 
is  impossible  to  overemphasize  the  import- 
ance of  recognizing  these  lesions  and  carry- 
ing out  these  procedures,  if  indicated,  in  early 
childhood,  long  before  the  profound  physi- 
ologic changes  take  place  in  the  cardiovascu- 
lar system  and  lungs  that  become  irrever- 
sible in  time.  Even  though  such  patients  can 
be  brought  through  the  operation  success- 
fully, they  may  receive  no  striking  benefit 
and  there  will  be  a high  operative  mortality. 

VENOUS  ASPECTS 

No  discussion  of  this  subject  would  be 
complete  without  reference  to  the  venous 
aspects  of  vascular  surgery.  One  well-rec- 
ognized principle  is  the  necessity  for  ligation 
of  any  major  vein  if  the  artery  is  ligated  for 
any  reason,  such  as  for  excision  of  an 
aneurysm.  The  accompanying  vein  should 
also  be  ligated  in  embolectomy.  I would  like 
briefly  to  present  my  present  opinion  regard- 
ing the  status  of  ligation  in  the  prevention 
of  embolus.  I am  in  agreement  with  the  work 
of  Allen,  Linton,  and  associates  at  the  Mass- 
achusetts General  Hospital  that  anticoagu- 
lants are  indicated  in  the  younger  group  but 
that  femoral  vein  ligation  is  indicated  at  the 
time  of  any  major  operation  on  patients  60 
years  or  older,  since  patients  in  this  latter 
group  do  not  tolerate  anticoagulants  well. 

Of  equally  great  importance  is  the  present 
recognition  and  development  of  the  technical 
aspects  of  venous  shunt  operations  for  the 
relief  of  the  symptoms  of  portal  hyperten- 
sion, that  is,  serious  and  often  fatal  gastro- 
intestinal hemorrhages  and  ascites.  I have 
not  the  time  to  discuss  the  brilliant  work  of 
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Whipple,  McKenzie,  and  their  co-workers  on 
the  causes  of  portal  hypertension.  Suffice  it 
to  say  that  on  the  basis  of  this  work  there 
are  two  well  recognized  types,  the  intra- 
hepatic  and  extrahepatic  portal  obstructions. 
These  can  be  differentiated  clinically  by 
demonstrating  impaired  hepatic  function  by 
the  various  improved  tests  now  available  in 
the  intrahepatic  type.  Gastro-intestinal 
hemorrhage,  ascites,  or  both,  or  the  classical 
clinical  syndrome  of  Banti’s  disease  with 
its  splenomegaly,  anemia,  leukopenia,  and 
thrombocytopenia,  are  the  primary  indica- 
tions for  this  operation. 

At  operation  it  is  extremely  important  to 
take  the  venous  pressures  in  the  splenic  vein, 
in  the  mesenteric  veins,  and  in  the  coronary 
veins  of  the  stomach  to  determine  the  region 
of  the  block.  The  normal  portal  pressure  is 
approximately  8 to  13  mm.  of  mercury  or  60 
to  104  mm.  of  water.  In  portal  hypertension 
this  pressure  may  vary  from  20  to  40  mm. 
of  mercury  or  260  to  500  mm.  of  water.  If 
there  is  hypertension  in  the  splenic  vein  and 
not  in  the  inferior  mesenteric  vein,  there  is 
splenic  vein  block.  Since  the  splenic  vein  car- 
ries about  40  per  cent  of  the  portal  circula- 
tion, splenectomy  is  effective  in  stopping  the 
gastro-intestinal  hemorrhages,  provided  the 
coronary  vein  comes  off  proximal  to  the  ob- 
struction. Splenectomy  and  splenorenal  anas- 
tomosis, end-to-side,  either  by  the  suture 
method  or  by  the  nonsuture  method,  using 
the  vitallium  tube  of  Blakemore  and  Lord, 
are  indicated.  If  intrahepatic  block  or 
extrahepatic  portal  block  high  in  the  liver 
fissure  is  present,  a portacaval  anastomosis 
or  Eck  fistula  can  be  carried  out  by  the 
same  techniques.  The  nonsuture  method  may 
be  preferable  because  it  requires  consider- 
ably less  time,  is  technically  less  difficult, 
and  there  is  perfect  intimal  coaptation  with- 
out foreign  body  contact  to  increase  the  pos- 
sibility of  thrombosis.  There  is  also  less 
danger  of  serious  kidney  damage  which  may 
result  from  prolonged  occlusion  of  the  vena 
cava  at  the  level  of  the  renal  veins  during  a 
suture  technique.  In  my  experience,  probably 
the  greatest  factor  in  the  failure  of  surgery 
is  the  finding  of  such  massive  venous  sinuses 
in  the  region  of  the  portal  and  splenic  veins 
that  it  is  impossible  to  dissect  out  the  major 
trunk  without  encountering  uncontrollable 
bleeding,  thus  ending  in  failure  to  complete 
a shunt  operation. 

These  are  in  brief  our  present  day  surgical 
problems  of  the  major  blood  vessels.  They  are 
all  brilliant  examples  of  the  application  of 
the  basic  principles  of  vascular  surgery.  They 
entail  intensive  research  in  the  physiology 
of  the  complex  pathologic  conditions  involv- 


ed, tremendous  insight  in  the  development  of 
the  various  techniques  described,  and  great 
courage  and  skill  in  their  execution. 
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ROENTGEN  THERAPY  FOR  RINGWORM 

The  most  stubborn  cases  of  ringworm  of  the  scalp, 
which  reached  epidemic  proportions  among  school 
children  in  several  eastern  cities  during  the  last 
few  years,  are  best  treated  by  roentgen  rays,  accord- 
ing to  Drs.  Eugene  P.  Pendergrass  and  J.  Francis 
Mahoney,  of  Philadelphia,  writing  in  the  April  issue 
of  Radiology. 

Ringworm  of  the  scalp  is  first  noticed  as  a red, 
itchy  patch  on  the  scalp.  The  patch,  covered  with 
white  or  grayish  scales,  slowly  increases  in  diameter. 
The  involved  hair  shafts  become  dry  and  brittle  and, 
in  the  course  of  a few  days  or  weeks,  many  of  these 
hairs  break  off,  leaving  a partially  bald  area  studded 
with  broken  hairs.  The  disease  can  be  diagnosed  by 
examining  the  scalp  under  ultraviolet  light. 

Appropriate  roentgen  treatment  gives  a high  cure 
rate,  the  doctors  write.  The  treatment  can  be  per- 
formed at  one  sitting  with  the  entire  procedure  not 
requiring  more  than  half  an  hour.  The  patient  be- 
comes practically  noninfectious  at  the  end  of  three 
weeks.  After  this  period,  the  entire  scalp  will  be 
depilated  and,  for  practical  purposes,  there  is  no 
longer  any  danger  of  contagion.  The  possible  dangers 
of  permanent  depilation  are  rare.  The  child  is  com- 
pletely bald  for  about  six  weeks,  after  which  a fine, 
fuzzy  growth  of  new  hair  makes  its  appearance. 
Normal  oiliness  is  regained  within  one  year  after 
treatment.  The  hair  is  usually  unchanged  in  color 
or  may  be  slightly  darker  when  it  has  regrown. 
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SOME  IMPORTANT  CONSIDERATIONS 

IN  THE  DIAGNOSIS  AND  TREAT- 
MENT OF  PERIPHERAL  VAS- 
CULAR DISEASE 
HARRY  E.  NELSON,  M.  D. 

Instructor  in  Surgery,  Southwestern  Medical  College 
DALLAS,  TEXAS 

As  a result  of  the  progress  made  during 
the  past  decade  in  the  treatment  of  peri- 
pheral vascular  disease,  particularly  by  the 
operation  of  sympathectomy,  it  becomes  in- 
creasingly important  that  all  physicians  ap- 
preciate what  can  be  accomplished  in  treating 
such  diseases.  Physicians  must  have  a clear 
concept  of  vascular  disorders,  their  pathol- 
ogy, normal  and  pathologic  physiology,  symp- 
tomatology, and  nonoperative  method  of 
management.  They  should  also  know  approxi- 
mately what  response  to  expect  with  non- 
operative treatment  so  that  in  the  event  it 
proves  inadequate,  they  can  avoid  unneces- 
sary time  loss  in  employing  sympathectomy 
when  indicated.  This,  of  course,  implies  a 
thorough  understanding  of  the  effects  of  this 
operation  and  the  diagnostic  means  of  an- 
ticipating its  effectiveness,  as  well  as  the 
contraindications. 

NORMAL  AND  PATHOLOGIC  VASCULAR 
PHYSIOLOGY 

It  should  be  stressed  that  the  peripheral 
vascular  system  along  with  its  highly  in- 
tegrated components,  the  somatic  nerves, 
the  sympathetic  nerves  and  the  sweat  glands, 
functions  as  a unit  which  enables  a person 
to  adapt  himself  with  amazing  facility  to 
changing  environmental  conditions,  posture, 
and  muscular  demands,  whether  of  the  ordi- 
nary or  the  emergency  variety,  as  well  as 
various  emotional  states. 

Several  of  the  specific  vascular  reflexes 
involved  in  this  adaptability  might  be  re- 
viewed : The  relatively  simple  reflex  con- 
trolling blood  pressure  with  assumption  of 
the  erect  position  originates  in  the  veins 
which  are  distended  upon  the  assumption  of 
this  position  and  follows  a path  illustrated  in 
figure  1 through  the  sensory  nerves,  spinal 
cord,  lumbar  sympathetic  ganglion,  and 
somatic  nerve  to  the  arterial  side  of  the  vas- 
cular system  where  there  is  produced  the  re- 
quired degree  of  vascular  constriction.  It  is 
a rather  slight  modification  of  this  normal 
reflex  which  explains  the  vasospastic  phe- 
nomenon observed  in  diseases  involving  the 
venous  side  of  the  system.  In  this  instance 
the  reflex  originates  in  a diseased  segment 
of  vein  and,  unlike  the  normal  reflex  arc,  is 
identical  with  that  just  described. 
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Another  common  physiologic  reflex  is  the 
vasoconstrictor  response  to  environmental 
cold.  Here  the  reflex  originates  in  special 
sensory  nerve  ends  in  the  skin  and  from 
there  on  it  follows  a course  similar  to  that 
in  the  reflexes  described  above.  Here,  like- 
wise, there  may  be  pathologic  variations  in 
that  the  threshold  for  vasospasm  may  be  ab- 
normally low.  This  distortion  through  psy- 
chogenic and  hormonal  mechanisms  is  the 
probable  explanation  of  the  idiopathic  or 
primary  vasospastic  disorders  (Reynaud’s 
syndrome) . 

As  indicated  in  figure  1,  the  terminal 
arteriole,  the  capillary,  and  the  venule  (the 
A.  C.  V.  segment)  function  as  a unit  co- 
ordinating with  the  lymphatic  capillary  in 
meeting  the  trophic  requirements  of  the 
tissue  cells.  As  emphasized  previously,  this 
is  normally  under  control  of  the  sympathetic 
nerves.  The  lymphatic  flow  is  influenced 
primarily  by  muscular  contraction,  body  po- 
sition, and  arteriolar  pulsation.  The  function 
of  the  sweat  glands  is  to  cool  by  evaporation, 
and  this  process  is  also  under  control  of  the 
sympathetic  nerves. 

The  common  factors  causing  peripheral 
vascular  dilation  are  heat  by  direct  action, 
posture  by  indirectly  eliminating  the  vaso- 
constrictor reflex,  reflex  heat,  and  sleep  by 
directly  eliminating  postural  and  emotional 
vasoconstrictor  factors.  The  most  common 
agents  of  peripheral  vascular  constriction 
are  emotion,  especially  fear  and  anger,  cold 
by  direct  action,  posture,  reflexes  of  cold 
vascular  and  periarticular  origin,  drugs, 
especially  the  alkaloids  of  tobacco,  hypomet- 
abolism  (thyroid  and  hepatic  hypofunction) , 
and  hypoglycemia. 

The  function  of  the  sweat  glands  is  im- 
portant in  that  excessive  cooling  may  produce 
a reflex  vasospasm  and  excessive  secretion 
often  leads  to  devitalization  of  the  skin  with 
fissuring  and  subsequent  infection. 

ROLE  OF  SYMPATHETIC  NERVOUS  SYSTEM 

For  purposes  of  discussion,  the  effects  of 
lumbar  sympathetic  hyperactivity  on  the 
various  components  will  be  considered  sep- 
arately, but  it  is  important  to  keep  in  mind 
the  fact  that  these  units  functionally  are 
intimately  interrelated.  In  the  A.  C.  V.  seg- 
ment as  a result  of  the  vasospasm  there  is 
a decrease  in  the  volume  of  flow  and  pulsa- 
tion. The  lymphatic  flow  is  likewise  de- 
creased in  volume.  The  . hyperhidrosis  is  a 
reflection  of  increased  activity  oh  the  part  of 
vth§  sweat  glands. 

Along  with  wide  clinical  experience,  diag- 
. nostic  sympathetic  block  is  of _ the  utmost 
value  in  selecting  patients  for  operation.  The 
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following  evidence  may  be  considered  as  at- 
testing to  the  probable  effectiveness  of  lum- 
bar sympathectomy:  increased  muscle  stam- 
ina as  emphasized  by  improved  walking  abil- 
ity, relief  of  ischemic  pain,  increase  in  skin 
temperature,  increased  venous  filling  in  the 
horizontal  plane,  acceleration  of  capillary 
filling  in  the  horizontal  plane,  correction  of 
ischemic  color  changes,  and  increased  pulsa- 
tions as  recorded  by  the  plethysmograph. 

Thorough  knowledge  of  the  effects  of 
lumbar  sympathectomy  is  of  inestimable 
value  in  making  accurate  prognoses.  In  the 
A.  C.  V.  segment  there  is  a prevention  of 
spasm  in  response  to  all  of  the  factors 


Fig.  1.  Diagram  of  a reflex  vasospasm. 

previously  enumerated  with  the  exception  of 
the  direct  contact  with  cold,  and  even  in  this 
instance  the  sympathectomy  is  of  value  in 
that  it  promotes  a more  rapid  return  of  the 
vessels  to  normal  caliber  following  the  re- 
moval of  the  cold.  The  results  of  the  vascular 
exercises  are  enhanced  as  a result  of  mitiga- 
tion of  the  normal  venous  reflex.  Apparently 
lymphatic  flow  is  likewise  accelerated.  The 
loss  of  function  by  the  sweat  glands  results 
in  the  elimination  of  vasospasm  due  to  this 
cooling  mechanism.  The  lack  of  moisture  is 
likewise  important  ;in.  precluding  or  con- 
trolling infections:  ‘••  V ' • 

Principally  the  contraindications  to- sympa- 
thectomy are  associated  diseases  which 
would  preclude  any  major  abdominal  opera- 
tion'and  the  lack- of  sufficient  sympathetic 
hyperactivity  to  justify  the  procedure. 


Sympathectomy  carries  a good  prognosis 
when  the  vasospastic  component  is  great  and 
operation  is  done  relatively  early  in  the  dis- 
ease process  but  carries  a poor  prognosis  in 
elderly  patients,  those  with  minimal  vaso- 
spasm, and  in  operations  done  relatively  late 
in  the  disease. 

REYNAUD’S  SYNDROME 

By  definition  idiopathic  (primary)  vaso- 
spastic peripheral  vascular  disorders  (Rey- 
naud’s  syndrome)  are  abnormal  states  of 
peripheral  vasospasm  without  demonstrable 
vascular  pathologic  conditions  and  usually 
associated  with  hyperhidrosis. 

The  vasospasm  and  hyper- 
hidrosis are  responsible  for 
the  characteristic  symptoms 
and  signs : coldness  of  extre- 
mities, ischemic  color  changes, 
pain  and  tenderness,  edema, 
and  in  late  cases  distal,  trophic 
changes. 

These  patients  can  almost 
invariably  be  successfully 
managed  by  nonoperative 
measures  which  will  be  re- 
ferred to  hereafter  as  the  non- 
operative measures  to  control 
vasospasm:  psychic  or  emo- 
tional control,  avoidance  of 
chilling  of  the  trunk  and  ex- 
tremities, avoidance  of  fatigue 
and  tobacco,  regulated  exer- 
cise to  a point  short  of  fatigue, 
improvement  of  hepatic  func- 
tion, vitamin  A in  large  doses, 
and  ultraviolet  irradiation. 
Sleeping  precautions  designed 
to  prevent  chilling  consist  in 
the  use  of  special  pajamas, 
sleeping  socks,  and  external  heat.  The  diet 
should  be  high  in  protein  content  and  free 
of  sweets.  Vasodilator  drugs  such  as  tetra 
ethyl  ammonium  salts  while  promising  are 
still  in  the  process  of  clinical  investigation 
and  should  history  repeat  itself  will  prove  to 
be  of  limited  value.  Thoracic  sympathectomy 
should  be  reserved  for  unquestionable  failure 
of  adequate  nonoperative  treatment  and  is 
highly  effective  when  the  preganglionic 
operation  is  performed. 

ARTERIOSCLEROTIC  PERIPHERAL  VASCULAR 
DISEASE 

By  definition  arteriosclerotic  peripheral 
vascular  disease  is  a medial  sclerosis  (of 
Monckeburg)  with  destruction  of  the  elastic 
lamina  and  fibrosis  of  and  occasional  calcifi- 
cation of  the  tunica  media. 


Lymph  vesse 


A?  3andMj\% 
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Lympha+ic  capillary 
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The  pathologic  physiology  involves  the 
permanent  decrease  in  arterial  flow  as  a re- 
sult of  the  sclerotic  process  in  addition  to 
the  superimposed  and  transient  decrease  in 
flow  represented  by  vasospasm.  The  reduced 
arterial  flow  although  compatible  with  com- 
fort part  of  the  time  is  inadequate  when  the 
tissue  demands  are  increased  as  a result  of 
muscular  activity,  and  the  blood  supply  fails 
to  provide  for  the  physiologic  demands  when 
the  supervening  arterial  spasm  is  severe. 
The  rationale  of  treatment  in  the  prevention 
of  this  vasospasm  is  dependent  on  the  reduc- 
tion of  local  tissue  demands  so  as  to  be 
commensurate  with  the  available  supply. 

The  symptoms  and  signs  are  mainly  the 
result  of  ischemia : pain,  color  changes,  cold- 
ness, and  trophic  changes  are  observed  in 
various  degrees.  There  is  also  diminution  or 
absence  of  the  peripheral  pulses.  The  diag- 
nostic measures  include  demonstration  of 
calcification  by  roentgenograms,  visualiza- 
tion of  the  arterial  tree  distal  to  the  aorta, 
and  assaying  the  role  of  vasospasm.  This 
latter  estimate  is  arrived  at  on  the  basis  of 
facts  obtained  in  the  history  and  on  physical 
examination  in  addition  to  the  results  ob- 
tained on  diagnostic  sympathetic  blocking. 

Simulating  diseases  which  should  be  ex- 
cluded are  the  idiopathic,  or  primary,  vaso- 
spastic phenomena,  thrombosis  of  the  aorta 
and  distal  arterial  tree,  and  thrombo- 
angiitis obliterans.  The  treatment  consists  of 
the  nonoperative  measures  designed  to 
counteract  vasospasm  and  improve  the  col- 
lateral circulation  along  with  frequent  eleva- 
tion of  the  feet  to  hip  level,  and,  in  certain 
instances,  the  use  of  tetra  ethyl  ammonium 
salts.  Special  care  should  be  taken  of  the 
feet  and  legs  including  infrequent  bathing, 
lubrication  of  the  skin,  maintenance  of  dry- 
ness, special  care  of  the  nails,  and  irradica- 
tion  of  fungus  infection.  Sympathectomy  is 
employed  if  indicated. 

BUERGER’S  SYNDROME 

By  definition  thrombo-angiitis  obliterans 
(Buerger’s  syndrome)  is  a poorly  understood 
inflammatory  process  of  unknown  etiology 
involving  the  vessels  of  the  extremities.  It 
characteristically  involves  young  men. 

Histologically  the  picture  is  that  of  either 
an  acute  or  chronic  inflammatory  process  or 
the  intermediate  stage  with  no  distinguishing 
features.  The  symptoms  and  signs  in  the 
acute  stage  are  not  remarkable ; there  seldom 
is  more  than  a transient  redness  and  tender- 
ness over  the  involved  vessel.  In  the  chronic 
stage  the  clinical  picture  is  similar  to  that 
of  arteriosclerotic  peripheral  vascular  dis- 
ease. 


The  diagnosis  is  suggested  clinically  by  the 
associated  involvement  of  the  vessels  in  the 
upper  extremities,  especially  in  young  men. 
Histologically  there  is  evidence  of  an  in- 
flammatory reaction  rather  than  the  degen- 
erative process  observed  in  arteriosclerosis. 

The  treatment  consists  of  a triad : an  ef- 
fort to  increase  inherent  resistance  to  infec- 
tion, nonoperative  measures  to  counteract 
vasospasm,  and  sympathectomy  in  selected 
cases. 

POSTTRAUMATIC  PERIPHERAL  VASCULAR 
DISEASE 

Posttraumatic  peripheral  vascular  dis- 
eases are  reflex  vasospastic  phenomena  with 
the  impulse  originating  in  traumatized  vas- 
cular or  periarticular  tissue.  The  pathologic 


Fig.  2.  Diagram  showing  the  vicious  circle  starting  with 
thrombotic  venous  obstruction  and  the  vascular  reflex  originat- 
ing in  the  diseased  segment  of  vein. 


physiology,  symptoms,  and  signs  are  much 
the  same  as  in  the  idiopathic  (primary) 
vasospastic  states. 

The  treatment  consists  of  excision  of  the 
traumatized  tissue  when  this  is  feasible,  non- 
operative measures  to  control  vasospasm, 
and  sympathectomy  in  selected  cases. 

POSTTHROMBOTIC  SYNDROME 

A postthrombotic  syndrome  results  from 
thrombosis  of  the  deep  venous  system  and  is 
characterized  by  various  groupings  of  the 
following  symptoms  and  signs:  pain  due  to 
hypoxia  and  tension,  tenderness  due  to  ten- 
sion and  inflammation,  edema  due  to  me- 
chanical obstruction  of  the  blood  vessels  and 
lymphatics  along  with  sympathetic  hyper- 
activity, coldness  and  abnormal  coloring  due 
to  the  decreased  blood  supply,  hyperhidrosis 
as  a result  of  sympathetic  hyperactivity, 
varices,  dermatitis,  cellulitis,  trophic  ulcers, 
and  gangrene. 

The  pathologic  physiology  is  depicted  in 
figure  2,  representing  the  vicious  circle 
which  is  produced. 

Characteristically  patients  with  this  syn- 
drome are  prone  to  develop  subsequent  bouts 
of  thrombosis.  The  ulcers  pass  through 
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cycles  of  closing  and  reopening  associated 
with  the  development  of  a surrounding  zone 
of  fibrosis. 

The  treatment  consists  of  the  prophylaxis 
and  treatment  of  subsequent  bouts  of  throm- 
bosis, nonoperative  measures  to  counteract 
vasospasm,  excision  of  ulcers  and  fibrous 
tissue  with  skin  grafting,  and  sympathec- 
tomy in  selected  cases. 

SUMMARY 

There  has  been  presented  a resume  of  the 
more  important  aspects  of  the  clinical  pic- 
tures, normal  and  pathologic  physiology, 
pathology,  ahd  diagnostic  measures  in  so  far 
as  they  contribute  to  the  treatment  and  prog- 
nosis of  the  more  common  types  of  peripheral 
vascular  diseases  involving  the  arterial  side 
of  the  system.  Special  consideration  is  given 
to  the  role  of  sympathectomy  in  the  manage- 
ment of  these  diseases. 

Medical  Arts  Building. 

ABSTRACT  OF  DISCUSSION 

Dr.  J.  W.  Winter,  San  Antonio:  Dr.  Nelson’s 
treatise  is  excellent.  Therapeutic,  diagnostic,  and 
prognostic  sympathetic  blocks  may  be  used  in  many 
conditions.  Best  results  from  therapeutic  blocks  are 
confined  to  acute  disturbances,  whether  the  cause 
is  thrombophlebitis,  injury,  or  something  else. 

Direct  blocking  of  the  sympathetic  ganglia  with 
procaine  is  customary.  One  or  several  blocks  may  be 
curative.  The  use  of  bromsalizol  or  intracaine  in 
oil  will  avoid  the  necessity  of  doing  blocks  too  fre- 
quently. Alcohol  can  be  used  for  further  prolonga- 
tion but  should  not  be  routinely  substituted  for 
surgery. 

Failure  to  prove  the  sympathetic  disturbance 
functional  by  lumbar  sympathetic  block  should  be 
followed  by  epidural  or  spinal  block  before  surgery 
is  decided  against.  Prognostic  blocks  should  be  done 
under  standard  temperature  with  electric  ther- 
mometer readings. 

The  posterior  approach  is  better  for  stellate 
ganglion  block.  As  a prognostic  block  for  the  upper 
extremity  it  is  preferable  to  block  second  and  third 
thoracic  ganglia  to  see  if  a sufficient  warming  can 
be  obtained  to  warrant  surgery  without  producing 
a Horner’s  syndrome. 

Smithwick  and  White’s  idea  of  doing  pre- 
ganglionic sympathectomy  in  the  thoracic  area  and 
putting  silk  cylinders  over  the  ganglia  is  a revo- 
lutionary advance,  because  previously  thoracic 
sympathectomy  gave  poor  results,  especially  in  Rey- 
naud’s  disease. 

Systemic  drugs  still  in  the  experimental  state  may 
prove  efficacious  for  therapy  in  acute  cases,  but  it 
is  hoped  that  they  will  not  be  used  in  competition 
with  surgery  in  chronic  disease. 

Sympathetic  blocks  in  acute  thrombophlebitis 
should  be  used  whether  ligation  is  anticipated  or 
has  been  executed. 


Every  unknown  case  of  tuberculosis  presents  a 
double  threat — to  the  individual  who  may  be  losing 
his  own  health  and  to  relatives  and  associates  who 
may  catch  the  disease  from  him. — Health  Briefs, 
Feb.,  1947. 


TREATMENT  OF  PULMONARY 
EMBOLISM  BY  LIGATION  OF 
SUPERFICIAL  FEMORAL 
VEINS 

Report  of  Seven  Cases 
HENRY  N.  LEOPOLD,  M.  D. 
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Virchow  in  1846  first  described  the  path- 
ology of  pulmonary  embolism  and  wrote  an 
essay  on  the  fact  that  the  thrombi  originated 
in  the  veins  of  the  pelvis  and  lower  extrem- 
ities. He  proved  experimentally  that  solid 
masses  could  be  carried  by  the  blood  through 
the  veins  to  the  lungs.  Denecke6  in  1929  first 
advanced  the  theory  that  pulmonary  em- 
bolism came  from  the  deep  veins  of  the  calves 
of  the  legs  and  of  the  feet.  Rossle,18  in  exten- 
sive dissections  of  leg  veins,  found  27.1  per 
cent  of  321  persons  over  20  years  of  age  har- 
bored thrombi  in  the  veins  of  the  calf  On 
December  19,  1929,  Dr.  John  Homans9'  11 
peifoimed  the  first  ligation  of  the  superficial 
femoral  vein  for  thrombosis  of  the  deep  calf 
veins  as  a measure  to  prevent  pulmonary 
embolism. 

Thus  began  the  surgical  treatment  of  pul- 
monary embolism,  which  has  found  support 
among  many  investigators,  notably  Allen, 
Linton,  and  Donaldson,1  O’Neill,1”  Faxon, 
Ochsner,10  and  DeTakats.7  Most  of  the  prog- 
ress made  by  these  physicians  has  been  con- 
cerned with  the  site  of  the  ligation  rather 
than  with  the  theories  to  explain  pulmonary 
emboli. 

To  show  the  importance  of  pulmonary  em- 
bolism, a brief  statistical  review  is  in  order. 
McCartney,13  in  a review  of  over  25,771  au- 
topsies done  by  the  Department  of  Pathology, 
University  of  Minnesota,  which  reported  i6 
per  cent  of  the  total  number  of  deaths  in 
Minneapolis  and  surrounding  territory, 
found  689  deaths,  or  2.67  per  cent,  to  be  due 
to  pulmonary  embolism.  There  were  4,070 
postoperative  deaths,  of  which  471  cases,  or 
11.5  per  cent,  showed  evidence  of  thrombo- 
embolism and  in  216,  or  5.3  per  cent,  pul- 
monary embolism  was  considered  as  the 
cause  of  death. 

In  general,  the  incidence  of  fatal  embolism 
in  long  series  of  cases  is  about  5 per  cent.  It 
is  estimated  that  52  per  cent  of  all  persons 
above  the  age  of  40  harbor  thrombi  in  their 
leg  veins. 

Henderson, s in  1927,  reported  that  the 
source  of  fatal  pulmonary  emboli  in  86  per 
cent  of  189  deaths  was  direct  or  indirect 
tributaries  of  the  lower  third  of  the  vena 
cava. 


Read  before  the  Section  on  Surgery.  State  Medical  Association 
of  Texas,  Annual  Session,  Dallas,  May  6,  1947. 
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PATHOLOGY 

There  are,  according  to  Oschner,  two  main 
types  of  thrombosis : phlebothrombosis,  in 
which  the  thrombus  is  red,  fresh,  and  soft, 
propagates  rapidly  from  its  point  of  attach- 
ment, and  breaks  off  easily  because  of  the  in- 
security of  its  attachment;  and,  thrombo- 
phlebitis, in  which  the  thrombus  is  firmly  at- 
tached to  a thickened  vein,  well  surrounded 
by  an  inflammatory  area  and  from  which  de- 
tachment rarely  occurs.  Platelet  thrombi  at- 
tach themselves  to  the  intima  of  the  vein, 
and  from  this  nidus  fibrin,  leukocytes, 
erythrocytes,  and  other  elements  form  the 
long  tail  of  the  thrombus. 

The  three  essential  factors  in  the  produc- 
tion of  a thrombus  are  slowing  of  the  cur- 
rent of  blood,  endothelial  injury,  and  changes 
in  the  chemical  composition  of  the  blood.  To 
this  may  be  added  a fourth,  namely,  pres- 
sure points  of  muscles  and  ligaments  in  cer- 
tain persons,  particularly  during  periods  of 
rest.  Efficient  venous  return  from  the  deep 
veins  of  the  lower  extremities  depends  upon 
the  circulation  time,  directly  related  to  the 
cardiac  status,  the  compressive  action  of 
muscular  contraction  on  veins,  absence  of 
mechanical  obstruction,  and  maintenance  of 
normal  negative  pressure  within  the  thorax 
and  abdomen.  It  is  obvious,  therefore,  that 
the  type  of  person  who  usually  develops  pul- 
monary embolism  is  beyond  the  age  of  40,  is 
forced  to  spend  time  at  rest  in  bed,  and,  in 
addition,  has  either  recognized  or  unrecogniz- 
ed venous  damage.  Also,  cardiac,  tubercu- 
lous, and  other  chronically  ill  patients  de- 
velop this  condition.  Persons  with  a history 
of  such  conditions  become  excellent  candi- 
dates for  recurrence.  Types  of  cases  most 
likely  to  develop  embolic  phenomena,  in  ad- 
dition to  the  bedridden  cardiac  patient,  in- 
clude certain  types  of  surgical  patients,  par- 
ticularly those  who  have  had  pelvic  surgery, 
malignancy,  amputation  of  the  thigh,  and 
hernioplasties.  Other  operations,  such  as 
prostatic  resection  and  colon  resection,  are 
also  particularly  likely  to  result  in  embolism. 

The  fundamental  factor  in  thrombosis  is 
probably  not  discovered  as  yet.  It  is  my  opin- 
ion that  the  increased  coagulability  of  the 
blood  and  the  increased  blood  viscosity  are 
reflections  of  an  altered  relationship  between 
blood  clotting  elements  and  anticoagulating 
elements.  This  is  further  suggested  by  the 
rarity  of  coronary  thrombosis  in  women  who 
still  menstruate,  which  could  indicate  a pos- 
sible escape  valve  for  this  coagulating  factor. 

Additional  precipitating  factors  may  be 
the  use  of  Fowler’s  position  postoperatively, 
tight  abdominal  binders,  and  vasospasm  in 
the  lower  extremities  due  to  tobacco,  trauma, 


or  tissue  injury.  Ochsner15  and  DeBakey  have 
shown  that  hypoproteinemia,  hyperglobu- 
linemia,  and  an  increase  in  the  calcium  and 
fibrinogen  content  of  the  blood  may  occur 
postoperatively,  along  with  an  increase  in 
thrombocytes,  which  facilitates  phlebothrom- 
bosis. 

SYMPTOMATOLOGY  OF  PULMONARY  EMBOLISM 

It  is  important  in  thinking  about  this  pro- 
cess that  the  physician  avoid  preconceived 
notions  about  embolism  or  he  will  continue 
to  overlook  this  frequently  missed  diagnosis. 
The  symptoms  depend  on  the  size,  number, 
and  rapidity  of  release  of  the  emboli  and  the 
size  of  the  lumen  of  the  pulmonary  vessel 
into  which  they  are  swept.  The  symptoms 
also  depend  in  some  measure  upon  whether 
or  not  the  foramen  ovale  is  or  is  not  patent. 
Cohnheim  first  described  paradoxical  em- 
bolism, which  occurs  only  in  the  presence  of 
an  abnormal  opening  between  the  two  sides 
of  the  heart. 

For  the  most  part,  the  symptoms  of  pul- 
monary embolism  consist  of  sudden  chest 
pain,  dyspnea,  sudden  rise  in  pulse  rate,  at- 
tacks of  paroxysmal  tachycardia,  continued 
or  intermittent  presence  of  small  amounts 
of  fever  of  unknown  origin,  unexplained 
hemoptysis,  and  sudden  unexplained  feelings 
of  anxiety.  Sudden  abdominal  complaints 
have  been  well  enumerated  by  Middleton14  in 
his  review  of  the  subject  at  the  University 
of  Wisconsin.  The  diagnosis  of  pulmonary 
embolism  is  made  possible  only  by  keeping 
the  condition  in  mind. 

Homans10  regarded  slight  leg  enlargement, 
local  deep  tenderness  on  palpation,  minor  in- 
creases in  muscle  tone,  and  irritability  as 
ascertained  by  daily  examination  as  the  most 
important  early  diagnostic  signs  of  phlebo- 
thrombosis. Veal  and  Hussey10  stressed  the 
fact  that  localized  tenderness  over  the  veins 
of  the  leg  is  an  early  sign  of  phlebothrom- 
bosis. They  also  emphasized  that  emboli  may 
occur  from  a day  to  four  months  postopera- 
tively. Homans  emphasized  cyanosis  of  the 
feet  and  legs  as  being  indicative  of  deep 
venous  thrombosis.  Among  others,  Aycock 
and  Hendrick3  suggested  careful  palpation 
of  the  plantar  surfaces  of  the  feet  twice  daily 
in  patients  suspected  of  having  thrombosis  in 
an  effort  to  find  tender  spots.  They  express- 
ed the  belief  that  phlebothrombosis  begins 
in  this  location  quite  frequently.  Allen2  and 
his  coworkers  candidly  stated  that  pleuritic 
pain  is  the  first  symptom  in  41  per  cent  of 
cases,  and  Allen,  Linton,  and  Donaldson 
stated  that  96  per  cent  of  cases  occur  in  the 
lower  lobe  of  the  lungs. 

Roentgenograms  are,  as  a rule,  disappoint- 
ing if  the  radiologist  is  expected  to  diagnose 
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pulmonary  embolism  from  a classic  descrip- 
tive standpoint.  The  typical  triangular  in- 
farcts are  rarely  seen,  and  the  only  constant 
feature  about  them  is  that  they  seem  to  pre- 
fer the  bases  of  the  lungs  and  are  usually 
peripheral  in  distribution.  The  electrocardio- 
gram is  positive  for  only  a brief  time  in  pul- 
monary embolism.  Acute  massive  pulmonary 
embolism  alone  will  give  the  typical  acute 
cor  pulmonale. 

TREATMENT 

When  the  physician  is  faced  with  a case  of 
pulmonary  embolism,  there  are  two  methods 
of  procedure : the  immediate  use  of  anti- 
coagulants,-and  surgical  intervention.  There 
is,  unfortunately,  little  compromise  between 
physicians  interested  in  this  field  who  believe 
in  using  heparin  and  dicumarol  and  their 
surgical  minded  colleagues  who  prefer  sur- 
gical intervention.  It  is  my  belief  that  both 
methods  used  separately  and  collectively  are 
superior  to  either  method  used  to  the  exclu- 
sion of  the  other.  Both  methods  may  be  need- 
ed in  a single  case,  as  in  case  5 in  which  liga- 
tion controlled  embolism  for  two  weeks  only, 
then  dicumarol  became  necessary. 

Crafoord,5  from  Stockholm,  compared  the 
results  of  heparinization  with  nonheparini- 
zation postoperatively.  In  375  patients,  all 
above  the  age  of  40,  who  were  heparinized, 
no  postoperative  thrombosis  or  embolism  oc- 
curred, whereas  in  302  control  cases  33  cases 
of  thrombosis  or  11  per  cent  were  noted. 
Bauer  has  used  a similar  system  and  has 
written  exhaustively  on  it.  In  his  series  of 
209  cases  of  thrombosis  a mortality  of  1.4 
per  cent  was  obtained  when  heparin  was 
used  and  in  earlier  control  years,  18  per  cent 
was  the  figure  obtained. 

Loewe  and  Hirsch12  have  recently  again 
reported  favorably  on  the  use  of  heparin  in 
the  Pitkin  menstruum  in  thromboembolic 
disease.  They  claim  that  it  permits  restora- 
tion of  the  vascular  stream  more  readily  than 
without  it;  and  it  arrests  the  progress  of 
the  disease. 

Barker,  Cromer,  Hurn,  and  Waugh,4  from 
the  Mayo  Clinic,  used  dicumarol  routinely  in 
1,000  surgical  cases  to  prevent  thrombosis 
and  embolism,  and  no  fatal  pulmonary  em- 
bolism occurred.  They  used  a rather  large 
dose  of  dicumarol,  300  mg.  the  first  day,  200 
mg.  the  second  day,  and  200  mg.  on  each  suc- 
ceeding day  that  the  prothrombin  level  was 
more  than  20  per  cent  of  normal.  Daily 
prothrombin  determinations  were  used. 

Aycock  and  Hendrick  stated  that  the  most 
satisfactory  treatment  for  acute  thrombo- 
phlebitis is  paravertebral  block  with  1 per 
cent  procaine  hydrochloride,  reinforced  by 


bromsalizol.  The  addition  of  bromsalizol  pro- 
longs the  effect  of  the  block  to  from  five  to 
ten  days,  so  that  a single  successful  treat- 
ment may  be  all  that  is  required.  This  re- 
lieves the  venospasm  and  vasospasm  that 
cause  the  edema  and  the  pain.  Elevation  of 
the  leg  afterward  is  necessary  and  walking 
may  be  started  in  from  ten  days  to  two  weeks 
if  edema  has  disappeared.  An  elastic  stock- 
ing is  probably  advisable  in  most  cases.  The 
upper  four  lumbar  sympathetic  ganglia  are 
injected  and  this  may  be  repeated.  Brom- 
salizol may  be  irritating  and  should  not  be 
used  in  the  cervical  or  thoracic  regions. 

Allen,  Linton,  and  Donaldson  have  adopted 
the  routine  ligation  of  the  superficial  femoral 
veins  in  surgical  patients  over  65  years  of 
age  before,  during,  or  just  following  the  sur- 
gical procedure.  In  patients  from  40  to  65 
years  of  age,  dicumarol  is  used  unless  some 
contraindication  exists  or  unless  signs  and 
symptoms  of  thromboembolic  disease  occur, 
in  which  case  ligation  is  used.  In  the  group 
under  40  years  of  age  usually  no  prophylac- 
tic measures  are  used  since  they  are  general- 
ly unnecessary.  Dicumarol  is  also  used  when 
embolic  phenomena  persist  after  venous  liga- 
tion. 

Surgical  interference  in  pulmonary  em- 
bolism is  slow  in  being  recognized,  not  be- 
cause of  its  newness,  but  because  the  period 
of  its  inception  parallels  the  discovery  and 
effective  use  of  anticoagulants.  A more  com- 
plete knowledge  of  venous  anatomy  and  the 
unfortunate  confusion  of  the  names  of  veins 
has  complicated  the  situation.  The  fear  of 
lack  of  communicating  veins  and  subsequent 
gangrene  has  cooled  the  ardor  of  surgeons  to 
accommodate  internists  in  this  problem.  It 
is  now  known  that  this  is  practically  never  a 
justifiable  fear,  but  if  it  is,  the  difficulty 
can  be  corrected  simply.  Venous  pressure  is 
measured  in  an  available  surface  vein  on  the 
operating  table.  The  femoral  vein  is  then 
compressed,  and  if  the  rise  is  not  too  great 
there  is  nothing  to  be  feared.  The  fear  of 
after  effects  is  a deterring  influence,  but 
need  not  be  so.  In  2 out  of  Robert  Linton’s 
12  ligations  of  the  vena  cava,  ultimate  foot 
ulcerations  occurred,  but  these  would  have 
been  fatal  embolism  cases  without  ligation. 
Common  femoral  ligation  is  so  often  follow- 
ed by  edema  that  it  is  usually  best  avoided 
as  a preliminary  step.  The  old  adage  that 
emboli  do  not  usually  come  from  a leg  with 
present  or  post  thrombophlebitis  is  incorrect 
and  should  be  abandoned.  Embolism  is  still 
a medical  disease  and  all  treatment,  sugges- 
tions, and  methods  of  procedure  should  be 
primarily  the  internist’s  responsibility.  It  is 
the  function  and  duty  of  the  surgeon  to  be 
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acquainted  with  venous  surgery  so  that  he 
can  willingly  cooperate  with  the  internist. 

CASE  REPORTS 

Reported  below  are  7 cases  which  have 
been  treated  by  surgical  ligation  of  the  super- 
ficial femoral  veins.  All  of  these  cases  were 
operated  on  by  Dr.  J.  W.  Nixon,  who,  so  far 
as  I am  able  to  discover,  was  the  first  sur- 
geon in  Texas  to  do  this  type  of  surgery. 

Case  1.— A man,  age  58,  recovering  from  coronary 
thrombosis,  on  the  ninth  day  developed  agonizing 
chest  pain,  dyspnea,  and  fever.  Roentgenograms  re- 
vealed evidence  of  congestive  failure  at  both  lung 
bases  without  the  typical  appearance  of  pulmonary 
embolism,  and  the  electrocardiogram  likewise  failed 
to  be  suggestive  of  pulmonary  embolism  and  was 
also  negative  for  additional  coronary  damage.  On 
the  tenth  day  the  condition  of  the  patient  grew 
worse,  and  a bilateral  ligation  of  the  superficial 
femoral  veins  was  performed  under  local  anesthesia. 
Within  twenty-four  hours  tremendous  improvement 
occurred,  and  the  agonizing  chest  pain  diminished. 
Further  postoperative  convalescence  was  unevent- 
ful. Follow-up  for  the  past  three  and  one-half  years 
indicates  no  recurrence,  and  the  patient  is  well. 

Case  2. — A 48  year  old  man,  who  recovered  three 
years  ago  from  anterior  coronary  thrombosis,  three 
days  prior  to  admission  developed  severe  right 
shoulder  and  chest  pain  with  dyspnea  and  hemop- 
tysis. A portable  x-ray  showed  considerable  consoli- 
dation in  the  right  mid-lung  zone  extending  to  the 
periphery.  The  electrocardiogram  suggested  either 
a posterior  coronary  thrombosis  or  pulmonary  in- 
farction. In  spite  of  oxygen  therapy  and  dicumarol, 
the  patient’s  condition  grew  worse.  Bilateral  ligation 
of  the  superficial  femoral  veins  was  performed  un- 
der local  anesthesia.  Postoperative  convalescence  was 
uneventful  and  no  recurrence  of  embolism  has  oc- 
curred, although  mild  cardiac  decompensation  has 
existed  from  time  to  time.  His  legs  have  given  him 
no  difficulty  and  did  not  interfere  with  his  hunting 
this  fall. 

Case  3. — A 53  year  old,  normal,  healthy  man  suf- 
fered repeated  attacks  of  chest  pain  at  times  fol- 
lowed by  hemoptysis.  Chest  roentgenograms  were 
suspicious  but  were  never  diagnostic  of  pulmonary 
embolism.  Electrocardiograms  were  negative  re- 
peatedly. Because  of  the  fear  of  a sudden  massive 
pulmonary  embolism,  bilateral  ligation  of  both  super- 
ficial femoral  veins  was  carried  out  under  local 
anesthesia.  Postoperatively  descending  bilateral 
thrombophlebitis  occurred  and  considerable  edema 
existed  for  almost  a year.  The  legs  are  now  normal, 
and  no  recurrence  of  embolic  episodes  has  occurred. 
This  case  originally  was  phlebothrombosis  and  later 
developed  into  thrombophlebitis.  The  superficial 
femoral  nerve  was  traumatized  on  one  side  in  this 
case,  an  easy  thing  to  do,  and  caused  discomfort 
for  six  months.  Edema  did  not  bother  this  man,  but 
pain  did. 

Case  4. — A previously  healthy  man,  age  56,  de- 
veloped acute  coronary  thrombosis  and  in  twenty- 
four  hours  multiple  pulmonary  emboli  developed 
with  characteristic  roentgen  findings.  Electrocardio- 
grams suggested  the  presence  of  both  conditions. 
Phlebothrombosis  was  diagnosed  and  bilateral  liga- 
tion of  both  superficial  femoral  veins  was  performed 
under  local  anesthesia.  The  patient  died,  apparently 
from  cardiac  rupture,  on  the  seventh  day.  No 
autopsy  was  permitted.  Anticoagulant  therapy  was 
also  used  in  this  case,  both  before  and  after  liga- 
tion. As  mural  thrombi  rarely  develop  within 


twenty-four  hours,  this  condition  at  once  suggested 
phlebothrombosis.  The  ligation  in  this  case  should 
have  been  much  higher.  It  was  not  possible  accurate- 
ly to  locate  this  coronary  thrombosis  because  of  the 
cor  pulmonale.  It  was  likely  anterior,  as  thrombi  in 
that  location  alone  rupture. 

Case  5. — A woman,  age  64,  previously  healthy, 
developed  attacks  of  dyspnea  and  hemoptysis  with 
tachycardia  and  anxiety.  Roentgen  findings  were 
suggestive  of  congestion  at  both  lung  bases.  Rales 
were  found  at  the  base  of  each  lung  following  these 
episodes,  and  a diagnosis  of  posterior  coronary 
thrombosis  was  made  electrocardiographically.  A 
clinical  diagnosis  of  pulmonary  embolism  was  es- 
tablished, and  bilateral  ligation  of  both  superficial 
femoral  veins  was  carried  out  under  local  anesthesia. 
The  patient’s  condition  promptly  improved,  but  two 
weeks  later  a new  pulmonary  infarct  occurred.  The 
site  of  this  infarct  could  have  been  the  deep  femoral 
veins  or  the  iliac  veins.  A mural  thrombus  could 
have  occurred.  Dicumarol  therapy  controlled  this 
episode. 

Case  6.  Paradoxical  Embolism. — Six  months  ago 
this  man,  previously  healthy  except  for  thrombophle- 
bitis fifteen  years  ago  following  a hernioplasty,  de- 
veloped simultaneous  pulmonary  and  pancreatic  in- 
farction. Seven  separate  subsequent  episodes  of  pul- 
monary embolism  occurred,  each  controlled  by  hepar- 
in and  dicumarol.  It  was  finally  decided  to  ligate 
both  superficial  femoral  veins  even  though  it  was 
believed  that  the  thrombotic  process  extended  into 
the  iliac  veins.  It  was  thought  that  later  ligation  of 
the  vena  cava  could  be  done  if  necessary.  The  clots 
extended  into  and  beyond  the  common  femoral  veins. 
Suction  was  used,  and  the  operation  was  followed 
by  dicumarol.  In  this  case  the  rule  of  ligation  of 
veins  was  violated,  that  is,  it  was  not  done  in  a 
healthy  segment  of  vein  without  clot  and  with  a 
collateral  distal  to  it.  Had  this  surgery  been  done 
six  months  ago  the  thrombus  would  not  have  been 
in  the  iliac  veins. 

Case  7. — A woman,  age  55,  with  periodic  foot  and 
leg  pains  for  years  had  an  aggravation  of  these  in 
the  year  preceding  ligation.  The  sudden  onset  of 
mild  pleurisy  was  not  attended  by  leg  pains  or 
swelling,  but  was  accompanied  by  mild  hemoptysis. 
A repetition  of  this  symptom  a month  later  was 
accompanied  by  a demonstrable  small  pulmonary 
infarct  and  immediate  bilateral  ligation  of  the  super- 
ficial femoral  veins  was  performed.  No  further  at- 
tacks of  pleurisy  or  hemoptysis  have  occurred.  Post- 
operatively, rather  late  leg  edema  occurred  but  this 
disappeared  in  about  six  months.  It  was  believed 
that  fatal  pulmonary  embolism  was  prevented  in 
this  case.  This  patient  had  never  spent  any  time  in 
bed,  but  had  suffered  a fractured  ankle  a year  or 
two  before  the  onset  of  symptoms  of  leg  pains. 

CONCLUSIONS 

Ligation  of  the  superficial  femoral  veins, 
when  done  early,  will  control  most  cases  of 
pulmonary  embolism.  Ligation  done  later  is 
less  apt  to  be  successful  and  should  be  high 
enough  to  be  done  on  a normal  segment  of 
vein.  Thrombi  can  and  do  form  proximal  to 
the  ligated  segmented  so  it  is  usually  safer 
to  follow  ligation  for  several  weeks  with 
dicumarol  therapy.  The  reasons  so  far  ad- 
vanced to  explain  thrombosis  are  chiefly 
mechanical,  whereas  it  is  my  belief  that  the 
final  answer  is  at  least  partly  chemical. 

The  original  and  subsequent  advice  of  Dr.  Paul 
White  has  been  in  my  experience,  like  that  of  so 
many  other  men,  a guiding  beacon  in  a stormy  sea. 
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The  cases  reported  were  treated  in  Santa  Rosa 
Infirmary  without  whose  cooperation  a new  opera- 
tion would  have  proved  more  difficult. 
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Nix  Professional  Building. 

ABSTRACT  OF  DISCUSSION 

Dr.  James  W.  Nixon,  San  Antonio:  We  surgeons 
are  fortunate  in  having  the  subject  of  venous  throm- 
bosis presented  by  an  internist  who  has  given  the 
problem  so  much  thought  and  study  as  Dr.  Leopold. 
No  other  subject  is  receiving  a more  critical  sur- 
vey by  both  surgeons  and  internists  than  venous 
thrombosis  with  especial  emphasis  on  pulmonary 
embolus.  There  is  no  other  surgical  complication 
which  can  end  so  shockingly  and  so  suddenly  as 
a massive  pulmonary  embolus.  This  situation  as  a 
surgical  problem  holds  first  place  among  complica- 
tions of  equal  magnitude  and  importance,  chiefly 
because  of  the  diversity  of  opinion  as  to  the  proper 
method  jf  management. 

One  reason  for  the  present  confusion  is  the  fact 
that  the  literature  is  replete  with  conflicting  testi- 
mony. Some  surgeons  report  excellent  results  by  the 
use  of  anticoagulants;  others  indicate  that  surgical 
ligation  is  the  only  satisfactory  procedure.  My  ex- 
perience in  this  field  has  convinced  me  that  there 
are  some  cases  which  require  preoperative  ligation 
of  the  deep  vein,  but  I would  not  recommend  this 
method  as  a routine  prophylactic  procedure. 

As  stated  above,  one  of  the  major  difficulties  in 
the  management  of  pulmonary  embolus  is  that  it 
may  occur,  and  fatally,  without  the  slightest  warn- 
ing. DeTakats  places  this  rate  at  40  per  cent.  How- 
ever, it  should  be  constantly  borne  in  mind  that  the 
embolus  occurrence  is  more  likely  in  older  patients, 
particularly  in  connection  with  carcinoma,  myocar- 
ditis, obesity,  and  other  contributory  causes,  such  as 
the  incidence  of  cold  weather  or  the  necessity  of  the 
patient  to  assume  certain  positions  resulting  in  stasis 
of  the  venous  blood  in  the  lower  extremities.  The 
surgeon  should  be  suspicious,  too,  of  the  probability 


of  the  development  of  a pulmonary  embolus  in  pa- 
tients who  have  had  a previous  history  of  phlebitis 
of  the  deep  veins  of  the  leg. 

It  appears  that  the  most  important  step  in  the 
management  of  this  complication  is  the  adoption  of 
certain  prophylactic  measures  for  patients  who  are 
more  likely  to  develop  venous  thrombosis.  These 
measures  should  include  (1)  anticoagulants,  (2) 
bandaging  of  the  legs  from  the  groin  down,  (3) 
early  ambulation,  and  (4)  avoiding  positions  that 
tend  to  cause  venous  stasis.  However,  should  the 
patient  develop  pain  in  the  calf  of  the  leg,  and  a 
positive  Homan’s  sign,  or  an  elevation  of  tempera- 
ture, rapid  pulse,  and  signs  of  anxiety,  the  femoral 
vein  should  be  ligated  at  once. 

Routine  examinations  of  the  extremities  of  the 
patient  postoperatively  for  signs  of  venous  throm- 
bosis should  be  done  twice  a day  until  the  patient 
becomes  ambulatory.  There  are  as  yet  no  means  of 
determining  where  a vein  should  be  ligated;  how- 
ever, should  the  superficial  femoral  vein  be  exposed 
and  be  found  to  contain  a clot  which  cannot  be  re- 
moved, it  might  be  necessary  to  ligate  the  iliac  or 
even  the  inferior  vena  cava  to  get  above  the  clot. 
Ochsner  in  pointing  out  the  marked  difference  be- 
tween phlebothrombosis  and  thrombophlebitis  stress- 
ed that  while  ligation  of  the  vein  in  connection  with 
the  use  of  anticoagulants  is  indicated  for  phlebo- 
thrombosis, thrombophlebitis  should  not  have  a liga- 
tion of  the  veins,  but  should  in  addition  to  the  anti- 
coagulants have  a lumbar  sympathectomy  block  to 
relieve  vasomotor  spasm. 

Whatever  the  confusion  may  be  concerning  the 
other  cases,  it  is  perfectly  clear  that  the  superficial 
femoral  vein  should  be  ligated  in  those  patients  who 
have  frequent  episodes  of  pulmonary  embolus  which 
are  characterized  by  periodic  attacks  of  pain  in  the 
chest  followed  by  hemoptysis  and  roentgen  evidence 
of  infarct  of  the  lung.  This  brings  an  immediate  end 
to  the  shower  of  pulmonary  emboli. 

There  are  many  points  in  connection  with  venous 
thrombosis  and  pulmonary  embolus  which  are  yet 
to  be  solved,  but  at  present  the  employment  of  anti- 
coagulants together  with  surgical  ligation  of  the 
deep  vein  when  indicated  unquestionably  affords  the 
best  results. 


PENICILLIN  VS.  SILVER  NITRATE 

Penicillin  has  not  yet  been  shown  to  be  superior 
to  nitrate  of  silver  for  use  in  the  eyes  of  the  new- 
born as  a guard  against  infection  and  its  use  without 
further  experience  would  be  a “calamity,”  the  New 
York  State  Journal  of  Medicine  asserts  in  an  edi- 
torial in  the  April  15  issue. 

An  article  in  the  Woman's  Home  Companion, 
April,  1948,  claimed  the  babies  are  often  rendered 
blind  by  the  use  of  nitrate  of  silver  as  a prophylac- 
tic. This  disaster,  according  to  the  article,  could  be 
avoided  by  substituting  penicillin  for  nitrate  of 
silver. 

This  is  by  no  means  proved,  the  Journal  editorial 
comments.  A worldwide  acceptance  of  the  use  of  a 
dilute  solution  of  silver  nitrate  followed  the  intro- 
duction of  this  method  to  prevent  gonorrheal  infec- 
tion in  the  newborn  by  Crede,  German  gynecologist. 
A special  committee  of  the  New  York  Academy  of 
Medicine,  named  in  response  to  a request  from  the 
New  York  City  Commissioner  of  Health  for  an 
opinion  as  to  the  desirability  of  changing  the  Sani- 
tary Code  to  accept  penicillin  as  a substitute  for 
silver  nitrate,  did  not  recommend  any  change,  al- 
though it  did  suggest  that  hospitals,  under  adequate 
control,  be  encouraged  to  make  further  studies.  The 
special  committee  included  in  its  personnel  an  oph- 
thalmologist, a pediatrician,  and  an  obstetrician. 
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CARDIOVASCULAR  SYPHILIS 
R.  H.  KAMPMEIER,  M.  D. 

NASHVILLE,  TENNESSEE 

Heart  disease  is  the  most  common  cause 
of  death  in  the  country.  Syphilis  is  the 
etiologic  factor  in  about  10  per  cent  of  the 
cases  of  fatal  heart  disease,  and  this  form 
of  heart  disease  is  preventable  in  almost  all 
instances. 

The  term  cardiovascular  syphilis  practic- 
ally always  implies  syphilitic  aortitis,  its 
complications,  and  the  myocardial  disease 
which  may  result.  The  complications  of 
aortitis  are  serious — aortic  insufficiency, 
aneurysm,  or  coronary  ostial  stenosis.  A 
fatal  outcome  is  the  end  result  in  the  first 
two  of  these  complications,  little  if  at  all  af- 
fected by  treatment.  Syphilitic  heart  disease 
appears  only  in  the  patient  having  acquired 
syphilis ; congenital  syphilis  probably  never 
is  the  cause  of  such  a malady. 

DIFFUSE  MYOCARDITIS 

Syphilitic  myocarditis  occurs  in  rare  in- 
stances either  in  the  diffuse  or  in  the  localiz- 
ed form.  About  the  former  there  has  been 
much  debate  among  pathologists.  Surely  such 
disease  is  not  of  the  frequency  claimed  by 
Warthin13  and  a few  others.  Nevertheless  an 
occasional  patient  having  had  acute  syphilis 
is  encountered  in  the  thirties  or  early  forties 
with  “heart  consciousness,”  palpitation,  ex- 
ertional dyspnea,  and  progression  to  failure. 
Examination  may  reveal  cardiac  enlarge- 
ment and  gallop  rhythm.  The  electrocardio- 
gram may  demonstrate  conduction  disturb- 
ances. None  of  the  usual  causes  of  heart 
disease  is  present  in  these  patients.  Magill8 
followed  5 such  patients  to  necropsy,  finding 
extensive  scarring  and  round  cell  infiltra- 
tion in  the  myocardium.  I have  had  a similar 
experience  in  one  instance  and  have  followed 
one  or  two  other  cases  only  clinically  with- 
out the  benefit  of  pathologic  examination. 

LOCALIZED  MYOCARDITIS 

Localized  (gummatous)  myocarditis  is  on 
much  firmer  ground  both  clinically  and  path- 
ologically. In  1935  Sohval12  collected  97  cases 
of  gumma  of  the  myocardium  from  the  lit- 
erature ; others  have  been  reported  since 
then.  Commonly  the  gumma  has  been  de- 
scribed at  the  base  of  the  interventricular 
septum,  whereas  in  others  it  has  been  found 
in  the  ventricular  walls.  The  clinical  diag- 
nosis of  gummatous  myocarditis  of  the  sep- 
tum may  be  strongly  considered  in  a syphi- 
litic patient  under  the  age  at  which  complete 
heart  block  would  be  expected  from  arteri- 
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osclerotic  heart  disease.  The  possibility  of 
gumma  of  the  ventricular  wall  may  be  en- 
tertained in  a relatively  young  person  having 
syphilis  and  presenting  the  picture  of  myo- 
cardial infarction  and/or  having  bundle 
branch  involvement  as  shown  by  the  electro- 
cardiogram. Numbers  of  such  cases  have 
been  proved  at  necropsy. 

AORTITIS 

Aortitis  and  its  complications  are  of  major 
practical  importance  to  practitioners.  All 
of  us  encounter  much  more  arteriosclerotic, 
hypertensive,  and  rheumatic  heart  disease 
than  that  of  syphilitic  origin.  Nevertheless 
the  latter  makes  up  an  estimated  10  per  cent 
of  heart  disease,  not  only  in  charitable  in- 
stitutions but  also  in  private  practice.  It  is 
as  the  result  of  slowly  progressing  inflamma- 
tory changes  in  the  aortic  wall  that  the  life 
endangering  and  fatal  complications  occur. 

Pathology. — Though  the  chief  interest  in 
this  review  is  in  diagnosis  and  treatment,  a 
brief  survey  of  the  basic  pathology  of  aortitis 
is  advisable.  Invasion  of  the  aortic  well  by 
Treponema  pallidum  occurs  early  in  the  dis- 
ease, via  the  lymphatics  from  the  mediastinal 
lymph  nodes  and  the  perivascular  lymphatics 
of  the  vasa  vasorum.  The  lymphatic  supply 
is  especially  rich  in  the  ascending  and  trans- 
verse segments  of  the  aortic  arch,  thus  ac- 
counting for  the  greater  frequency  of  aortic 
disease  here  than  in  the  descending  thoracic 
and  abdominal  portions.  The  characteristic 
perivascular  inflammatory  reaction  of 
lymphocytes  and  plasma  cells  appears  about 
the  vessels  of  the  adventitia  and  the  media. 
The  resulting  endarteritis  of  these  vessels 
leads  to  their  obliteration  with  attendant 
necrosis  in  the  media  and  fragmentation  of 
elastic  tissue.  Healing  is  by  scar  tissue.* 

The  gross  pathologic  picture  is  recognized 
at  a glance.  Overlying  the  foci  of  active 
mesaortitis  the  intima  appears  as  bluish-gray 
patches.  Such  areas  may  surruond  the  ori- 
fices of  the  coronary  arteries,  decreasing 
their  caliber.  The  healing  and  scarring  of  the 
media  makes  itself  manifest  as  longitudinal 
creasing  or  striation  of  the  intima. 

With  loss  of  elasticity,  the  aorta  lengthens 
and  dilates.  This  is  especially  likely  to  occur 
at  the  root  of  the  aorta  causing  dilatation  of 
the  aortic  ring.  Thus  the  valve  leaflets  may 
separate,  and  sagging  of  the  commissures 
may  develop  so  that  aortic  incompetency  oc- 
curs. This  effect  may  be  enhanced,  or  may 
be  produced  alone,  by  syphilitic  involvement 
of  the  aortic  valves  with  rolling  of  their 

*Only  recently  Frazier  and  collaborators2  have  reported  from 
the  University  of  Texas  School  of  Medicine  the  isolation  of 
T.  pallidum  by  animal  inoculation  from  the  aorta  in  syphilis  of 
twenty-five  years’  duration. 
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edges.  The  diffuse  aortic  weakening  may  per- 
mit the  development  of  marked  widespread 
dilatation  of  the  arch,  so-called  aneurysmal 
dilatation.  A focal  point  of  weakness  in  the 
affected  aorta  may  give  way  to  develop  into 
a saccular  aneurysm. 

Uncomplicated  Aortitis. — The  incidence  of 
this  condition  can  be  obtained  accurately  only 
from  pathologic  studies  and  even  then  may 
vary  with  the  criteria  for  this  diagnosis  as 
set  up  by  individual  pathologists.  Warthin13 
reported  an  incidence  as  high  as  90  per  cent. 
At  Vanderbilt  University  Hospital'1  among 
autopsies  on  persons  above  age  15  years  in 
whom  there  was  evidence  of  syphilis — either 
on  history,  serologic  tests,  or  necropsy  find- 
ings— the  incidence  of  aortitis  without  aortic 
insufficiency  or  aneurysm  was  20  per  cent. 

Clinical  Picture. — The  diagnosis  of  un- 
complicated aortitis  is  difficult  if  at  all  pos- 
sible to  establish  in  the  majority  of  instances. 
Thus  incidence  figures  given  on  clinical 
studies  are  notoriously  inaccurate.  Though 
some  clinicians  have  believed  that  fairly  ac- 
curate diagnostic  criteria  can  be  set  up,  most 
of  those  interested  in  the  problem  believe 
that  this  is  not  true. 

No  burden  is  placed  upon  the  myocardium 
in  uncomplicated  aortitis  and  thus  symp- 
tomatology is  absent.  (Paroxysmal  dyspnea 
and/or  substernal  pain  occurring  in  the 
younger  syphilitic  patient — 30  to  45  years 
of  age — in  the  absence  of  aortic  valvular 
disease  or  hypertension  suggests  aortitis 
with  the  uncommon  complication  of  stenosis 
of  the  ostia  of  the  coronary  arteries  by 
syphilitic  plaques.) 

Examination. — Rarely  is  the  dilatation  of 
the  aorta  such  in  the  uncomplicated  case  as 
to  lead  to  a heaving  pulsation  of  the  upper 
sternum  or  chest  wall.  Nor  is  it  likely  that 
the  aorta  will  be  so  dilated  as  to  permit  the 
demonstration  of  retro-manubrial  widening 
by  percussion.  A systolic  murmur  may  be 
heard  at  the  aortic  area  if  there  is  supra- 
valvular dilatation  of  any  degree.  Accentua- 
tion and  an  amphoric  quality  of  the  aortic 
second  sound  have  been  stressed  by  some 
authors  as  being  of  diagnostic  significance. 
Admittedly  in  the  young  patient  the  systolic 
murmur  and  changes  of  the  second  sound 
may  be  significant.  In  either  middle  aged  or 
older  patients  they  are  certainly  of  much  less 
importance  since  arteriosclerotic  changes  and 
hypertension  can  cause  such  abnormalities. 

The  physician  might  pin  his  hope  on  the 
diagnostic  aid  of  the  roentgen  ray  in  the 
problem  of  uncomplicated  aortitis.  However, 
clinicians  and  roentgenologists  of  experience 
have  found  little  assistance  in  fluoroscopy  of 
the  aorta,  aortic  mensuration,  or  in  teleo- 


roentgenograms  except  rarely.  (Constitu- 
tion, age,  and  position  all  are  factors  need- 
ing consideration  in  the  interpretation  of  ap- 
parent aortic  dilatation  on  roentgenologic 
study.)  Those  who  have  used  the  electro- 
cardiogram in  an  attempt  to  diagnose  aortitis 
have  been  disappointed.  Only  if  the  coronary 
ostia  have  been  involved  have  changes  been 
demonstrable.  From  clinical  and  necropsy 
statistical  studies  it  appears  that  about  12 
per  cent  of  patients  with  even  untreated 
disease  may  have  negative  blood  tests. 

Diagnosis. — Thus  it  is  apparent  that  the 
diagnosis  of  uncomplicated  aortitis  is  diffi- 
cult at  best.*  Only  the  presence  of  coronary 
ostial  stenosis  causing  anginal  pain  and/or 
paroxysmal  dyspnea  in  a young  person  who 
has  syphilis  permits  the  accurate  diagnosis 
on  a clinical  basis.  If  routine  roentgenologic 
study  is  carried  out  on  patients  having  late 
syphilis,  an  occasional  instance  of  unques- 
tioned aortic  dilatation  will  be  found.  It  is 
essential  for  the  physician  to  remember  that 
necropsy  studies  indicate  that  in  a high  per- 
centage of  cases  of  uncomplicated  aortitis  the 
clinical  picture  is  asymptomatic  and  thus  he 
must  think  of  this  disease  as  potential  in 
every  patient  having  late  syphilis.  By  con- 
trast he  must  also  recall  that  the  same 
studies  show  that  other  forms  of  cardiovas- 
cular disease  may  be  the  cause  of  symptoms 
in  patients  with  latent  syphilis. 

AORTIC  INSUFFICIENCY 

The  incidence  of  aortic  insufficiency,  a 
complication  of  aortitis,  varies  greatly  with 
certain  factors  such  as  sex,  race,  occupation, 
and  antisyphilitic  treatment.  Aortic  insuf- 
ficiency occurs  in  about  3 per  cent  of  cases 
of  late  syphilis  in  clinics  with  mixed  white 
and  Negro  patients.  It  has  been  the  usual  ex- 
perience to  find  that  the  complications  of 
aortitis  are  several  times  greater  in  the 
Negro  race  than  in  the  white  race.  Likewise 
it  is  true  that  these  lesions  are  several  times 
more  frequent  in  the  male  than  in  the  female 
in  either  race.  (These  differences  in  sex  and 
race  are  proportional  and  not  related  to  the 
greater  incidence  of  syphilis  in  the  Negro 
or  in  the  male.)  It  seems  quite  likely  that 
heavy  labor  predisposes  to  the  development 
of  the  complicating  lesions  of  aortitis. 

Treatment  of  early  syphilis  is  an  import- 

♦Maynard9  has  established  probably  the  best  criteria  for  the 
diagnosis  of  uncomplicated  aortitis  as  follow : ( 1 ) the  patient 

must  have  had  syphilis  beyond  reasonable  doubt;  (2)  there  must 
be  no  evidence  of  any  other  disease  that  might  dilate  the  aorta  ; 
(3)  the  patient  must  be  40  years  of  age  or  younger;  (4)  there 
must  be  roentgenologic  or  fluoroscopic  evidence  of  a dilated 
aorta;  (5)  there  may  be  a hollow,  accentuated  aortic  second 
sound;  (6)  there  may  be  a systolic  murmur  at  the  aortic  area. 
Maynard’s  criteria  are  conservative  in  that  they  are  likely  to 
permit  the  selection  only  of  some  of  the  patients  having  aortitis 
and  unlikely  to  select  patients  not  having  aortitis.  They  are  so 
rigid  that  a true  incidence  of  uncomplicated  aortitis  cannot  be 
established  thereby.  However,  the  evaluation  of  the  results  of 
treatment  will  be  more  worth  while  on  such  criteria. 
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ant  factor  in  the  development  of  aortic  in- 
sufficiency. Though  there  are  no  good  figures 
available  comparing  the  incidence  of  aortic 
insufficiency  in  untreated  as  compared  to 
adequately  treated  early  syphilis,  it  must  un- 
questionably be  true  that  this  is  of  import- 
ance. It  is  a common  experience  of  every 
syphilologist  to  see  few  if  any  instances  of 
aortic  insufficiency  in  patients  who  received 
adequate  treatment  for  early  syphilis. 

Clinical  Picture. — The  diagnosis  of  syphi- 
litic aortic  insufficiency  is  in  general  as 
easy  as  the  diagnosis  of  uncomplicated 
aortitis  is  difficult.  The  clinical  manifesta- 
tions of  anatomic  changes  at  the  aortic  ring 
commonly  become  apparent  in  the  second  and 
third  decade  after  infection ; aortic  insuffi- 
ciency thus  makes  itself  known  in  the  age 
group  of  from  35  to  50  years  in  white  pa- 
tients and  at  a somewhat  younger  age  on  the 
average  in  Negroes. 

A certain  percentage  of  instances  of  aortic 
insufficiency  are  found  in  the  asymptomatic 
stage  as  a chance  finding  in  the  routine  ex- 
amination of  patients  for  conditions  other 
than  disease. 

It  is  hardly  necessary  to  review  the  symp- 
toms which  may  be  encountered  in  those  in 
whom  the  disease  is  the  basis  for  seeking 
medical  attention  (table  1).  Either  the  mani- 
festations of  a failing  myocardium  or  cardiac 

Table  1. — Symptoms  in  163  Patients  with  Aortic 

Insufficiency.  (After  Kampmeier:  Essentials  of 
Syphilology,  Philadelphia,  J.  B.  Lippincott 

Co.,  1943.) 


Symptom  No.  Cases  Per  Cent 


Chance  finding  (asymptomatic)  25  15 

Dyspnea  120  74 

Orthopnea  — 88  54 

Paroxysmal  dyspnea  (“cardiac  asthma”) 64  39 

Cough  73  45 

Cardiac  pain  67 41_ 


pain  force  the  patient  to  consult  his  physi- 
cian. The  evidence  of  an  overburdened  my- 
ocardium may  be  anything  from  slight  ex- 
ertional dyspnea  to  frank  congestive  failure. 
The  anginal  pain  is  due  either  to  the  poor 
coronary  flow  as  the  result  of  free  regurgi- 
tation or  associated  stenosis  of  coronary 
ostia.  (The  latter  were  present  in  20  per  cent 
of  my  cases  coming  to  necropsy  at  Charity 
Hospital.) 

The  physical  evidences  of  aortic  insuf- 
ficiency are  variable,  depending  upon  the 
degree  of  incompetency  (table  2).  The  sys- 
tolic nodding  of  the  head  and  visible  pulsa- 
tion of  the  peripheral  arteries  are  expres- 
sions of  regurgitation  of  large  volume.  If 
there  is  considerable  dilatation  of  the  aortic 
arch  there  may  be  heaving  of  the  upper 
sternum,  suprasternal  pulsation,  and  widen- 
ed retromanubrial  dullness.  Again  if  the  re- 


gurgitation is  free,  the  heart  is  enlarged,  at 
times  greatly  so,  with  a widespread  heaving 
impulse  well  toward  the  axilla,  the  left  border 
also  being  displaced  laterally.  The  character- 
istic high  pitched  early  diastolic  murmur  is 
heard  at  the  aortic  area  but  best  along  the 
left  of  the  sternum  even  to  the  apex  of  the 
heart.  Commonly  associated  are  a systolic 
murmur  at  the  aortic  area  and  another  at 
the  apex,  the  latter  due  to  relative  mitral 
incompetency.  At  times  in  free  regurgitation 
the  low-pitched  diastolic  Austin-Flint  mur- 

Table  2. — Physical  Signs  in  163  Patients  with  Aortic 
Insufficiency.  (After  Kampmeier:  Essentials  of 
Syphilology,  Philadelphia,  J.  B.  Lippincott 
Co.,  1943.) 


Physical  Signs 

No.  Cases 

Per  Cent 

Aortic  diastolic  murmur  - - 

163 

100 

Austin-Flint  murmur  

26 

15 

Collapsing  pulse  

76 

47 

Systolic  blood  pressure  140-159 - 

25 

15 

Systolic  blood  pressure  160  or  over 

81 

50 

Diastolic  blood  pressure  60  or  less  

51 

31 

Congested  cervical  veins  _ 

39 

24 

Moisture  in  lungs  

61 

37 

Effusion  into  serous  cavities  

16 

9 

Hepatic  congestion  ....  

73 

45 

Edema  

77 

47 

mur  is  present  at  the  apex.  Peripherally  the 
sharp,  short,  pulse  waves  associated  with 
alternate  flushing  and  paling  of  the  nail  beds 
and  lips  indicate  the  freedom  of  the  aortic 
insufficiency  and  are  an  expression  of  the 
low  diastolic  pressure  so  characteristic  of 
this  degree  of  valvular  defect. 

In  the  milder  instances,  especially  those 
discovered  by  chance,  all  the  findings  de- 
scribed may  be  missing  except  the  character- 
istic diastolic  murmur.  It  may  be  faint  and 
heard  only  at  the  left  sternal  border  with  the 
patient  upright. 

In  contrast  to  uncomplicated  aortitis  the 
roentgen-ray  examination  commonly  shows 
dilatation  of  the  ascending  arch  with  in- 
creased pulsation.  The  electrocardiogram 
provides  no  specific  diagnostic  changes. 

The  diagnosis  as  a rule  poses  no  serious 
problems.  Occasionally  rheumatic  valvular 
disease  and  hypertensive  heart  disease  may 
need  to  be  considered  in  the  diagnosis. 

AORTIC  ANEURYSM 

Aortic  aneurysm  of  the  saccular  type  fre- 
quently offers  interesting  diagnostic  prob- 
lems. A focal  weakness  in  the  aortic  wall, 
more  often  on  the  greater  curvature  of  the 
arch,  permits  the  sac  to  be  born.  Aortic 
aneurysm  also  develops  usually  in  the  second 
and  less  commonly  in  the  third  decade  of  the 
syphilitic  infection.  The  factors  of  race  and 
sex  likewise  play  a part  in  the  incidence  of 
the  disease  as  in  the  case  of  the  valvular 
lesion.  In  the  racially  mixed  patients  of 
Vanderbilt  University  Hospital  Clinic  the 
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incidence  of  aortic  aneurysm  was  1.2  per  cent 
of  late  cases  of  syphilis. 

Clinical  Picture. — The  symptomatology  of 
saccular  aneurysm  of  the  thoracic  aorta  is 
dependent  almost  entirely  upon  the  fact  that 
it  is  an  expanding  tumor.  Thus  the  anatomic 
location  of  the  sac  and  the  structures  in- 
volved by  pressure  determine  to  a great  de- 
gree the  clinical  picture.  The  structures  and 
organs  which  may  be  affected  by  pressure 
are  the  trachea,  major  bronchi,  lungs, 
esophagus,  pulmonary  artery,  vagus  and 
sympathetic  nerves,  right  laryngeal  and  left 
recurrent  laryngeal  nerves,  intercostal 
nerves,  rarely  the  diaphragm,  and  indirectly 
the  stomach.  Pressure  erosion  of  bones,  as  of 
the  ribs,  sternum,  and  occasionally  scapula, 
with  a protruding  pulsating  tumor,  is  not 
uncommon.  Because  of  erosion  of  vertebrae, 
bizarre  neurologic  disease  may  develop  from 
pressure  upon  the  spinal  cord  or  the  seg- 
mental nerves.  Aortic  regurgitation  accom- 
panies saccular  aneurysm  only  in  a small 
percentage  of  cases  and  thus  heart  failure  is 
not  prominent  in  a group  of  aneurysm  cases. 

With  these  general  remarks  relative  to  the 
origin  of  symptoms  due  to  saccular  aneurysm 
of  the  thoracic  aorta  in  mind,  only  imagina- 
tion limits  the  possible  clinical  syndromes 
which  may  be  encountered. 

Like  the  symptoms,  the  signs  may  be  of 
the  greatest  variety  entirely  dependent  upon 
the  structures  involved  by  pressure.  Roent- 
genologic study  is  a valuable  adjunct  in  diag- 
nosis when  aneurysm  is  suspected  and  often 
provides  the  diagnosis  in  unsuspected  cases 
upon  routine  roentgen  examinations.  How- 
ever, it  is  not  infallible  as  is  shown  by  the 
fact  that  in  75  necropsy  cases  in  which 
roentgen  ray  was  used  the  sac  was  missed  in 
12  per  cent.3  By  judicious  use  of  both  the 
roentgenogram  and  fluoroscopy  the  incidence 
of  failure  should  never  be  so  high. 

Diagnosis « — The  diagnosis  of  aortic 
aneurysm  involves  a differentiation  from 
many  conditions  if  the  sac  is  not  “silent”  or 
a chance  finding  upon  roentgen  examination. 
Primary  neurologic  disease  may  be  suspected 
from  the  findings  of  pupillary  changes, 
laryngeal  paralysis,  root  pain,  or  evidence  of 
spinal  cord  compression.  Carcinoma  of  the 
esophagus  or  stomach  may  be  simulated. 
Numerous  instances  of  aneurysm  have  led  to 
the  diagnosis  of  pulmonary  tuberculosis, 
bronchiectasis,  bronchogenic  carcinoma, 
pneumonia,  and  lung  abscess.  Laryngitis  is 
often  diagnosed.  Arthritis  of  the  shoulder  or 
spine  may  be  mimicked.  Tumors  of  the  thy- 
roid or  thymus  at  times  may  be  suggested 
by  the  lesion.  Mediastinal  disease  of  the 


lymphoma  group  implies  differentiation 
from  an  aneurysmal  sac. 

PROGNOSIS 

The  outlook  in  cardiovascular  syphilis  is 
dependent  upon  the  clinical  manifestation. 

So  little  is  known  of  primary  myocardial 
disease  that  not  much  can  be  said  about  it. 
Diffuse  myocarditis  will  lead  sooner  or  later 
to  congestive  failure.  Gummatous  myo- 
carditis likewise  is  not  likely  to  be  compatible 
with  longevity  as  appears  from  reviews  of 
necropsy  material. 

Since  the  incidence  of  uncomplicated 
aortitis  is  not  known,  the  prognosis  cannot 
be  accurately  evalued.  How  frequently  in 
the  untreated  state  it  leads  to  the  two  severe 
complications  cannot  be  determined.  In  view 
of  the  known  response  of  other  late  syphilitic 
disease  to  treatment,  uncomplicated  aortitis 
if  treated  should  lead  to  fewer  instances  of 
complications.  However,  as  indicated  below, 
prevention  is  much  more  satisfactory  than 
treatment  of  supposedly  established  aortitis. 

In  aortic  insufficiency  the  prognosis  de- 
pends upon  the  state  of  the  myocardium  and 
the  rate  of  changes  in  it.  Since  the  valvular 
disease  is  irreversible  the  outlook  depends 
upon  the  degree  of  valvular  incompetency, 
the  patient’s  age  and  occupation,  and  the 
amount  of  coronary  blood  flow.  The  latter 
depends  upon  arteriosclerosis,  syphilitic  dis- 
ease of  the  ostia,  and  the  degree  of  valvular 
incompetency  as  a factor  in  intra-aortic  pres- 
sure. 

Among  our  patients,  55  per  cent  died  with- 
in three  years  of  onset  of  symptoms.5  Heavy 
labor  as  related  to  sex  and  the  Negro  race 
was  a prominent  factor.  White  women  have 
the  best  prognosis.  We  at  Vanderbilt  Hos- 
pital and  others1  have  found  that  a life  of 
relative  inactivity  may  lead  to  longevity  in 
this  disease  if  failure  of  any  degree  had  not 
been  present.  This  is  shown  in  table  3 for 

Table  3. — Course  of  Aortic  Insufficiency  in  25 

Asymptomatic  Patients.  (After  Kampmeier: 

Essentials  of  Syphilology,  Philadelphia, 

J.  B.  Lippincott  Co.,  1943.) 


No.  Asympto- 

Total  No. 

matic  Patients 

Patients 

Condition  of  Patients 

2 

89 

Dead  within  3 years  after  diagnosis 

6 

31 

Dead  after  3 years  after  diagnosis 

9 

18 

Alive  at  36  months  after  diagnosis 

8 

25 

Alive  from  37  to  168  months  after  diag- 

nosis 

the  25  patients  in  whom  aortic  insufficiency 
was  found  by  chance.  The  symptoms  of  heart 
failure  and  the  signs  indicative  of  free  regur- 
gitation greatly  multiply  the  likelihood  of 
early  death. 

Aortic  aneurysm  is  associated  almost 
always  with  a gloomy  prognosis.  The  course 
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is  dependent  upon  the  rate  of  progress  of 
the  dilating  sac  and  the  structures  pressed 
upon.  We  have  encountered  occasional  pa- 
tients with  large  saccular  aneurysms  who 
have  lived  for  years  even  without  treatment. 

TREATMENT 

The  treatment  of  cardiovascular  syphilis, 
as  has  been  so  well  emphasized  by  Moore,10 
has  always  been  conservative.  It  has  been 
considered  that  the  more  active  trepone- 
micidal  drug  arsenic  should  play  a role  sec- 
ondary to  a more  slowly  acting  substance 
such  as  bismuth,  in  the  hope  of  attaining  a 
slower  resolution  of  the  active  process  with 
the  least  amount  of  scar  and  resultant  de- 
formity. The  likelihood  of  a Herxheimer  re- 
action with  bismuth  is  much  less  than  with 
arsenic,  and  such  a reaction  in  active  aortitis 
can  be  serious,  even  fatal.  Thus  it  has  been 
customary  to  use  bismuth,  often  alone,  in 
the  treatment  of  aortic  insufficiency  and 
aneurysm.  Its  use  in  a long  preparatory 
course  before  the  addition  of  arsenic  has  been 
customary  in  patients  suspected  of  having 
uncomplicated  aortitis.  It  goes  without  say- 
ing that  the  treatment  of  cardiac  failure,  if 
present,  by  the  usual  drugs  and  methods  is 
of  primary  necessity.  Antisyphilitic  treat- 
ment in  such  cases  should  await  reestablish- 
ment of  myocardial  reserve  if  it  is  to  be 
used  at  all. 

The  effect  of  antisyphilitic  treatment  has 
been  hard  to  evaluate.  The  difficulty  of  diag- 
nosis in  uncomplicated  aortitis  makes  it  im- 
possible to  determine  the  degree  to  which  the 
prognosis  is  altered.  Though  some  authors 
have  believed  that  treatment  in  established 
aortic  insufficiency  and  aneurysm  has  pro- 
longed life,  this  may  not  be  necessarily  true. 
In  our  group  some  patients  lived  a long  time 
without  any  treatment.  It  seems  highly  pos- 
sible that  the  treated  patients  who  had  a 
prolonged  life  received  so  much  treatment 
because  they  lived  long  enough  to  receive  it. 

The  question  of  the  use  of  penicillin  in  the 
treatment  of  cardiovascular  syphilis  arises. 
Nothing  is  known  of  its  effect;  however  this 
antibiotic  should  be  thought  of  as  being  ac- 
tively treponemicidal  as  is  arsenic.  Herx- 
heimer reactions  occur  in  acute  syphilis. 
Therefore  Moore11  has  advised,  if  it  is  to  be 
used,  that  the  dosage  be  small  with  gradually 
increasing  doses  over  a period  of  some  days. 
In  several  patients  with  neurosyphilis  and 
accompanying  aortic  insufficiency  or  aneu- 
rysm in  whom  I have  used  penicillin  I have 
used  a different  plan.  The  patient  has  been 
prepared  with  bismuth,  water  soluble  and/or 
in  oily  suspension,  followed  by  penicillin  in 
full  dosage. 


PREVENTION 

Of  much  greater  importance  than  the 
treatment  of  established  disease  is  its  pre- 
vention. Syphilitic  heart  disease  is  prevent- 
able in  almost  all  instances.  It  is  likely  that 
adequate  treatment  of  the  acute  case  would 
eliminate  this  disease.  I believe  the  incidence 
of  complications  of  aortitis  have  been  de- 
creasing in  the  past  years.  In  the  Scandina- 
vian countries  where  control  of  syphilis  in 
the  acute  stages  has  been  in  force  longer 
than  here,  the  incidence  of  cardiovascular 
syphilis  had  decreased  definitely  before  the 
war  (Madsen7).  Maynard9  has  shown  that 
“when  treatment  was  administered  six  or 
more  years  after  the  chancre  appeared,  four 
times  more  patients  developed  cardiac  dis- 
ease than  when  treatment  was  completed 
within  three  years  after  infection.” 

In  penicillin  a potent  treponemicidal  sub- 
stance is  available  which  offers  adequate 
treatment  in  early  syphilis  within  a short 
time.  Universal  application  of  adequate 
treatment  should  reduce  the  amount  of  car- 
diovascular syphilis  in  a couple  of  decades 
from  now. 

However  penicillin  is  not  an  unmixed 
blessing.  I am  disturbed  by  the  frequency 
with  which  a few  daily  or  several  daily  in- 
jections are  given  of  the  aqueous  penicillin. 
This  is  grossly  inadequate.  Likewise  the  per- 
fectly proper  use  of  penicillin  in  beeswax  and 
oil  for  gonorrhea  is  masking  untold  numbers 
of  cases  of  early  syphilis.  It  is  essential  that 
the  physician  treating  these  patients  follow 
the  progress  of  the  case  for  some  months 
with  blood  tests.  Emphasis  on  what  consti- 
tutes adequate  treatment  of  early  syphilis 
with  penicillin  can  eliminate  one  of  these 
problems.  The  proper  follow-up  of  the  peni- 
cillin treated  patient  with  gonorrhea  will 
lessen  the  other. 

SUMMARY 

A brief  review  of  the  clinical  manifesta- 
tions of  cardiovascular  syphilis  has  been  pre- 
sented. The  treatment  and  prevention  of 
syphilitic  heart  disease  have  been  touched 
upon. 
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SYMPTOMS  OF  CORONARY  ARTERY 
DISEASE  MASQUERADING  AS 
GASTRO-INTESTINAL 
SYMPTOMS 
ROSS  W.  RISSLER,  M.  D. 

EL  PASO,  TEXAS 

Many  a gallbladder  has  come  under  the 
scrutiny  of  a surgeon’s  eye  when  pain,  asso- 
ciated with  nausea  or  vomiting  or  both,  was 
thought  to  be  of  abdominal  origin,  when  in 
reality  the  underlying  cause  was  coronary 
artery  disease.  There  can  be  little  wonder 
why  patients  with  angina  attribute  their 
complaint  to  a gastro-intestinal  origin  when 
they  develop  pain  after  eating  or  during 
the  night  and  can  get  relief  by  belching 
or  taking  soda  in  warm  water.  The  fact 
that  the  pain  may  occur  low  substernally  or 
high  in  the  epigastric  region  will  often  mis- 
lead the  patient  and  physician  alike  into 
assuming  that  the  pain  has  originated  in  the 
gastro-intestinal  tract. 

Often  it  is  not  clearly  understood  why 
patients  should  get  relief  of  cardiac  distress 
by  belching  or  why,  when  attacks  of  angina 
develop,  nausea  and  vomiting  frequently 
occur.  Dyspnea  and  palpitation  occurring  in 
the  middle  aged  or  elderly  person  after  eat- 
ing, whether  coronary  artery  disease  is  pres- 
ent or  not,  many  times  can  be  explained  by 
the  fact  that  digestion  increases  the  cir- 
culatory demands  on  the  heart. 

There  is  little  doubt  that  many  cases  of 
acute  infarction  present  a clinical  picture 
of  an  acute  abdominal  condition.  Upper 
abdominal  tenderness  may  be  due  to  acute 
distention  of  the  liver,  which  can  be  asso- 
ciated with  abdominal  muscle  rigidity,  and 
may  be  secondary  to  acute  infarction.  How- 
ever, other  physical  signs  or  symptoms  and 
certain  investigative  procedures  such  as  the 
electrocardiogram  should  give  the  true  clue 
to  the  diagnosis.  If  an  infarction  has  oc- 
curred, serial  tracings  will,  in  most  in- 
stances, reveal  changes  which  are  consistent 
with  that  type  of  cardiac  insult.  Naturally 
delay  in  surgery  is  to  be  desired  unless  per- 
forated peptic  ulcer  or  acute  pancreatitis 
cannot  be  excluded. 

As  long  ago  as  1768  when  William  Heber- 
den  gave  his  account  of  “A  Disorder  of  the 
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Breast”  in  a lecture  before  the  Royal  Col- 
lege of  Physicians  in  London,  he  recognized 
the  difficulty  of  differentiation  of  the  pain  of 
angina  pectoris  from  that  of  extracardiac 
origin,  possibly  ulcer,  when  he  said,  “But 
though  it  be  most  probable  that  a strong 
spasm  be  the  true  cause  of  this  disorder,  yet 
there  is  some  reason  for  thinking  that  it  is 
sometimes  accompanied  with  an  ulcer  and 
may  partly  proceed  from  it : for  I have  seen 
two  of  these  patients  who  often  used  to  spit 
up  blood  and  purulent  matter,  one  of  whom 
constantly  asserted  that  he  felt  it  came  from 
the  seat  of  his  disorder.  Another  had  a pain- 
ful sensation  in  swallowing  and  upon  press- 
ing the  part  which  seemed  to  be  affected.” 
Throughout  this  same  lecture,  Heberden  in- 
dicated the  importance  of  evaluating  the 
patient’s  symptoms  from  the  history  before 
a satisfactory  diagnosis  can  be  established. 
Although  Heberden’s  original  work  was 
based  on  20  such  cases,  a later  treatise  by 
him  stated  that  he  had  seen  100  cases,  of 
which  3 were  women,  in  a period  of  fourteen 
years.  How  much  more  developed  our  diag- 
nostic acumen  is  at  present,  for  it  is  not  un- 
common for  the  physician  specializing  in 
cardiovascular  disease  to  see  as  many  as  100 
cases  of  angina  pectoris  in  one  year. 

It  therefore  becomes  more  important  for 
those  of  us  in  the  modern  practice  of  medi- 
cine to  be  able  to  evaluate  by  history  the 
diagnostic  criteria  necessary  to  differen- 
tiate symptoms  of  coronary  artery  disease 
from  other  abdominal  diseases.  The  follovc- 
ing  points  in  the  taking  of  an  accurate  his- 
tory are  of  importance  in  determining  the 
presence  of  coronary  artery  disease  and 
angina : 

1.  Exertion. — What  is  its  relation  to  the 
onset  of  pain?  Is  this  pain  of  short  or  long 
duration?  Will  cessation  of  exertion  stop 
the  pain?  Many  patients  will  complain  that 
their  chest  pain  develops  on  exertion  and 
that  it  may  persist  for  several  hours  or 
longer  after  the  exertion  has  stopped.  Such 
a statement  is  very  unlike  angina  pectoris 
and  probably  the  pain  is  of  extracardiac 
origin. 

2.  Emotion.  — Does  emotional  stress  or 
strain  cause  chest  pain  to  persist  or  is  the 
pain  of  short  duration?  Here  again  if  the 
emotional  stress  has  subsided,  the  pain  of 
angina  pectoris  also  subsides  promptly.  The 
aggravation  of  pain  on  exertion,  following 
a meal,  during  emotional  stress,  cold  or 
windy  weather,  or  when  walking  is  difficult, 
is  typical  of  angina  pectoris.  Exact  time 
relationships  are  extremely  important  and 
the  symptoms  should  be  elicited  carefully  and 
the  relationships  carefully  determined,  for 
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upon  these  time  elements  so  often  the  diag- 
nosis of  coronary  artery  disease  can  be 
established. 

A history  of  previous  coronary  throm- 
bosis can  usually  be  considered  as  reliable 
and  will  usually  lead  to  a correct  diagnosis. 
A history  of  typical  anginal  attacks  or  of 
such  distress  following  episodes  of  nausea  or 
vomiting,  the  retrosternal  or  epigastric  lo- 
cation of  the  pain  with  its  radiation  to  the 
abdomen,  throat,  arms,  or  left  arm,  the  skin 
changes  from  normal  to  grayish  pallor  with 
the  usual  profuse  sweating,  and  occasionally 
the  fear  of  impending  death,  all  tends  to  em- 
phasize the  possibility  of  coronary  throm- 
bosis. When  patients  are  known  to  have 
angina  and  they  begin  to  complain  of  pain 
after  eating  or  during  the  night  after  retir- 
ing, it  is  often  reasonable  to  suspect  that  in- 
farction or  thrombosis  is  impending.  The 
fact  that  the  patient  obtains  relief  from  soda 
or  a drink  of  whisky  during  an  attack  does 
not  exclude  coronary  infarction. 

Management  of  acute  infarction  has  be- 
come a fairly  well  standardized  procedure 
with  the  use  of  bed  rest,  oxygen,  and  sup- 
portive therapy  such  as  aminophyllin  and 
light  diets. 

The  patient  with  angina  pectoris  may 
present  rather  a difficult  problem  to  man- 
age. Most  physicians  resort  to  the  use  of 
nitroglycerine  in  an  effort  to  relieve  the 
anginal  symptoms.  However,  its  effective- 
ness sometimes  can  be  questioned.  Patients 
who  have  angina  frequently  take  nitroglycer- 
ine as  their  distress  becomes  evident  and  at 
the  same  time  stop  their  exertion,  so  that  it 
becomes  impossible  to  say  whether  the  nitro- 
glycerine or  the  cessation  of  the  exertion 
caused  the  pain  to  disappear.  It  is  suggested 
that  nitroglycerine  be  tried  as  a preventive 
before  the  patient  begins  the  exertion  which 
he  has  learned  usually  causes  distress.  Such 
a trial  would  help  to  prove  the  effectiveness 
of  the  nitroglycerine  and  in  questionable 
cases  may  serve  as  a clue  to  the  presence  of 
angina. 

Patients  who  have  angina  and  who  fre- 
quently associate  their  pain  with  eating 
should  be  placed  on  small  meals,  weight  re- 
duction regimes,  and  bland  diets.  Often  these 
patients  will  obtain  more  or  less  complete 
relief  through  a weight  reduction  program. 
Those  who  have  angina  during  the  night 
should  always  eat  light  suppers.  Brandy  or 
whisky  may  be  kept  at  the  bedside,  and  small 
quantities  may  give  as  much  relief  as  nitro- 
glycerine without  producing  the  side  effects 
of  that  medicine.  Aminophyllin  for  these 
patients  may  prove  more  effective  than  for 


those  who  have  angina  from  emotion  or 
effort. 

The  following  brief  case  histories  will 
show  some  of  the  variations  of  symptoms  of 
coronary  artery  disease  which  have  mas- 
queraded as  gastro-intestinal  symptoms. 
CASE  REPORTS 

Case  1. — A 62-year-old  man,  a construction  fore- 
man, called  a surgeon  because  he  had  epigastric  and 
left  hypochondriac  pain  associated  with  moderately 
severe  nausea  and  vomiting,  with  the  attendant 
gaseous  distention.  Three  days  later,  because  of  a 
sudden  drop  in  blood  pressure  and  the  development 
of  a bradycardia  of  58  beats  per  minute,  consulta- 
tion was  asked.  Pulmonary  and  peripheral  edema 
were  present.  Pain,  of  lesser  degree,  still  was  pres- 
ent in  the  epigastrium  and  radiation  of  this  pain  to 
the  left  shoulder  had  developed. 

Electrocardiographic  findings  were  typical  of 
changes  in  the  myocardium  as  manifested  by  in- 
verted T2,  inverted  T3  and  diphasic  T waves  in  lead 
IV  R.  The  ST  segments  were  of  the  active  coronary 
type.  A diagnosis  of  posterior  coronary  thrombosis 
seemed  consistent  with  the  changes  noted  on  the 
electrocardiogram. 

Case  2. — A 49-year-old  man,  on  the  morning  of 
December  22,  1946,  had  been  helping  a neighbor 
mix  cement  when  he  felt  tightness  in  his  throat. 
This  was  followed  by  pain  on  swallowing.  The 
symptoms  disappeared  in  about  thirty  minutes. 
That  afternoon  while  working  under  his  automobile 
in  a rather  strained  and  awkward  position,  he  sud- 
denly became  short  of  breath  and  had  severe  pain 
in  his  throat  which  seemed  to  increase  with  each  act 
of  swallowing.  Nausea  had  developed  without  vomit- 
ing. The  patient  felt  that  vomiting  would  relieve 
his  discomfort.  He  attempted  to  induce  vomiting  by 
exciting  his  gag  reflex  with  his  finger,  but  without 
success.  Serial  electrocardiographic  tracings  have 
shown  changes  consistent  with  a posterior  coronary 
occlusion. 

Case  3.— A 64-year-old  woman  came  to  the  office 
complaining  of  low  retrosternal  distress,  which 
seemed  to  occur  chiefly  when  eating  and  invariably 
produced  a sensation  of  fullness  in  her  chest.  By 
further  questioning  it  was  learned  that  the  patient 
had  a second  type  of  distress.  This  pain  seemed  to 
be  most  often  associated  with  mild  dyspnea  and 
exertion  but  was  located  in  the  same  position  as  the 
pain  which  developed  when  eating. 

Fluoroscopic  examination  of  the  esophagus  re- 
vealed a diverticulum  at  the  level  of  the  junction  of 
the  middle  and  lower  thirds.  Electrocardiographic 
changes  were  significantly  suspicious  of  myocardial 
disease  in  that  the  Q waves  of  leads  II  and  III 
were  prominent,  measuring  2.5  mm.  and  3.0  mm. 
respectively.  The  T waves  of  lead  II  were  diphasic 
and  in  lead  III  they  were  practically  isoelectric.  It 
seems  obvious  that  this  patient  was  suffering  from 
two  distinct  ailments  which  she  was  unable  to  dif- 
ferentiate herself. 

Case  4.- — A 40-year-old  man,  of  the  obese  type, 
was  seen  in  consultation  because  of  his  complaint 
of  epigastric  and  right  hypochondriac  pain.  The 
patient  had  been  awakened  at  3 a.m.  by  nausea 
followed  by  severe  midepigastric  pain  which  later 
was  accompanied  by  pain  in  the  right  hypochon- 
drium.  Previously,  a similar  episode  had  caused  the 
family  physician  to  have  the  patient  admitted  to 
a series  of  gallbladder  roentgenograms.  That  study 
disclosed  the  presence  of  a solitary  gallstone.  The 
family  physician  had  the  patient  hospitalized  and 
surgery  scheduled.  However,  the  patient  showed  an 
increase  in  dyspnea  and  consultation  was  re- 
quested. 
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Electrocardiographic  findings  showed  a high 
take  off  of  the  ST  segments  in  lead  I,  CE2,  CF4, 
and  CF5,  with  beginning  inversion  of  the  T waves 
in  those  leads.  The  surgery  was  cancelled  because 
a diagnosis  of  acute  anterior  coronary  thrombosis 
seemed  consistent  with  the  electrocardiographic 
findings. 

SUMMARY 

This  paper,  including  illustrative  case  his- 
tories, stresses  the  importance  which  should 
be  given  to  the  taking  of  a careful  history. 
By  this  means  contributory  factors  as  well 
as  the  true  nature  of  the  patient’s  disorder 
will  be  found. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Ralph  H.  Homan,  El  Paso:  There  are  four 
special  points  to  emphasize  in  this  paper. 

1.  The  relative  position  of  pain,  which  is  often 
low  substernal  or  high  epigastric,  and  may  fre- 
quently mislead  the  patient  and  the  physician  into 
assuming  that  it  originated  in  the  abdomen.  This 
is  occasioned,  of  course,  by  the  fact  that  the  auto- 
nomic nervous  system  cannot  accurately  localize 
pain  because  there  is  not  a uniformity  of  formation 
of  these  nerves. 

2.  The  nausea  and  vomiting  occurring  in  the 
presence  of  acute  infarction.  This  is  due  in  part  to 
shock  and  in  part  to  the  fact  that  the  vagus  nerve, 
which  assists  in  the  enervation  of  the  heart  muscle 
itself,  also  is  closely  connected  with  the  upper  ab- 
dominal viscera. 

3.  The  duration  of  pain  and  its  direct  relation- 
ship to  exertion  and  emotional  stress.  Allaying  emo- 
tional stress  and  decreasing  nervousness  works  mar- 
velously in  decreasing  pain  due  to  heart  conditions, 
but  does  very  little  good  in  decreasing  pain  when  it 
is  due  to  affection  of  the  abdominal  organs. 

4.  Trial  by  nitroglycerin  as  a preventive  is  im- 
portant, particularly  when  questionable  cases  of 
angina  exist.  However,  I have  seen  cases  of  acute 
gallbladder  conditions  in  which  the  pain  would  be 
markedly  relieved  by  the  dissolution  of  1/200  grain 
of  nitroglycerin  under  the  tongue.  This  follows 
closely  the  fact  that  quite  often  myocardial  attacks 
can  be  brought  on  by  acute  infection  of  the  gall- 
bladder. 

All  physicians  have  seen  cases  illustrating  each  of 
these  points,  and  I believe  that  so  long  as  there  are 
acute  upper  abdominal  and  cardiac  crises,  there  are 
going  to  be  mistakes  in  diagnosis. 


NOTICE  OF  CONTAMINATED  DEXTROSE 
A warning  to  all  physicians  and  hospitals  to  check 
their  stocks  of  Cutter’s  dextrose  and  saline  solution 
bearing  code  number  CM  8164  has  been  issued  by 
the  American  Medical  Association.  At  least  two  and 
possibly  four  deaths  have  occurred  following  ad- 
ministration of  the  Cutter  Laboratories  solution,  and 
at  least  eight  other  serious  reactions  have  been  re- 
ported. It  appears  that  the  solution  has  been  con- 
taminated with  a heavy  growth  of  bacteria  or  mold. 
Several  hundred  one  liter  bottles  with  the  code  num- 
ber mentioned  have  been  unaccounted  for.  If  any  of 
this  code  of  5 per  cent  dextrose  in  saline  is  found, 
the  Food  and  Drug  Administration  has  requested 
that  it  not  be  destroyed  but  that  it  be  reported  to 
the  nearest  Food  and  Drug  Administration  office  so 
that  an  accurate  check  on  the  extent  of  recovery  of 
the  solution  can  be  made. 
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In  1933  Weiss  and  Baker9  described  a 
group  of  patients,  each  of  whom  had  a hyper- 
active carotid  sinus  reflex  and  in  addition 
suffered  from  attacks  of  faintness  or  syncope 
with  or  without  convulsions.  Previous  to  that 
time  the  effects  of  carotid  sinus  stimulation 
were  well  known  and  the  characteristic 
symptoms  resulting  from  pressure  on  a hy- 
persensitive sinus  had  been  noted.  However, 
spontaneous  attacks  due  to  an  abnormally 
hyperactive  reflex  were  not  recognized  be- 
fore the  account  given  by  Weiss  and  Baker. 
So  thorough  was  the  work  by  Weiss  and  his 
co-workers  in  their  original  and  subsequent 
studies1- 10  that  very  little  has  since  been 
added  to  the  fundamental  knowledge  of  the 
subject.  Perhaps  this  accounts  for  the  rela- 
tive paucity  of  papers  which  have  dealt  with 
this,  what  we  consider  important  and  not  un- 
common, symptom  complex. 

Briefly,  the  carotid  sinus  is  the  bulbous 
dilatation  of  the  internal  carotid  artery  at 
the  point  of  its  branching  from  the  common 
carotid  artery.  This  area  is  richly  supplied 
with  sensory  receptors  whose  afferent  fibers 
travel  chiefly  through  the  intercarotid  nerve 
and  thence  by  way  of  the  glossopharyngeal 
nerve  to  reach  the  medullary  centers.  Con- 
nections are  then  made  with  afferent  chan- 
nels which  transmit  impulses  to  other  parts 
of  the  brain,  to  the  heart  by  way  of  the 
vagus,  and  to  the  arterial  tree  through  the 
sympathetic  system.  Respiratory,  gastro- 
intestinal, and  other  peripheral  sensory  and 
motor  effects  may  be  produced  through  the 
reflex,  either  directly  or  indirectly.  The  older 
idea  that  direct  stimulation  of  the  vagus 
caused  these  effects  has,  of  course,  been  ade- 
quately disproved. 

For  inducing  attacks  the  investigator  first 
locates  the  carotid  sinus,  usually  just  below 
the  angle  of  the  jaw.  With  the  head  turned 
somewhat  to  the  other  side  firm  pressure  is 
applied  first  to  one  sinus  and  then  the  other. 
Continuous  electrocardiographic  tracings. are 
recorded  on  our  patients  during  and  for  a few 
seconds  before  and  after  pressure.  Frequent 
blood  pressure  determinations  and  close  ob- 
servation of  the  patient  are  also  made.  Fol- 
lowing recovery  from  the  attack  the  patient 
is  questioned  about  his  experience  and  com- 

From  the  Department  of  Medicine,  Baylor  University  College 
of  Medicine. 

Read  before  the  Section  on  Medicine,  State  Medical  Associa- 
tion of  Texas,  Annual  Session,  Dallas,  May  7,  1947. 


1948 


CAROTID  SINUS  SYNDROME— COPE  ET  AL 


31 


parison  is  made  with  the  spontaneous 
episodes. 

As  have  others,  we  have  considered  the 
term  carotid  sinus  syndrome  as  applying  to 
those  patients  having  spontaneous  attacks  of 
disturbed  consciousness  with  or  without  oth- 
er manifestations  and  whose  attacks  could  be 
reproduced  by  pressure  on  one  or  both 
carotid  sinuses.  We  have  observed  a number 
of  cases  of  a hypersensitive  carotid  sinus  re- 
flex but  which  gave  no  history  of  spontane- 
ous episodes ; such  patients  were  not  includ- 
ed in  the  group  which  form  the  basis  of  this 
discussion.  In  a study  of  115  patients  with  a 
hyperactive  cardioinhibitory  carotid  sinus 


reaction,  Nathanson0  found  only  23  instances 
of  the  carotid  sinus  syndrome.  A distinction 
must  be  made,  therefore,  between  a hyper- 
active reflex  per  se  and  the  clinical  state  that 
is  the  carotid  sinus  syndrome ; the  difference, 
however,  is  probably  a relative  one. 

INCIDENCE 

The  frequency  of  this  syndrome  has  not 
been  determined.  We  feel  strongly  that  it  is 
not  uncommon  and  much  more  prevalent 
than  is  generally  appreciated.  We  have  had 
13  private  cases  within  the  past  two  years. 
Most  of  these  were  seen  in  the  practice  of 
one  of  us ; within  the  same  period  there  were 
discovered  in  general  diagnostic  studies  11 
cases  of  peptic  ulcer,  4 of  diabetes,  3 of  ac- 


tive pulmonary  tuberculosis,  10  of  syphilis, 
and  1 of  pernicious  anemia.  The  condition 
appears  to  be  more  common  in  the  older  age 
group  though  it  has  been  reported  in  the  teen 
age.  The  average  age  of  the  patient  at  onset 
of  the  condition  in  our  series  was  47  years, 
the  youngest  being  22  and  the  oldest  64. 
Eleven  of  the  patients  were  men  and  2 were 
women. 

CLINICAL  MANIFESTATIONS 
Intensity  of  symptoms  during  attacks 
varied  considerably  in  our  series  both  in  in- 
dividual and  different  cases.  Loss  of  con- 
sciousness was  mild  and  transient  to  pro- 


longed and  complete.  At  times  it  could  be  de- 
scribed merely  as  a momentary  weakness  or 
faintness  or  giddiness;  dizziness  was  a term 
often  used  by  the  patient  and  usually  indicat- 
ed a confused  state  rather  than  one  of  vertigo 
or  even  unsteadiness.  In  only  two  or  three  of 
our  cases  did  the  period  of  unconsciousness 
exceed  fifteen  minutes.  In  the  more  severe 
attacks  patients  fell  to  the  floor  or  ground, 
while  in  the  milder  ones  they  either  stagger- 
ed, sat  down,  or  reached  for  support.  Amne- 
sia immediately  surrounding  the  attack  was 
occasionally  noted.  Sphincter  control  was  not 
lost  and  in  only  one  case  on  one  occasion  was 
there  injury  to  the  tongue  and  mouth,  prob- 
ably due  to  trauma  from  falling  to  the 
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Fig.  1.  Summary  of  13  cases  of  carotid  sinus  syndrome. 
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ground.  Convulsions  occurred  in  only  two  in- 
stances (fig.  1) . 

The  induced  attacks  were  in  general 
similar  to  the  spontaneous,  particularly  in 
regard  to  the  disturbances  in  consciousness. 
However,  the  patient  could  often  not  recall 
certain  reactions  occurring  in  the  spontane- 
ous episodes  which  we  produced  by  pressure 
on  one  or  the  other  carotid  sinus.  We  refer 
to  such  manifestations  as  hyperpnea,  twitch- 
ing, numbness  and  tingling  in  the  extremi- 
ties, and  nausea.  We  were  particularly  im- 
pressed with  the  changes  in  respiration  that 
occurred  in  6 patients ; this  consisted  in  a 
heaving  type  of  breathing — deeper,  more 
rapid,  and  somewhat  labored  in  character. 
Muscular  movements  in  the  extremities  were 
always  on  the  contralateral  side  except  in  1 
patient  in  whom  generalized  convulsions  de- 


Fig.  2.  Electrocardiographic  response  when  pressure  is  exert- 
ed on  the  carotid  sinus. 


veloped  with  persistent  pressure  over  the 
carotid  sinus.  Parasthesia  extended  to  both 
sides  in  2 cases.  Changes  in  blood  pressure 
and  heart  rate  will  be  described  under  the 
various  types. 

The  inciting  cause  of  the  spontaneous  at- 
tack was  most  often  obscure.  In  only  6 pa- 
tients were  histories  obtained  which  indicat- 
ed direct  pressure  on  the  carotid  sinus  as  the 
offending  stimulus.  These  included  pressure 
on  the  neck  while  shaving,  looking  upward 
when  wearing  a tight  collar,  and  tensely  hold- 
ing the  head  in  various  positions ; even  in 
these  patients  such  direct  stimulation  was 
not  always  the  cause.  One  man  insisted  that 
the  squatting  position  brought  on  spells ; 
however,  in  the  examining  room  this  could 
not  be  confirmed.  Bending  over  induced  at- 
tacks in  1 patient.  In  several  patients  attacks 
were  more  frequent  during  periods  of  de- 
pression and  emotional  unrest. 


TYPES  OF  SYNDROME 

The  three  classical  types  of  this  syndrome 
are  the  cardiac,  the  vasomotor,  and  the  cer- 
ebral. Three  or  perhaps  four  mechanisms  are 
involved  in  the  production  of  these  different 
types.  Although  the  symptomatology  is  es- 
sentially the  same  in  all,  it  is  important  from 
a therapeutic  standpoint  to  determine  the 
mechanism  in  each  individual  case. 

Cardiac  Type. — In  this  variety  ventricular 
slowing  or  standstill  is  the  cause  of  the  at- 
tack ; cerebral  ischemia  is  produced  and  syn- 
cope results.  The  efferent  impulse  is  carried 
to  the  heart  by  the  vagus;  hence  atropine 
abolishes  the  effect.  Two  of  our  patients  be- 
longed to  this  group.  Others  showed  cardiac 
slowing  of  varying  degree  but  prevention  of 
the  bradycardia  by  atropine  did  not  per- 
ceptibly affect  the  syncope. 

The  electrocardiogram  reveals  several 
types  of  cardiac  response  when  pressure  is 
exerted  on  the  carotid  sinus  (fig.  2).  Simple 
bradycardia,  sinoauricular  block,  partial  or 
complete  auriculoventricular  block,  ventricu- 
lar ectopics,  and  various  abnormalities  in  the 
different  complexes  may  occur.  Short  periods 
of  ventricular  fibrillation  have  been  observ- 
ed. Ventricular  standstill  for  a varying  num- 
ber of  seconds  (up  to  12  seconds  or  even 
longer)  followed  by  a slow  rate  while  pres- 
sure is  maintained  is  a frequent  type  of  re- 
sponse. 

Diagnostically,  atropine  sulfate  was  ad- 
ministered parenterally  to  all  patients  who 
showed  any  marked  degree  of  cardiac  slow- 
ing. The  dose  of  atropine  was  sufficient  to 
induce  physiologic  effects  such  as  dryness  of 
the  mouth  and  tachycardia;  our  minimum 
dose  was  1 mg.  Patients  whose  syncope  was 
abolished  by  atropine  were  considered  to  be- 
long primarily  to  the  cardiac  type  even 
though  fall  in  blood  pressure  or  facial  pallor 
was  not  prevented. 

Vasomotor  (Peripheral  or  Depressor) 
Type. — This  is  the  least  common  of  the  three 
varieties.  Only  1 of  our  cases  belonged  in 
this  category.  The  impulse  originated  in  the 
carotid  sinus  is  carried  to  the  vasomotor 
center  and  thence  by  efferent  sympathetic 
depressor  nerves  to  the  arterioles.  Fall  in 
blood  pressure  (fig.  3)  is  the  outstanding 
response  and  the  resulting  cerebral  ischemia 
produces  syncope.  Pressure  on  the  carotid 
sinus  causes  a prompt  and  marked  fall  in 
blood  pressure  which  rises  rather  quickly 
when  pressure  is  released.  In  our  case  the 
pressure  did  not  always  rise  to  its  previous 
level  even  after  ten  or  fifteen  minutes.  Atro- 
pine does  not  prevent  the  fall  in  pressure 
and  the  ensuing  syncope,  but  epinephrin  and 
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ephedrine  do  nullify  the  effect  of  carotid 
sinus  pressure. 

Cerebral  Type.— This  is  the  most  frequent 
variety  and  the  majority  of  our  cases  be- 
longed to  this  group.  Some  of  these  were 
“pure”  in  type,  that  is,  they  were  unaccom- 
panied by  significant  changes  in  blood  pres- 
sure or  pulse  rate  when  the  carotid  sinus  was 
stimulated.  Just  what  is  the  mechanism  in 
this  variety  is  not  clearly  established. 
Blanching  of  the  face  due  to  contraction  of 
the  superficial  arterioles  is  frequently  but 
not  always  observed  in  these  patients  when 
pressure  is  applied  to  their  sensitive  carotid 
sinus ; flushing  follows  the  pallor.  Weiss  and 
his  associates  first  believed  that  spasm  of 
the  cerebral  arteries,  similar  to  the  spasm 
which  occurs  in  the  skin  vessels,  was  the 
cause.  However,  subsequent  studies  did  not 
substantiate  this  hypothesis  of  cerebral 
ischemia,  and  Weiss  and  his  groups  later 
expressed  the  view  that  the  reflex  involves 
more  direct  action  on  the  areas  concerned 
with  consciousness, 

We  were  impressed,  as  others  have  been, 
with  the  state  of  nervous  imbalance  so  often 
present  in  patients  with  the  cerebral  type  of 
syndrome.  Complaints  of  fatigue,  weakness, 
irritability,  and  the  like  were  common,  and 
attacks  were  more  frequent  during  such 
periods  of  instability.  One  of  our  patients 
had  a marked  lowering  of  his  basal  metabolic 
rate  but  thyroid  administration  was  of  no 
value. 

It  has  been  shown  by  several  investigators 
that  digitalis  has  a sensitizing  effect  on  the 
carotid  sinus  reflex.1-  2-  3-  4-  5-  11  One  of  the 
mechanisms  is  a vagal  effect  with  resulting 
slowing  of  the  heart.  Ferris,  Capps,  and 
Weiss1  have  presented  evidence  that  in  cer- 
tain cases  a sensitization  of  the  cerebral  re- 
flex may  be  the  mechanism  involved ; in  such 
instances  cardiac  standstill  is  not  the  import- 
ant factor.  In  1 of  our  patients  with  the  cer- 
ebral type  (case  4),  digitalis  was  definitely 
of  etiologic  significance ; his  single  spontane- 
ous attack  occurred  during  full  digitalization. 
At  that  time  sensitivity  of  the  carotid  sinus 
reflex  was  marked  but  after  cessation  of 
digitalis  for  a week  or  longer  the  sensitivity 
was  greatly  diminished. 

Mixed  Type. — Most  cases,  except  some  be- 
longing to  the  cerebral  type,  present  evidence 
that  all  three  pathways  are  involved  in  the 
hypersensitive  reflex.  However,  in  all  our 
cases  and  apparently  in  those  previously  re- 
ported, a dominant  link  in  this  triangle  could 
be  demonstrated.  It  is  important,  as  already 
mentioned,  that  such  a differentiation  be 
made.  The  use  of  atropine  and  adrenalin  or 


ephedrine  is  frequently  required  for  this 
determination. 

DIFFERENTIAL  DIAGNOSIS 
Differential  diagnosis  resolves  itself  into 
the  differentiation  of  the  various  types  of 
syncope.  Weiss8  and  Sodeman  and  Engel- 
hardt7  have  thoroughly  reviewed  this  sub- 
ject. The  important  point  in  the  diagnosis  of 
the  carotid  sinus  syndrome  is  to  bear  in 
mind  the  possibility  of  its  presence  and  to 
test  the  sensitivity  of  the  carotid  sinus  reflex 
in  all  cases  of  syncope  in  which  the  etiology 
is  uncertain. 

TREATMENT 

It  is  reassuring  to  most  of  these  patients  to 
be  told  the  nature  of  their  illness  and  that 
the  condition  itself  is  not  serious.  In  certain 
occupations,  attacks  of  syncope  may  be 


Fig.  3.  Chart  showing  the  effect  on  blood  pressure  when  pres- 
sure was  made  on  the  right  carotid  sinus  for  fifteen  seconds, 
case  3.  Blood  pressure  was  not  obtainable  by  the  auscultatory 
method  during  syncope. 

dangerous ; and  patients  should  be  warned  of 
these  hazards  if  they  are  not  already  aware 
of  them.  Sometimes  readjustments  can  be 
made  satisfactorily.  One  of  our  patients,  a 
radio  patrolman  on  the  police  force,  has  ar- 
ranged it  so  that  his  partner  does  all  of  the 
driving,  thus  obviating  one  potential  liability. 
Wearing  loose  collars,  avoiding  certain 
strained  positions  of  the  head  and  neck,  and 
care  in  bending  over  are  important  in  cer- 
tain cases  but  of  little  significance  in  others. 
The  role  of  digitalis  as  a factor  has  been  re- 
ferred to  previously. 

There  are  certain  specific  medical  and 
surgical  measures.  In  the  cardiac  type,  atro- 
pine or  belladonna,  by  paralyzing  the  vagal 
fibers  to  the  heart,  are  often  successful  in 
preventing  attacks;  1 of  our  patients  has 
apparently  been  benefited  by  this  medica- 
tion. In  the  vasomotor  or  depressor  type 
ephedrine  in  regular  doses  may  be  tried.  Sur- 
gical treatment  consists  of  denervation  of 
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one  or  both  carotid  sinuses.  There  are  now 
a number  of  reported  cases  in  which  this 
procedure  has  been  curative.  There  have  also 
been  failures,  possibly  because  of  the  exist- 
ence of  other  unknown  afferent  pathways  in 
the  reflex  chain.  None  of  our  patients  has 
undergone  this  operation ; perhaps  some  of 
them  shall  choose  to  do  so  in  the  future. 

SUMMARY 

A discussion  of  the  carotid  sinus  syndrome 
based  on  a study  of  13  cases  is  presented.  The 
reflex  pathways,  the  incidence,  the  clinical 
manifestations,  the  inciting  causes,  the  dif- 
ferentiatiorf  and  mechanisms  of  the  dominant 
types,  and  the  treatment  are  considered.  The 
frequency  of  the  condition  is  particularly 
emphasized,  for  it  is  our  belief  that  many 
instances  of  this  syndrome  are  still  over- 
looked. 
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Dr.  Cope,  Medical  Arts  Building. 

Dr.  Engelhardt  and  Dr.  Baird,  1216  Main  Street. 

ABSTRACT  OF  DISCUSSION 
Dr.  Merton  M.  Minter,  San  Antonio:  The  symptom 
complex  arising  from  an  over  sensitive  carotid  sinus 
must  be  borne  in  mind  if  we  are  to  satisfy  many 
patients  with  syncope  who  go  from  doctor  to  doctor 
seeking  a reason  for  their  attacks.  As  the  authors 
have  demonstrated  in  finding  so  many  cases  in  a 
short  period  of  time  among  their  patients,  it  is  ob- 
vious that  many  of  us  are  not  following  the  simple 
procedures  necessary  to  determine  quickly  and  rath- 
er definitely  whether  or  not  syncopal  attacks  are 
related  to  a sensitive  carotid  sinus.  I believe  that 
their  contribution  calling  this  to  our  attention  is 
worth  while.  I believe  that  the  treatments  as  out- 
lined by  them  are  probably  as  good  as  any  but  in 
my  own  experience  they  have  not  proved  entirely 
satisfactory.  I have  not  sought  surgery  for  relief 
of  such  patients  and  it  is  possible  that  this  may  be 
the  answer  to  some  of  the  more  serious  attacks. 

Dr.  Paul  J.  Thomas,  Dallas:  This  excellent  pre- 
sentation by  Drs.  Cope,  Engelhardt,  and  Baird,  and 
the  discussion  by  Dr.  Minter  are  so  comprehensive 
there  is  little  left  to  say.  I believe  by  far  the  most 
impressive  feature  of  this  paper  is  the  incidence  in 
the  authors’  practice  of  this  syndrome  as  compared 


to  other  diseases  which  most  of  us  would  expect  to 
be  far  more  common.  If  this  high  incidence  is  not  a 
coincidence,  it  must  mean  that  the  authors  are  un- 
usually alert  in  suspecting  and  testing  for  carotid 
sinus  hyperirritability.  They  have  pointed  out  that 
varying  manifestations  in  dizziness  to  unconscious- 
ness, convulsions,  and  final  death  can  result  from 
this  disorder.  These  symptoms  are  by  no  means  diag- 
nostic of  hyperirritable  carotid  sinus,  and  it  was 
only  by  reproduction  of  these  symptoms  by  carotid 
sinus  stimulation  that  the  diagnosis  was  finally 
made.  Inasmuch  as  the  authors  did  not  have  time 
to  consider  the  differential  diagnosis  in  detail,  I 
would  like  to  point  out  a few  of  the  more  important 
conditions  which  may  cause  similar  manifestations, 
and  in  the  majority  of  which  diagnosis  can  be  made 
by  definite  objective  tests. 

Hypoglycemia  and  epilepsy  should  be  ruled  out 
easily  by  the  history  and  physical  manifestations  at 
the  time  of  attack,  and  the  blood  sugar  or  electro- 
encephalogram. In  the  cardiovascular  system  there 
are  several  disorders  giving  rise  to  similar  symp- 
toms. They  almost  all  have  in  common  cerebral 
ischemia.  Decreased  oxygen  tension  by  virtue  of 
anemia,  high  altitude,  or  displacement  of  oxygen  by 
other  gases  should  be  rather  obvious  if  borne  in 
mind.  Hypertensive  encephalopathy,  of  course,  is 
associated  with  marked  elevation  of  the  blood  pres- 
sure. The  position  of  the  patient  at  the  time  as  well 
as  the  usage  of  the  valsalva  experiment  or  flack 
test  render  the  diagnosis  of  orthostatic  hypotension 
no  great  problem.  Aortic  insufficiency  and  stenosis 
are  both  characterized  by  rather  obvious  murmurs 
and  blood  pressure  findings  as  well  as  other  fea- 
tures. Physical  examination  and  electrocardiogram 
tend  to  confirm  suspicion  of  those  arrhythmias 
which  give  rise  to  the  above  symptomatology.  This 
is  more  apt  to  occur  in  Stokes-Adams  syndrome  and 
transient  tachycardias,  and  atrial  or  ventricular  fi- 
brillation. Finally,  and  most  difficult  to  verify  by 
objective  means,  is  the  left  atrial  ball-valve  throm- 
bus of  the  mitral  stenosis.  To  repeat,  in  almost  all 
these  disorders  the  diagnosis  can  be  made  by  merely 
thinking  of  the  condition  as  the  essayists  have  done, 
and  making  the  appropriate  test. 

Dr.  Smithwick  has  pointed  out,  in  addition  to  the 
fact  that  operations  around  the  neck  are  apt  to 
precipitate  the  carotid  sinus  syndrome,  that  before 
surgical  attempts  to  relieve  this  condition  are  made, 
it  should  be  established  that  novocain  block  of  the 
carotic  plexus  is  effective,  for  if  it  is  not,  it  is  un- 
likely that  surgical  removal  will  aid. 

Dr.  Arthur  Ituskin,  Galveston:  The  subject  of 
carotid  sinus  hypersensitivity  is  intriguing  and  has 
been  well  presented.  This  syndrome  is  found  espe- 
cially in  the  older  age  group,  associated  with  arterio- 
sclerosis and  hypertension.  The  phenomenon  of 
cardiac  slowing  upon  carotid  sinus  pressure  as  shown 
in  the  electrocardiograms  presented  is  much  more 
common  and  usually  asymptomatic.  In  view  of  the 
wide  range  of  possible  symptoms,  some  of  which 
may  be  associated  with  'carotid  sinus  hypersensi- 
tivity, and  others  due  to  cerebral  arteriosclerosis  or 
unrelated  conditions,  therapy  is  difficult  to  evaluate. 
Even  when  cardiac  asystole  and  hypotension  result 
from  sensitivity  of  the  carotid  sinus,  the  use  of  atro- 
pine and  the  ephedrine  group  of  drugs  may  fail  to 
prevent  them  or  to  control  the  symptoms  of  the  pa- 
tient. In  one  recent  case  showing  cardiac  asystole 
for  twenty  seconds  or  more  from  pressure  on  the 
right  carotid  sinus,  dizziness  resulted  from  turning 
the  neck  rapidly  to  the  right,  but  also  occurred  on 
walking.  Drug  therapy  was  ineffectual,  but  the 
symptoms  gradually  subsided  as  the  mental  strain 
(of  the  Texas  City  explosions)  was  relieved.  In  the 
cerebral  form,  emphasized  by  the  authors,  thei’apy 
should  be  even  more  difficult. 
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USES  AND  ABUSES  OF  COAGULATION 

AND  BLEEDING  TIME  PRECEDING 
TONSILLECTOMY 
WALTER  L.  SHEPEARD,  M.  D. 

McALLEN,  TEXAS 

1 have  observed  what  I deem  an  undue 
interest  in  clotting  and  bleeding  times  prior 
to  surgery  on  the  tonsils.  In  addition,  I 
have  seen  much  calcium  used  in  an  attempt 
to  bring  into  control  any  suspected  devia- 
tion from  normal. 

This  interest  seems  to  me  to  be  a vestigial 
remnant  of  yesteryear  and  to  be  out  of  pro- 
portion to  its  value  when  weighed  against 
knowledge  and  teachings  concerning  the 
conditions  in  which  the  clotting  and  bleed- 
ing phenomena  are  apt  to  be  abnormal. 
Even  today,  with  everyday  talk  of  vitamin 
K,  its  ready  availability  and  fairly  economi- 
cal cost,  calcium  is  still  used  in  treating  sus- 
pected deviations  from  normal,  and  this 
seems  to  be  a therapeutic  approach  based 
upon  such  flimsy  scientific  legs  that  one 
wonders  that  it  still  stands  as  an  accepted 
method  of  treatment. 

Realizing  the  wide  use  of  coagulation  and 
bleeding  time  tests  before  tonsillectomy,  I 
wondered  just  how  they  came  into  promi- 
nence. In  W.  M.  Mollison’s  article  on  the  his- 
tory of  tonsillectomy  he  quoted  from  Wise’s 
Review  of  the  History  of  Medicine.  Seem- 
ingly, the  early  Hindus,  in  writing  on  dis- 
eases of  the  palate,  advocated  the  removal 
of  tonsils  by  seizing  them  between  forceps 
and  cutting  them  with  a semicircular  knife, 
recommending  removal  of  only  one-third, 
since  they  feared  that  if  more  were  removed 
“so  much  blood  would  be  discharged  as 
would  destroy  the  individual.”  According  to 
Mollison,  Galen  and  Celus  spoke  of  opera- 
tion on  the  tonsils  in  a manner  to  indicate 
that  it  was  a rather  accepted  procedure. 
The  ancients  undoubtedly  showed  some  won- 
derment and  interest  in  the  coagulation  and 
bleeding  phenomenon. 

Sollmann  indicated  that  Archibald  Pit- 
carin  discovered  the  inhibition  of  coagulation 
of  blood  by  plant  juice  in  1717.  Castiglioni 
gave  W.  M.  Hewson,  a student  of  John 
Hunter,  credit  for  making  the  first  systemic 
studies  on  blood  coagulation  in  1771.  Ap- 
parently Alex  Schmidt  proposed  the  first 
logical  theory  as  to  the  mechanism  of  the 
coagulation  of  blood.  According  to  Soll- 
mann, the  influence  of  calcium  on  coagula- 
tion was  probably  first  recognized  by  Ham- 
marsten  in  1879.  He  and  Howell  both  gave 
credit  to  Arthur  and  Pages  as  the  first  to 
show  its  indispensability  in  1890. 

Read  before  the  Section  on  Clinical  Pathology,  State  Medical 
Association  of  Texas,  Annual  Session.  Dallas.  May  6,  1947. 


In  1891  A.  E.  Wright  first  began  to  write 
on  blood  coagulation,  and  in  1893  published 
his  article  on  a method  of  determining  the 
condition  of  blood  coagulability  for  clinical 
and  experimental  purposes,  reporting  a case 
of  a 5-year-old  boy  with  petechial  hemor- 
rhages, bruising  easily,  prolonged  bleeding, 
and  swelling  of  joints.  He  administered 
calcium  chloride  and  thought  he  had  short- 
ened the  coagulation  time.  However,  in  the 
last  coagulation  time  on  the  patient  reported 
in  the  article  it  was  more  than  one  hour. 
He  and  his  workers  advocated  the  admin- 
istration of  calcium  to  shorten  the  clotting 
time,  and  this  seems  to  be  the  principal 
origin  of  the  general  use  of  calcium  in  de- 
creasing coagulation  time.  Later  it  came  to 
be  known  that  in  hemophiliacs  the  coagula- 
tion is  not  affected  by  the  ingestion  of  cal- 
cium. It  was  Wright  also  who  advocated, 
on  theoretical  basis,  the  use  of  acid-produc- 
ing salts  and  the  withholding  of  milk  in  all 
cases  of  typhoid  fever  and  thrombophlebitis, 
for  fear  that  the  calcium  would  enhance  for- 
mation of  thrombi  and  with  the  hope  that 
the  acid-producing  salts  would  tend  to  pre- 
vent the  coagulation  of  blood. 

In  1909,  Addis  concluded  that  calcium  and 
citric  acid  had  no  marked  effect  upon  the 
coagulation  time.  Sollmann  indicated  that 
Colemann,  Robertson,  Illman,  and  Duncan 
(1907),  Rudolph  (1910),  Dale  and  Laidlaw 
(1912),  and  Hess  (1915)  found  no  marked 
effect  on  the  coagulation  time  following  the 
administration  of  calcium.  Sollmann  attrib- 
uted some  of  the  variable  results  to  varia- 
tions in  technique,  and  cited  the  experiences 
of  Veldon  (1913),  who  found  a varia- 
ble and  short  decrease  in  the  coagulation 
time  following  the  ingestion  of  calcium.  He 
also  found  the  ingestion  of  sodium  chloride 
had  the  same  effect.  Sollmann  concluded 
that  the  effects  are  due  to  an  intestinal  mu- 
cosal response  to  a local  action  of  the  salts 
upon  its  cells.  Digitalis,  adrenalin,  and 
amylnitrite,  as  well  as  most  operative  pro- 
cedures, are  cited  as  shortening  coagulation 
time.  Coagulation  time  has  been  found  to 
vary  considerably  during  various  periods  of 
the  day. 

Duke  apparently  introduced  the  test  for 
bleeding  time  in  1910.  He  found  great  pro- 
longation in  two  classes  of  conditions,  those 
in  which  the  platelets  are  greatly  reduced 
and  those  in  which  the  fibrinogen  content 
of  the  liver  is  extremely  low,  as  in  destruc- 
tive diseases  of  the  liver.  Tocantins  re- 
ported that  the  bleeding  time  may  vary  in 
different  portions  of  the  body,  and  it  changes 
in  the  same  area  from  day  to  day.  Accord- 
ing to  him,  such  variations  have  forced  some 
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research  workers  to  resort  to  the  mean  bleed- 
ing time,  a figure  representing  the  results 
of  at  least  five  determinations  in  different 
portions  of  the  body. 

The  amount  of  calcium  necessary  for  the 
coagulation  of  blood  is  so  small  that  it  is 
inconceivable  for  a calcium  deficiency  ever 
to  be  the  cause  of  a prolonged  coagulation 
time,  since  a calcium  level  low  enough  to 
affect  the  clotting  mechanism  is  incompati- 
ble with  life. 

Running  concurrently  through  the  litera- 
ture are  many  articles  on  the  old  argument 
of  whether  to  do  a tonsillotomy  or  a tonsillec- 
tomy. This*argument  seems  to  hinge  around 
hemorrhage.  There  are  numerous  state- 
ments indicating  that  hemorrhage  is  more 
frequent  in  adults  and  less  frequent  in  chil- 
dren, regardless  of  the  instrument  that  is 
used,  and  indeed  there  has  been  a large  va- 
riety of  instruments  and  methods  introduced 
over  the  years.  Today  coagulation  and  bleed- 
ing times  are  requested  more  frequently  in 
children  preceding  tonsillectomy. 

I was  unable  to  find  who  first  started 
using  coagulation  times  preceding  tonsillec- 
tomy, but  in  the  early  1920’s  there  are  the 
most  articles  on  the  subject.  The  gradual 
decrease  since  that  time  is  probably  the 
result  of  critical  evaluations  with  reference 
to  hemorrhage. 

Baily  concluded  from  a survey  of  356  hos- 
pitals in  1922  that  a family  history  was  of 
more  value  than  coagulation  and  bleeding 
times.  Rainy,  in  1923,  found  calcium  lac- 
tate and  coagulation  times  of  no  value. 
Haster,  in  1924,  found  no  particular  relation 
to  coagulation  time  and  hemorrhage.  Hunt, 
in  1927,  in  the  most  extensive  paper  on  the 
subject  based  upon  a survey  of  300  approved 
hospitals,  found  that  55  per  cent  used  the 
test.  Most  of  those  who  stopped  using  it 
did  so  after  critical  studies.  Hunt  could 
find  no  case  up  to  that  time  in  which  the 
lack  of  these  tests  influenced  any  litigation 
arising  from  the  operation.  Reuter  reported 
40  tonsillectomies  per  month  for  twenty 
years  and  found  the  test  of  no  value.  With 
1 patient  with  an  extremely  prolonged  co- 
agulation time  he  had  no  trouble.  The 
Indianapolis  City  Hospital  had  done  140 
tonsillectomies  per  month  for  six  years  with- 
out a death  from  hemorrhage,  and  eliminated 
the  test  as  a bothersome  procedure.  Adkins, 
in  1935,  stated  it  is  of  no  value  as  a test 
preceding  surgery  on  the  throat.  Ballanger, 
in  his  textbook  on  otolaryngology,  stated 
that  the  clinical  values  of  blood  coagulation 
tests  prior  to  tonsillectomy  are  doubtful. 
Mason,  in  his  book  on  preoperative  and  post- 
operative treatment,  questioned  the  value  of 


the  test  and  stated  that  a prolonged  bleed- 
ing time  is  not  always  a contraindication  for 
operation  on  tonsils.  Lederer  also  indicated 
his  doubt  of  the  value  of  the  test. 

I have  had  occasion  to  look  at  a number 
of  hospital  charts  in  which  coagulation  and 
bleeding  times  were  requested  and  in  which 
operation  was  postponed  because  of  a slightly 
prolonged  coagulation  time,  yet  these  charts 
showed  no  record  of  the  patient  being  asked 
about  hemorrhage  following  previous  opera- 
tions or  anything  pertaining  to  the  possi- 
bility of  a blood  dyscrasia.  Often  no  other 
blood  work  was  done  at  all.  Hemorrhage 
following  the  extraction  of  teeth  is  as  in- 
tractable as  hemorrhage  from  any  other 
operative  procedure  when  there  is  a vascular 
or  blood  dyscrasia  which  enhances  the  ten- 
dency to  bleed  or  exhibits  a defect  in  the 
clotting  mechanism.  There  is  not  the  same 
degree  of  interest  in  coagulation  and  bleed- 
ing times  preceding  this  operation,  yet  den- 
tists apparently  do  not  run  into  any  more 
difficulties  from  a lack  of  this  test  than  do 
those  who  do  tonsillectomies  with  benefit  of 
coagulation  and  bleeding  time  procedures. 

Not  infrequently  patients  will  state  that 
they  are  bleeders.  This  is  not  an  unusal 
belief,  yet  they  are  seldom  true  hemophiliacs 
since  hemophilia  is  indeed  a rare  condition. 
An  adequate  history  will  often  elicit  the  in- 
formation that  when  they  cut  themselves 
while  shaving  or  have  other  minor  cuts  they 
do  not  bleed  for  hours.  A prolonged  bleed- 
ing and  coagulation  time  is  found  in  a num- 
ber of  conditions  in  which  a routine  blood 
count  or  other  studies  will  give  as  much 
information. 

Hemorrhage  following  tonsillectomy  is 
usually  traumatic  in  origin  or  the  result  of 
trauma,  such  as  complicating  infection,  and 
rarely  has  as  a cause  an  underlying  condi- 
tion demonstrated  by  an  increased  tendency 
to  hemorrhage. 

Studies  in  the  causes  of  post-tonsillectomv 
hemorrhages  almost  invariably  show  that 
they  occur  in  the  region  of  the  entrance  of 
the  five  major  vessels  into  the  tonsils. 
Hemorrhages  occurring  after  the  operation, 
in  which  the  coagulation  and  bleeding  time 
would  be  of  benefit,  are  largely  capillary 
and  would  be  likely  to  follow  any  operative 
procedure.  The  factors  which  give  an  in- 
creased tendency  to  hemorrhage  are  (1) 
diminished  amount  of  fibrinogen;  (2)  de- 
ficiency of  prothrombin;  (3)  deficiency  in 
thromboplastin;  (4)  excess  of  antithrombin  ; 
(5)  deficiency  of  blood  platelets  or  their 
progenitors;  and  (6)  capillary  hyperper- 
meability. 

Diminished  amount  of  fibrogen  will  occur 


1948 


BLEEDING  TIME  IN  TONSILLECTOMY— SHEPEARD 


87 


in  almost  any  severe  disease  of  the  liver,  also 
in  pseudohemophilia.  The  clotting  time  may 
be  normal  but  the  clot  soft  and  nonadherent. 
Deficiency  of  prothrombin  is  usually  related 
to  vitamin  K disturbances  and  may  be  due 
to  an  insufficient  intake  or  an  insufficient 
absorption  because  of  diarrhea  or  other  in- 
testinal disturbance  or  a decreased  hepatic 
function.  Deficiency  in  thromboplastin  may 
underlie  true  hemophilia.  Thromboplastin 
is  derived  from  tissue  cells  and  platelets, 
and  is  present  in  small  amounts  in  plasma. 
Excess  of  antithrombin  may  occur  in  sep- 
ticemia, pneumonia,  miliary  tuberculosis, 
anaphylactoid  purpuras,  and  in  certain  other 
poisons.  Deficiency  in  blood  platelets,  from 
which  a portion  of  thromboplastin  and  other 
substance  affecting  the  coagulation  of  blood 
and  bleeding  times  is  derived,  occurs  in  many 
severe  diseases  of  the  bone  marrow  and  in 
some  of  the  purpuras.  Capillary  hyperper- 
meability may  be  due  to  the  purpuras,  ex- 
tensive tuberculosis,  cardiorenal  disease, 
glandular  disturbances,  and  in  intoxications 
from  mineral  and  benzene  ring  compounds. 

It  would  seem  from  the  above  that  an 
adequate  history  and  physical  examination, 
and  possibly  a white  and  differential  blood 
count  with  sedimentation  rate,  would  be  the 
first  steps  to  take  in  preparing  a patient  for 
tonsillectomy  when  there  is  some  doubt  as 
to  his  being  hematologically  normal.  If  a 
coagulation  and  bleeding  time  test  seems 
indicated,  a complete  hematologic  study  is 
definitely  indicated  from  the  standpoint  of 
capillary  fragility,  clot  retraction  time,  plate- 
let count,  prothrombin  time,  as  well  as  per- 
haps more  than  one  coagulation  and  bleeding 
time  test  if  the  hematologic  findings  are 
questionable. 

Wintrobe  and  Kolmer  both  made  the  state- 
ment that  a determination  of  coagulation 
time,  no  matter  how  accurate,  is  of  limited 
clinical  value,  not  only  because  it  fails  to 
distinguish  between  the  various  factors  that 
may  be  responsible  for  delayed  coagulation, 
but  because  these  are  present  in  such  excess 
that  any  one  of  them  must  be  greatly  reduced 
before  coagulation  is  affected.  Therefore, 
it  is  not  an  accurate  screening  test  and 
should  never  be  used  alone.  When  it  and 
the  bleeding  time  are  the  only  tests  used 
before  a tonsillectomy,  it  constitutes,  an 
expenditure  of  money  and  effort  in  a direc- 
tion that  has  the  least  chance  of  returning 
worth-while  information ; therefore,  a max- 
imal expenditure  for  a minimal  return. 

In  conclusion,  it  has  been  said,  I believe 
by  Osier,  that  we  cannot  overstate  our  debt 
to  the  past,  but  the  moment  or  present  must 
always  stand  in  the  clear  sun  at  high  noon. 


In  the  orderly  evaluation  of  our  natures  the 
old  and  the  new  are  never  disassociated. 
Habits,  custom,  opinions,  and  beliefs  influ- 
ence us  out  of  the  past,  sometimes  helpfully, 
at  other  times  hurtfully.  Now  the  sole 
term  on  which  the  past  can  become  ours  is 
its  subordination  to  the  present.  Medicine 
is  no  exception  to  this  philosophy,  and  old 
concepts  must  be  re-analyzed  with  critical 
and  exacting  methods,  not  just  accepted  be- 
cause of  custom  or  legal  implication  if  the 
facts  are  not  borne  out  by  experience  crit- 
ically analyzed  by  statistics. 

REFERENCES 

1.  Adkins,  G.  E. : Value  of  Blood  Coagulation,  New  Orleans 
M.  & S.  J.  88:287-288  (Oct.)  1935. 

2.  Baily,  F.  W.  : Control  of  Hemorrhage  in  Tonsil  Opera- 
tion, J.  Iowa  M.  Soc.  12:222-224  (June)  1922. 

3.  Castiglioni,  A.  : History  of  Medicine,  New  York,  Alfred  A. 
Knopf,  Inc.,  1941. 

4.  Duke,  W.  W. : Relation  of  Blood  Platelets  to  Hemorrhagic 
Disease,  J.A.M.A.  55:1185-1192  (Oct.  1)  1910. 

5.  Harter,  J.  H. : Relation  of  Prolonged  Coagulation  Time  to 
Hemorrhage  from  Tonsillectomy,  Northwest  Med.  23:516-518 
(Nov.)  1924. 

6.  Howell,  W.  H. : Textbook  of  Physiology,  ed.  11,  Philadel- 
phia, W.  B.  Saunders  Co.,  1930. 

7.  Hunt,  W.  M. : Coagulation  Time  Prior  to  Tonsillectomy, 
Ann.  OtoL,  Rhin.  & Laryng.  36:187-200  (March)  1927. 

8.  Mason,  R.  L.  : Preoperative  and  Postoperative  Treatment, 
Philadelphia,  W.  B.  Saunders  Co.,  1937. 

9.  Mollison,  W.  M. : Work  of  Samuel  Sharp  and  His  Prede- 
cessors on  Functions  and  Surgery  of  Tonsils,  Guy’s  Hosp.  Rep. 
78:93-103  (Jan.)  1928. 

10.  Sollmann,  T. : Manual  of  Pharmacology,  ed.  6,  Philadel- 
phia, W.  B.  Saunders  Co.,  1942. 

11.  Tocantins,  L.  M. : Tests  for  Hemostatic  Function  in  Pa- 
tients with  Abnormal  Bleeding,  M.  Clin.  North  America 
30:1361-1375  (Nov.)  1946. 

12.  Wintrobe,  M.  M. : Clinical  Hematology,  ed.  2,  Philadel- 
phia, Lea  & Febiger  Co.,  1946. 

13.  Wright,  A.  E. : On  a Method  of  Determining  Condition  of 
Blood  Coagulency  for  Clinical  and  Experimental  Purposes,  Brit. 
M.  J.  2:223-225,  1893. 

ABSTRACT  OF  DISCUSSION 

Dr.  A.  B.  Cairns,  Dallas:  It  is  well  to  pause  and 
make  a critical  inspection  and  evaluation  of  pro- 
cedures which  have  long  been  taken  for  granted.  We 
do  this  too  infrequently  in  medicine. 

Obviously  the  reason  for  preoperative  clotting 
time  and  bleeding  time  determinations  has  been  to 
prevent  postoperative  hemorrhage.  Since  most  of 
those  who  perform  tonsillectomies  agree  that  _ the 
cause  of  such  hemorrhages  is  usually  mechanical, 
it  is  a waste  of  effort  and  money  to  do  these  tests 
where  a careful  history  precludes  the  existence  of 
one  of  the  blood  dyscrasias.  As  Dr.  Shepeard  has 
stated,  if  such  a dyscrasia  is  suspected  after  a care- 
ful history  and  physical  examination,  coagulation 
and  bleeding  times  only  are  certainly  not  adequate. 

Dr.  Harbert  Davenport,  Jr.,  Houston:  Dr.  Shepeard 
has  ' presented  a problem  which  should  be  given 
common-sense  evaluation  by  everyone  concerned, 
including  surgeons.  Indirect  questioning  of  the 
patient  or  the  parents  is  worth  considerably  more 
than  coagulation  and  bleeding  time  procedures. 
More  valuable  information  can  be  obtained  from  the 
results  of  a urinalysis,  complete  blood  count,  _ and 
a serologic  test  for  syphilis.  The  blood  specimen 
for  the  serologic  test  may  be  observed  and  more 
information  can  be  obtained  in  regard  to  the  coagu- 
lating qualities  of  the  blood  than  from  the  usual 
coagulation  time  tests. 


Although  a mere  2 per  cent  of  the  nation’s  doctors 
are  qualified  psychiatrists,  60  per  cent  of  the  Vet- 
erans Administration  medical  load  consists  of  pa- 
tients requiring  psychiatric  care. 
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EPISTAXIS 

B.  PALMER  WOODSON,  M.  D. 

AUSTIN,  TEXAS 

Nasal  hemorrhage  is  usually  distressing 
and  terrifying  to  the  patient  as  he  not  only 
has  the  fear  of  bleeding  to  death,  but  also 
that  of  suffocating  due  to  the  accumulation 
of  blood  in  the  air  passages. 

Bleeding  from  the  nose  may  be  caused  by 
disturbances  in  Kiesselbach’s  area  where  95 
per  cent  of  spontaneous  hemorrhages  from 
the  nose  originate.  The  hemorrhages  are 
caused  by  distended  veins  within  this  area  of 
the  cartilaginous  nasal  septum,  which  are 
superficial  and  of  such  vulnerability  that  the 
slightest  disturbance  such  as  coughing, 
sneezing,  blowing,  or  bending  the  nose  is  all 
that  is  necessary  to  rupture  the  dilated  ves- 
sels. The  walls  of  these  veins  are  adherent  to 
the  surrounding  cartilage;  hence,  they  can- 
not retract,  but  gape  open  when  injured  and 
bleed  profusely  from  a small  lesion. 

The  anterior  portion  of  the  nose  is  exposed 
more  to  traumatic  insults  than  any  other  por- 
tion, especially  cleansing  with  a handker- 
chief and  picking  with  fingernail  which  in- 
jures the  superficial  dilated  veins  and  causes 
a hemorrhage  outward. 

Malignant  and  benign  neoplasms  are  not 
frequently  seen  in  the  nasal  cavities,  but 
when  present  they  usually  hemorrhage  pro- 
fusely, requiring  ligation  of  the  carotid  or 
the  ethmoidal  arteries  to  control  the  bleed- 
ing. 

Nasal  hemorrhage  induced  by  vascular 
changes  is  a frequent  symptom  observed  in 
hemophilia,  scurvy,  arteriosclerosis,  kidney 
disease,  the  anemias,  the  infectious  diseases, 
phosphorus  poisoning,  acute  yellow  atrophy 
of  the  liver,  and  vicarious  menstruation. 

In  all  cases  of  epistaxis  Kiesselbach’s 
area  should  be  carefully  inspected  first.  The 
thumb  may  be  used  to  raise  the  tip  of  the 
nose,  or  the  nostril  may  be  spread  with  a 
small  nasal  speculum  to  expose  the  area.  If 
the  patient  is  seen  after  the  hemorrhage,  the 
dilated  vessels  of  the  septum  with  the  red 
and  white  dots  on  the  mucosa  will  be  an  aid 
in  locating  the  bleeding  area.  The  bleeding 
may  be  controlled  with  cold  cotton  or  gauze 
compresses  pressing  the  alares  or  the  lower 
lateral  cartilages  against  the  anterior  por- 
tion of  septum  with  the  thumb  and  index 
finger  of  the  right  hand.  The  head  should  be 
lower  than  the  chest  and  the  mouth  open ; the 
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patient  may  sit  in  a chair  or  lie  on  the  ab- 
domen with  head  extended  over  the  side  of 
the  bed.  In  this  position  the  blood  accumu- 
lates in  the  nose  and  the  patient  does  not 
have  the  fear  of  suffocating,  can  breathe 
comfortably  through  the  mouth,  and  can  also 
swallow.  The  bleeding  point  is  located  under 
direct  vision  and  should  be  cauterized,  pre- 
ferably with  chromic  acid.  A silver  probe  is 
heated  over  the  burner  and  dipped  in  the 
chromic  crystals.  Some  of  these  will  adhere 
and  when  heated  over  the  flame  will  melt 
and  form  a bead  at  the  end  of  the  probe. 
When  the  chromic  bead  touches  the  bleeding 
vessel,  it  coagulates  the  blood,  forming  a 
light  yellow  scab.  The  excess  chromic  acid  is 
washed  off  with  water  or  neutralized  with 
sodium  bicarbonate  solution  on  a cotton 
swab. 

Most  cases  of  nasal  hemorrhage  can  be 
controlled  in  this  way,  but  this  method  some- 
times fails  since  the  bleeding  originates  in 
the  back  of  the  nose.  The  bleeding  may  be 
slowed  by  temporarily  placing  cocaine  5 per 
cent  and  adrenalin  moistened  gauze  packs  in 
the  nose.  When  the  gauze  packs  are  removed, 
topical  thrombin  may  be  sprayed  or  dropped 
with  a 22  gauge  spinal  needle  to  the  bleeding 
points  which  are  seen  as  raised  red  and  white 
dots  on  the  mucosa.  When  the  hemorrhage  is 
brisk,  it  is  best  to  pack  the  nose  with  strips 
of  gelfoam  moistened  with  thrombin,  begin- 
ning on  the  floor,  so  that  one  end  reaches  the 
posterior  naris  and  the  other  the  vestibule. 
The  gelfoam  or  oyxcel  (sterile  absorbable 
oxidized  cellulose)  packs  may  be  left  in 
the  nose  several  days  without  risk  of  trau- 
matizing or  injuring  the  membranes.  The 
anterior  opening  may  be  sufficiently  packed, 
but  there  is  oozing  through  the  posterior  op- 
ening which  is  usually  controlled  by  insert- 
ing a postnasal  pack.  A size  ten,  soft,  rubber 
catheter  is  passed  through  the  nose  and  the 
end  grasped  with  curved  artery  forceps  in 
the  pharynx  and  brought  out  through  the 
mouth.  A string  is  tied  to  the  end  of  the 
catheter,  which  is  withdrawn  through  the 
nose,  pulling  the  string  with  it.  Three  strings 
are  tied  about  the  center  of  a roll  of  iodoform 
gauze  the  size  of  the  distal  phalanx  of  the 
thumb.  The  two  lateral  strings  are  fastened 
to  the  string  hanging  out  of  the  patient’s 
mouth  and  the  strings  are  then  drawn  out 
through  the  nose  from  behind  forward  by 
pulling  firmly  on  these  two  strings  and  guid- 
ing with  a finger  in  the  throat.  The  iodoform 
pack  is  thus  drawn  into  the  nasopharynx. 
The  third  string,  which  is  in  the  center,  fol- 
lows the  iodoform  pack  and  hangs  out  of  the 
mouth.  It  is  only  for  convenience  in  removing 
the  postnasal  pack.  The  strings  are  separated 
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at  the  anterior  nares  and  the  nose  is  packed 
with  narrow  strips  of  gelfoam.  The  strings 
are  then  brought  over  the  packing  and  firm- 
ly tied.  The  packing  may  be  left  in  the  nose 
at  least  a week  if  it  is  placed  so  that  it  does 
not  interfere  with  the  eustachian  tube. 

The  nasal  hemorrhage  may  occasionally  be 
so  severe  as  to  require  ligation  of  the  external 
carotid  or  the  ethmoidal  arteries.  The  source 
of  bleeding  must  be  determined  before  any 
vessel  is  ligated.  Hemorrhage  from  above  the 
middle  turbinate  indicates  that  the  ethmoidal 
arteries  have  been  ruptured ; the  sphenopala- 
tine and  facial  arteries  are  responsible  for 
bleeding  below  the  middle  turbinates.  If 
bleeding  is  profuse,  the  source  may  be  de- 
termined by  observing  the  effect  of  packing 
different  regions  in  the  nasal  cavities.  Digital 
pressure  on  the  common  carotid  artery  should 
arrest  bleeding  from  the  sphenopalatine  ar- 
tery ; if  the  flow  is  not  lessened  by  pressure, 
the  hemorrhage  originates  from  the  eth- 
moidal vessels. 

The  largest  source  of  blood  supply  to  the 
nose  is  the  sphenopalatine  artery,  which  is  a 
branch  of  the  external  carotid  artery.  Nasal 
hemorrhage  resulting  from  injury  to  the 
sphenopalatine  or  facial  arteries  is  treated 
by  ligation  of  the  external  carotid  artery  un- 
der local  anesthesia.  A 3 inch  incision  is  made 
along  the  anterior  border  of  the  sternomas- 
toid  muscle  beginning  about  .5  inch  below 
the  tip  of  the  mastoid  process.  The  sterno- 
mastoid  muscle  is  retracted  and  the  carotid 
sheath  incised.  The  vessels  and  nerve  are 
then  separated.  The  bifurcation  of  the  com- 
mon carotid  artery  is  usually  on  a level  with 
the  upper  border  of  the  thyroid  cartilage. 
The  connective  tissue  and  the  sympathetic 
nerve  plexus  are  separated  in  the  area  of  the 
superior  thyroid  and  lingual  arteries,  then 
with  forceps,  a large  black  silk  suture  is 
passed  from  within  out  under  the  external 
carotid  just  below  the  lingual  artery  and  tied. 
The  larger  the  silk  suture  used  to  ligate,  the 
less  danger  there  is  of  the  suture  severing 
the  artery  after  the  incision  is  closed.  It  is 
not  at  all  infrequent  that  the  plexus  of  sym- 
pathetic nerves  in  this  area  are  traumatized, 
a condition  which  results  in  disturbance  of 
circulation  and  respiration. 

The  anterior  and  posterior  ethmoidal  ar- 
teries, which  are  branches  of  the  ophthalmic 
artery  arising  from  the  internal  carotid,  also 
contribute  to  the  arterial  system  which  sup- 
plies the  interior  of  the  nose.  Because  of  the 
efficient  communication  of  the  circle  of 
Willis,  ligation  of  the  internal  carotid  artery 
will  not  control  bleeding  from  the  ethmoidal 
arteries,  and  the  operation  is  not  warranted 
simply  to  lessen  flow  of  blood. 


Ligation  of  the  ethmoidal  arteries  is  a 
simple  procedure  and  is  accomplished  under 
local  anesthesia.  Through  a 1.5  inch  curved 
incision  placed  medial  to  the  inner  canthus, 
the  periosteum  is  incised  and  elevated  from 
above,  downward,  and  backward  to  a depth 
of  about  1.5  inches  from  the  bridge  of  the 
nose.  The  vessels  are  observed  passing  in  the 
connective  tissue  to  the  foramen  in  the  suture 
line  between  the  frontal  and  ethmoid  bones 
along  the  inner  wall  of  the  orbit.  A malleable 
retractor  is  placed  beneath  the  periosteum 
and  the  orbital  contents  are  pushed  gently 
outward  and  downward.  The  anterior  branch 
of  the  artery  is  ligated  with  a large  silk  su- 
ture and  the  posterior  vessel  may  be  coagu- 
lated with  a high-frequency  diathermy  cur- 
rent. 

It  is  always  advisable  for  the  patient  to 
have  a thorough  physical  investigation  by 
a competent  internist  with  special  attention 
to  the  cardiorenal  system.  If  there  is  a sec- 
ondary anemia,  transfusions  of  250  cc.  should 
be  given  every  other  day  supplemented  with 
vitamin  K,  2 mg.,  three  times  a day. 

CONCLUSION 

The  causes  of  epistaxis  are  legion.  The 
object  of  all  treatment  is  directed  toward  im- 
mediate relief  of  the  bleeding.  Topical  throm- 
bin is  exceedingly  valuable,  especially  when 
the  origin  of  the  bleeding  is  in  the  anterior 
portion  of  the  nose. 

In  cases  of  severe  hemorrhage  an  accurate 
diagnosis  should  be  made  before  ligating  ves- 
sels— the  external  carotid  or  ethmoidal  ar- 
teries. Spontaneous  hemorrhages  are  easily 
controlled ; however,  frequent  nose  bleed  war- 
rants a thorough  physical  investigation. 
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ABSTRACT  OF  DISCUSSION 
Dr.  James  W.  Ward,  Greenville:  There  is  little  I 
care  to  add  to  Dr.  Woodson’s  excellent  paper.  Some 
of  his  points  might  bear  reemphasis. 

When  a nose  bleed  presents,  it  is  of  first  interest 
to  locate  the  point  of  bleeding  if  possible,  keeping 
in  mind  that  about  90  per  cent  of  nasal  bleeding  is 
from  the  anterior  portion  of  the  nasal  septum.  It  is 
also  important  to  determine  whether  bleeding  is 
caused  from  a local  or  from  a general  condition.  An 
adequate  case  history  is  always  important. 

As  Dr.  Woodson  suggested,  most  nose  bleed  can 
be  controlled  by  cauterization  with  chromic  acid 
when  the  bleeding  point  is  located.  An  application  of 
50  per  cent  silver  nitrate  solution  or  an  electric 
cautery  is  also  effective.  When  the  bleeding  point 
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cannot  be  located,  packing  posteriorly  and  anteriorly 
usually  checks  bleeding. 

If  neither  cautery  nor  packing  brings  satisfactory 
results,  the  physician  may  resort  to  the  use  of  .25 
grain  morphine  intravenously,  koagamin  given  in- 
travenously and  intramuscularly,  10  to  20  cc.  of 
the  patient’s  blood  or  10  to  20  cc.  of  warm  whole 
blood  from  a donor  given  in  the  gluteal  muscle,  or 
small  transfusions  of  typed  blood. 

If  the  history  reveals  that  the  patient  has  any 
liver  trouble  or  has  been  taking  acetylsalicylic  acid 
or  salicylates,  vitamin  K in  10  mg.  doses  given  intra- 
venously and  intramuscularly  is  indicated. 

If  bleeding  continues  after  all  these  aids  have 
been  tried,  ligation  as  outlined  by  Dr.  Woodson  must 
be  resorted  to. 

In  such  cases,  I would  like  to  emphasize  the  neces- 
sity of  keeping  in  mind  that  the  blood  supply  of  the 
nose  is  from  the  external  carotid  ai'tery,  the  only 
exception  being  the  upper  part  of  the  nose,  which 
is  supplied  by  the  anterior  and  posterior  ethmoid 
branches  of  the  ophthalmic  artery,  which  in  turn 
arises  from  the  internal  carotid  artery. 

Dr.  G.  H.  Wood,  Big  Spring:  Dr.  Woodson  has 
given  an  interesting  paper  on  a condition  that  is 
usually  disagreeable  to  treat.  A persistent  and  freely 
bleeding  nose  case  can  spoil  a day  quicker  than  any 
other  type  of  patient.  For  that  reason,  I never  rush 
to  see  a case  of  epistaxis.  If  enough  time  has  elapsed, 
about  80  per  cent  of  them  will  check  themselves. 
The  other  20  per  cent  can  cause  more  dirty  linen, 
waste  of  adrenalin,  cocaine,  and  so  forth  than  should 
be  used  on  10  patients.  Chromic  acid,  silver  nitrate, 
the  coagulating  current,  Monsel’s  solution,  and  vari- 
ous other  coagulants  are  used  with  equal  success  in 
the  majority  of  cases.  Any  bleeding  vessel  that  can 
be  seen  will  respond  satisfactorily  to  one  of  the  above 
coagulants.  The  real  problem,  as  Dr.  Woodson  has 
discussed,  lies  with  the  inaccessible  vessels.  If  such 
a vessel  can  be  ligated  or  sufficient  pressure  ex- 
erted by  nasal  packs,  the  hemorrhage  can  be  check- 
ed. If  a high  septal  deflection  is  present  on  the  side 
that  has  a bleeding  ethmoidal  artery,  a submucous 
I'esection  with  a tight  pack  for  forty-eight  hours 
will  usually  suffice. 

The  most  interesting  nose  bleed  I have  ever  seen 
occurred  in  a chronically  infected  antrum.  Repeated 
nose  bleed  occurred  every  other  night.  After  six 
such  attacks  the  patient  consented  to  a Caldwell-Luc 
procedure  with  complete  cessation  of  his  hemorrhage. 

Dr.  Wallace  B.  Wilkinson,  Dallas:  Every  paper  I 
hear  concerning  nose  bleed  comprises  mainly  a com- 
plete description  of  the  technique  of  packing  a nose 
in  order  to  stop  the  hemorrhage.  It  is  my  plea  that 
these  nasal  hemorrhages  be  stopped  without  pack- 
ing the  nose.  I agree  with  Dr.  Woodson  that  90  per 
cent  of  nasal  hemorrhages  come  from  the  anterior 
part  of  the  septum.  Certainly  there  is  no  reason  to 
pack  a nose  in  these  cases.  A little  local  anesthetic 
with  adrenalin  will  temporarily  stop  the  bleeding. 
Then  the  bleeding  spot  can  be  destroyed  with  light 
cauterization  with  the  actual  cautery. 

In  my  experience  another  6 to  8 per  cent  of  nasal 
hemorrhage  comes  from  beneath  the  middle  or 
posterior  third  of  the  lower  turbinate.  These  are 
difficult  cases  but  with  patience  it  is  possible  by 
using  a small  suction  tip  carefully  to  follow  back 
the  bleeding  until  the  area  is  found  from  which  the 
hemorrhage  comes.  Again  a small  actual  cautery 
can  be  inserted  beneath  the  turbinate  and  the  area 
of  bleeding  can  be  cauterized  without  causing  dam- 
age to  the  nose. 

I have  found  it  necessary  only  once  in  my  ex- 
perience of  twenty  years  to  pack  a nose  and  I see 
no  reason  why  my  share  of  severe  nose  bleeds 
should  not  have  come  my  way. 


SPECIAL  DIAGNOSTIC  PROCEDURES 
IN  CARDIAC  EVALUATION 
CARL  F.  SHAFFER,  M.  D. 

HOUSTON,  TEXAS 

A diagnostic  problem  is  usually  solved  by 
a complete  history  and  physical  examina- 
tion. Special  diagnostic  procedures  are  in- 
dicated for  persons  with  heart  disease. 

ELECTROCARDIOGRAPHY 

Electrocardiography  is  the  most  important 
of  these  and  is  valuable  in  two  general  types 
of  abnormalities.  The  first  is  the  mechanism 
of  initiation  and  conduction  of  the  cardiac 
impulse,  and  the  second  is  the  method  of  in- 
scription of  the  ventricular  complexes.  The 
former  is  concerned  with  disturbances  of 
rate  and  rhythm,  usually  recognized  by  phy- 
sical examination.  The  latter  is  concerned 
with  disturbances  of  the  neuromusculature 
and  includes  intraventricular  conduction  de- 
fects, ventricular  hypertrophy,  and  coronary 
artery  disease. 

An  intraventricular  conduction  defect  may 
be  suspected  from  physical  examination,  but 
it  requires  an  electrocardiogram  to  establish 
the  diagnosis.  Ventricular  hypertrophy  can 
usually  be  diagnosed  from  physical  examina- 
tion. The  position  of  the  heart  within  the 
thorax  has  a direct  effect  on  the  electrical 
axis,  and  consequently  multiple  precordial 
leads  should  be  used  as  an  aid  in  establishing 
the  presence  of  individual  ventricular  hyper- 
trophy. 

In  left  ventricular  hypertrophy  the  R 
waves  are  relatively  larger  and  occur  later 
in  the  QRS  cycle  over  the  left  side  of  the  pre- 
cordium.  In  right  ventricular  hypertrophy 
there  is  an  opposite  record. 

The  anginal  syndrome  of  coronary  arterio- 
sclerosis can  usually  be  diagnosed  from  the 
patient’s  history.  The  physical  examination 
and  electrocardiogram  are  normal  in  from 
one-third  to  one-half  of  these  patients.  When 
these  are  equivocal  the  Master  “two-step” 
test  may  be  used  to  ascertain  the  state  of  the 
coronary  circulation.  Electrocardiographic 
alterations  frequently  occur  after  exercise 
if  coronary  insufficiency  exists.  The  exer- 
cise must  be  standardized  for  age  and  weight 
because  changes  occur  in  normal  persons 
with  excessive  exercise. 

Myocardial  infarction  can  also  usually  be 
diagnosed  from  the  history,  physical  ex- 
amination, and  certain  alterations  in  the 
standard  electrocardiogram.  When  these  are 
equivocal,  multiple  precordial  leads  often  re- 
veal the  lesion  in  the  myocardium.  Infarcted 
muscle  is  not  capable  of  a normal  electrical 
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response.  Therefore  the  R wave  is  small 
and  the  QRS  complex  usually  bizarre  over 
an  incomplete  infarct,  and  the  R wave  ab- 
sent over  a complete  infarct  extending  from 
the  endocardial  to  epicardial  surface.  Mul- 
tiple precordial  leads  are  of  greater  value  in 
the  diagnosis  of  an  anterior  myocardial  in- 
farct than  of  a posterior  infarct.  In  the  lat- 
ter, the  R wave  is  usually  not  abnormal,  but 
the  ST  segment  is  depressed,  and  the  T wave 
elevated.  This  is  opposite  in  type  to  those 
observed  in  an  anterior  infarct. 

ROENTGENOGRAPHY 

Roentgenography  is  of  next  importance. 
Fluoroscopic  examination  reveals  the  shape 
and  pulsations  of  the  heart  and  their  relation 
to  adjacent  structures.  A teleroentgenogram 
measures  the  transverse  cardiac  diameter. 
Using  prediction  formulas,  the  estimation 
of  heart  size  enables  distinction  between  the 
obviously  normal  and  the  enlarged  heart.  A 
teleroentgenogram  does  not  significantly  add 
to  information  obtained  by  the  fluoroscope. 
Its  value  is  in  comparison  of  serial  records, 
provided  there  is  due  consideration  of  tech- 
nical factors,  such  as  the  height  of  the  dia- 
phragm, the  weight,  and  the  position  of  the 
patient.  The  range  of  measurement  in  health 
is  so  great  that  enlargement  of  the  heart 
may  exist  and  the  recorded  measurement  be 
within  normal  range. 

Systolic  murmurs  at  the  apex  of  the  heart, 
when  of  mild  intensity,  often  cannot  be 
properly  evaluated  by  physical  examination. 
Fluoroscopic  examination  reveals  an  enlarge- 
ment of  the  left  auricle  in  approximately 
two-thirds  of  the  persons  with  deformity 
of  the  mitral  valve. 

Systolic  murmurs  at  the  base  of  the  heart 
are  not  so  difficult  to  interpret  as  those  at 
the  apex.  The  important  problem  is  to 
ascertain  whether  the  murmur  originates 
from  the  aorta  or  pulmonary  artery.  If 
the  defect  is  in  the  aortic  valve,  the  fluoro- 
scope may  reveal  an  increase  in  the  length 
and  convexity  of  the  inferior  border  of  the 
left  ventricle.  If  the  defect  is  in  the  pulmonic 
valve,  there  may  be  a prominence  of  the 
pulmonary  conus. 

The  diastolic  murmur  of  mitral  stenosis 
is  more  commonly  recognized  on  physical 
examination  than  is  the  diastolic  murmur  of 
aortic  insufficiency.  Mitral  stenosis,  in  ad- 
dition to  causing  enlargement  of  the  left 
auricle,  produces  an  increase  in  the  convexity 
of  the  border  of  the  right  ventricle,  and  later 
a straightening  of  the  concave  border  from 
the  aorta  to  the  left  ventricle.  A diastolic 
murmur  originating  from  the  aortic  valve 
should  be  easier  to  detect  than  one  from  the 
mitral  valve,  because  the  former  is  less  likely 


to  be  confused  with  abnormal  heart  sounds. 
Aortic  insufficiency,  as  in  aortic  stenosis, 
may  reveal  an  increase  in  length  and  con- 
vexity of  the  inferior  border  of  the  left  ven- 
tricle and,  in  addition,  an  increased  pulsa- 
tion of  the  aorta. 

Acute  pericarditis  with  an  effusion  of 
from  250  to  500  cc.  of  fluid  is  usually  vis- 
ible on  fluoroscopic  examination.  Smaller 
effusions  may  be  visualized  with  the  patient 
standing  in  the  lateral  position  during  sus- 
tained inspiration. 

Syphilitic  aortitis  or  aneurysm  may  be 
suspected  on  physical  examination  if  the 
aortic  second  sound  is  accentuated  or  if  a 
murmur  exists.  In  a patient  over  40  years 
of  age,  even  though  the  aorta  is  observed  to 
be  dilated  by  roentgenography,  syphilis  or 
arteriosclerosis  or  both  may  cause  the  dilata- 
tion. 

The  roentgenkymogram  may  be  of  diag- 
nostic value  in  aneurysm  of  the  aorta  or  ven- 
tricle, in  pericarditis  with  effusion  or  con- 
striction, or  in  myocardial  infarction.  This 
method  is  useful  in  addition  to  other  ex- 
aminations. The  angiocardiogram  and  venous 
cardiac  catheterization  are  also  special  pro- 
cedures. The  former  visualizes  the  individ- 
ual chambers  and  great  vessels  by  roentgen- 
ographic  contrast  measures.  The  latter  is  a 
method  of  determining  intracardiac  pres- 
sures and  oxygen  contents.  Both  have  their 
greatest  value  in  the  diagnosis  of  congenital 
defects. 

It  is  important  to  be  able  to  differentiate 
congenital  from  acquired  heart  disease.  Con- 
genital anomalies  are  frequently  multiple. 
The  anomalies  that  may  be  corrected  or 
ameliorated  by  surgery  include  coarctation 
of  the  aorta,  patent  ductus  arteriosus,  and 
defects  that  permit  large  quantities  of 
venous  blood  to  enter  the  arterial  circula- 
tion, for  example,  the  tetralogy  of  Fallot. 

The  adult  and  more  common  type  of  coarc- 
tation of  the  aorta  is  a constriction  of  the 
lumen  at,  or  immediately  distal  to,  the  in- 
sertion of  the  ductus.  Roentgenography 
may  aid  in  the  diagnosis  by  demonstrating  a 
notching  of  the  ribs  from  dilated  inter- 
costal arteries  that  serve  as  collateral  circu- 
lation. In  addition  there  may  be  an  absent 
prominence  of  the  aorta  and  enlarged  left 
ventricle.  Patent  ductus  arteriosus  is  usually 
complicated  by  other  anomalies,  but  when 
it  occurs  alone,  the  fluoroscope  may  reveal 
an  increase  in  the  size  of  the  pulmonary 
conus  as  previously  illustrated  and  an  in- 
crease in  the  pulsation  of  the  pulmonary 
artery. 

Pulmonary  atresia  or  stenosis  under  cer- 
tain conditions  permits  surgical  anastomosis 
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of  vessels  and  consequent  improvement  of 
the  pulmonary  circulation.  These  defects 
include  pulmonary  atresia,  with  or  without 
dextroposition  of  the  aorta,  and  with  or 
without  a defective  development  of  the  right 
ventricle  and  the  tetralogy  of  Fallot,  that  is, 
pulmonary  stenosis  with  dextroposition  of 
the  aorta,  ventricular  septal  defect,  and  an 
enlarged  right  ventricle.  Fluoroscopic  ex- 
amination in  the  tetralogy  of  Fallot  reveals 
an  enlarged  right  ventricle  and  conus  with  no 
prominence  of  the  pulmonary  artery. 

The  criteria  for  surgical  intervention  are 
roentgenographic  evidence  of  a small  pul- 
monary artery,  no  congestion  of  the  lungs, 
an  abnormally  clear  pulmonary  aperture,  no 
fullness  of  the  conus,  and  a concave  silhou- 
ette at  the  base  of  the  heart. 

OTHER  PROCEDURES 

Another  special  procedure  is  measurement 
of  venous  -pressure.  This  is  frequently  valu- 
able in  the  differentiation  of  right  ventri- 
cular failure,  pericarditis  with  effusion  or 
constriction,  cardiac  tamponade,  edema,  and 
ascites.  The  venous  pressure  is  measured 
at  the  phlebostatic  level,  defined  as  the  dis- 
tance from  the  base  of  the  xiphoid  process 
to  the  examining  table  with  the  patient  in 
the  supine  position.  The  median  basilic  vein 
should  be  used.  If  the  patient  rests  supine 
for  ten  minutes,  with  the  arm  abducted  to 
60  degrees,  the  normal  values  on  consecutive 
readings  should  be  within  from  50  to  150 
mm.  of  water.  The  average  rise  in  pressure 
in  mild  congestive  failure  with  manual  com- 
pression of  the  right  upper  quadrant  is  ap- 
proximately 100  mm.  An  increase  in  venous 
pressure  frequently  precedes  the  onset  of 
clinical  signs  of  failure  of  the  right  side  of 
the  heart. 

Estimation  of  the  circulation  time  is  easily 
made  and  is  often  of  value  in  the  differen- 
tial diagnosis  of  congestive  failure.  It  is 
especially  useful  in  distinguishing  the  causes 
of  dyspnea,  cyanosis,  edema,  and  symptoms 
or  signs  that  may  be  confused  with  heart 
disease.  This  includes  bronchopulmonary, 
hepatic,  and  renal  disorders.  Various  sub- 
stances may  be  used.  Sodium  dehydro- 
cholate  (Decholin)  may  be  recommended 
for  determining  the  circulation  of  the  left 
side  of  the  heart  or  “arm  to  tongue”  time. 
More  than  twenty  seconds  is  considered  ab- 
normal and  indicates  left  ventricular  failure 
in  the  majority  of  cases.  Ether  may  be  re- 
commended for  determining  the  circulation 
of  the  right  side  of  the  heart  or  “arm  to 
lung”  time.  More  than  twelve  seconds  is  con- 
sidered abnormal.  When  the  right  ventricle 
fails,  the  circulation  time  of  the  left  side  of 


the  heart  is  prolonged  further  by  the  addition 
of  failure  of  the  right  side  of  the  heart. 

The  vital  capacity  is  more  a test  of  the 
general  physical  condition  than  of  heart  dis- 
ease. It  does  not  differentiate  cardiac  from 
pulmonary  disturbances.  The  result  is  in- 
fluenced by  experience  in  performing  the 
test,  the  body  position,  and  the  metabolic 
rate.  Its  value  in  heart  disease  is  to  deter- 
mine the  extent  of  pulmonary  congestion  and 
to  estimate  the  progress  of  heart  failure. 

The  basal  metabolic  rate  is  increased  dur- 
ing the  active  stage  of  hyperthyroidism.  A 
rate  of  from  25  to  30  per  cent  above  normal 
is  regarded  as  borderline  evidence  and  de- 
mands a careful  observation  for  a final  diag- 
nosis of  thyrotoxicosis.  It  should  be  re- 
membered, however,  that  congestive  heart 
failure  may  increase  the  basal  metabolic 
rate  up  to  25  per  cent.  If  there  is  hypo- 
thyroidism with  myxedema,  the  rate  is  de- 
creased from  25  to  30  per  cent  or  more. 

The  sedimentation  rate  of  red  blood  cells 
is  a nonspecific  test  and  may  be  used  as  an 
aid  in  determining  whether  or  not  an  active 
process  has  subsided.  This  is  of  particular 
value  in  the  infectious  lesions,  especially  in 
rheumatic  fever,  and  in  necrosis  with  tissue 
replacement  of  myocardial  infarction.  The 
sedimentation  rate  must  be  corrected  for 
variations  in  the  hematocrit. 

SUMMARY 

A careful  history  and  thorough  physical 
examination  are  of  the  greatest  value  in 
ascertaining  the  condition  of  the  heart,  but 
special  diagnostic  procedures  may  be  re- 
quired. The  indication  and  value  of  these 
are  discussed  as  they  are  used  in  cardiac 
evaluation. 

4705  Montrose  Boulevard. 

ABSTRACT  OF  DISCUSSION 

Dr.  George  W.  Parson,  Texarkana:  I shall  stress 
only  two  points,  both  of  value  in  the  diagnosis  of 
mitral  stenosis.  The  first  concerns  electrocardio- 
graphy. An  electrocardiogram  showing  right  axis 
deviation  and  auricular  fibrillation  is  highly  sug- 
gestive of  mitral  stenosis.  The  second  point  has  to 
do  with  fluoroscopy  and  roentgenology.  Mitral 
stenosis  causes  predominant  right  ventricular  and 
left  auricular  strain.  These  cardiac  chambers  re- 
spond with  an  increase  in  size.  In  the  case  of  the 
right  ventricle  the  enlargement  occurs  early  in  the 
outflow  tract  where  it  joins  the  pulmonary  artery — 
the  conus  area.  This  can  be  demonstrated  on  fluoro- 
scopic and  roentgenologic  examination  as  a change 
in  the  contour  of  the  left  border  of  the  cardiac  sil- 
houette. There  is  a loss  of  the  normal  concavity  in  the 
segment  of  the  left  border  between  the  aortic  knob 
and  the  left  ventricle.  As  the  enlargement  in- 
creases, a well-marked  convexity  develops  in  this 
conus  area.  This  change  usually  can  be  easily  seen 
from  the  anterior-posterior  view,  but  often  it  is 
better  demonstrated  in  the  right  anterior-oblique 
position.  The  left  auricle  enlarges  toward  the  spine 


1948 


DIAGNOSIS  OF  SQUINT— MEISENBACH 


43 


and  displaces  the  structures  in  the  retrocardiac  area, 
especially  the  esophagus.  This  enlargement  can  be 
readily  demonstrated  in  the  right  anterior-oblique 
view  on  fluoroscopy  and  roentgenography  when  the 
esophagus  is  filled  with  barium.  The  barium-filled 
esophagus  is  seen  to  be  displaced  dorsally  toward 
the  spine.  This  combination  of  enlargement  of  the 
right  ventricle  and  enlargement  of  the  left  auricle 
is,  in  the  majority  of  cases,  diagnostic  of  mitral 
stenosis. 

OFFICE  PROCEDURE  IN  THE 
DIAGNOSIS  OF  SQUINT 
A.  E.  MEISENBACH,  JR.,  M.  D. 

DALLAS,  TEXAS 

The  purpose  of  this  paper  is  to  emphasize 
the  importance  of  diagnosis  in  the  treatment 
of  squint  cases  and  to  refresh  our  minds  on 
the  large  number  of  complicating  factors 
which  often  enter  the  picture.  The  proper 
evaluation  of  these  complicating  factors  is 
fundamental  to  obtaining  satisfactory  re- 
sults. When  not  cured  the  patient  is  handi- 
capped physically  and  psychologically,  that 
is  to  say,  mentally.  The  social  and  economic 
handicap  is  also  yearly  becoming  more  sig- 
nificant. 

“Monocular  vision  may  well  serve  indi- 
viduals who  do  not  know  the  transcendant 
value  of  stereoscopic  single  vision  which  af- 
fords the  priceless  ingredients  of  spon- 
taneous appreciation  of  form,  speed,  dis- 
tance and  direction,”  Kirby4  stated.  These 
highest  attributes  of  the  human  eye  can  only 
be  achieved  through  painstaking  efforts 
coupled  with  an  early  diagnosis.  Through 
early  diagnosis  the  child  may  be  placed  under 
treatment  as  soon  as  the  squint  develops,  no 
matter  what  the  age.9 

In  order  for  the  ophthalmologist  to  have 
an  opportunity  to  effect  a cure,  not  only  must 
the  diagnosis  be  early,  but  the  parents  must 
be  sufficiently  intelligent  and  cooperative  to 
understand  that  the  treatment  may  extend 
over  a period  of  years.  There  are  four  steps 
in  the  treatment  of  any  squint  case  and  from 
any  one  to  all  four  may  be  necessary  to  ef- 
fect a cure.  These  four  steps  are  (1)  re- 
fractions; (2)  the  temporary  wearing  of 
glasses  at  an  early  age,  even  at  1 year  if 
necessary;  (3)  orthoptic  training;  and  (4) 
surgery,  should  it  be  necessary,  as  early  as 
2 years  of  age. 

When  the  eyes  have  not  been  restored  to 
normal  binocular  vision  without  glasses,  the 
squint  cannot  be  said  to  have  been  cured. 
Merely  a straight  appearing  eye,  if  there  is 
no  restoration  of  function,  is  not  a cure;  it 
is  only  a cosmetic  result.  Some  cases  are  in- 
curable with  present  knowledge  and  accord- 
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ing  to  the  above  criteria.  The  majority  are 
curable  if  the  patient  can  be  taken  under 
treatment  while  very  young.  Every  effort 
should  be  made  to  cure  these  children  before 
they  enter  school.  It  is  cruel  to  send  a child 
to  school  with  a strabismus.  Almost  in- 
variably it  results  in  a psychosis  which  lasts 
throughout  life.  Such  patients  are  never 
normal  mentally,  for  even  though  it  may  be 
well  covered  up  the  psychosis  nevertheless  is 
present  subconsciously  and  affects  many  of 
the  patient’s  actions.9 

It  is  thus  apparent  that  a squint  is  a major 
crippling  and  should  receive  the  most  serious 
consideration  at  once.  Treatment  should 
begin  as  soon  as  the  first  evidence  of  the 
squint  is  apparent.  To  wait  may  make  the 
case  incurable. 

The  cure  is  difficult,  requires  a long  time 
and  expert  knowledge  on  the  part  of  the 
ophthalmologist  and  the  orthoptist,  and  con- 
fidence and  cooperation  on  the  part  of  the 
parents.  Without  the  latter  the  case  will 
hardly  be  cured. 

It  should  be  emphasized  that  squint  is 
rarely  a muscular  anomaly  in  the  beginning ; 
it  is  a disturbance  of  the  convergence  or 
divergence  systems.  Most  often  the  vertical 
deviations  in  the  beginning  are  of  paretic 
origin.  Since  squint  is  a symptom  complex, 
before  it  can  be  treated  it  must  be  diagnosed. 

The  manner  in  which  a squint  develops  is 
usually  as  follows : An  esotropia  develops  out 
of  a simple  convergence-excess,  to  which  is 
added  a divergence-insufficiency;  an  exo- 
tropia  develops  out  of  a simple  divergence- 
excess  to  which  is  added  a convergence- 
insufficiency.  These  changes  do  not  take 
place  in  the  muscles  themselves,  but  un- 
doubtedly are  central  in  origin  and  follow 
Sherrington’s  law  that  excessive  stimulation 
of  the  center  for  one  movement  produces  in- 
hibition of  the  center  for  the  opposing  move- 
ment, and  vice  versa.  In  other  words,  in  con- 
vergence-excess the  center  for  convergent 
movement,  being  subjected  to  continuous 
overstimulation,  becomes  more  and  more 
active,  producing  a continually  greater  and 
greater  inhibition  of  the  center  for  divergent 
movements.  As  a result  there  is  ultimately 
added  to  a convergence-excess,  a progressive 
divergence-insufficiency.  It  is  only  late  in 
the  course  of  the  condition  that  the  persistent 
stimulation  of  the  internus,  coupled  with  the 
maintenance  of  one  eye  in  the  forced  inward 
position,  produces  hypertrophy  or  con- 
tracture of  this  muscle  and  stretching  or 
atrophy  of  its  opponents.3 

A moderate  proportion  of  cases  do,  how- 
ever, develop  out  of  a true  muscular  defect. 
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Such  is  the  case  in  a primitive  paralysis  of 
the  abducens  or  primitive  weakness  of  the 
externi  or  overdevelopment  of  the  interni. 
Also  a congenital  insufficiency  of  the  su- 
perior rectus  may  be  the  starting  point  of  an 
esotropia  or  an  exotropia.3 

Let  us  assume  that  a 5-year-old  child  with 
a 25  degree  convergent  squint  comes  into 
the  office.  That  statement  does  not  con- 
stitute a complete  diagnosis,  nor  does  it  give 
any  indication  of  what  treatment  is  indi- 
cated. The  25  degree  convergent  squint 
may  be : 

1.  Associated  with  emmetropia,  hyperopia, 
myopia  or  astigmatism ; there  may  be  norma] 
vision  or  varying  degrees  of  amblyopia. 

2.  Purely  accommodative.  It  may  be  a 
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Fig.  1.  Diagnostic  card  of  Dr. 


case  the  angle  is  positive  and  is  read  off  the 
perimeter.  If  the  reflex  is  to  the  outer  edge 
of  the  pupil,  the  light  is  moved  nasalward 
and  the  angle  kappa  is  negative. 

A positive  angle  kappa  gives  the  appear- 
ance of  a divergent  squint;  a negative  angle 
kappa  gives  the  appearance  of  a convergent 
squint.  If  a convergent  squint  is  under  in- 
vestigation, a positive  angle  kappa  will  tend 
to  decrease  the  squint  and  a divergent  squint 
will  seem  greater  than  it  actually  is.  The 
converse  is  true.  A negative  angle  kappa 
will  increase  the  degree  of  squint  if  con- 
vergent and  decrease  it  if  divergent.  In  the 
majority  of  cases  a positive  angle  kappa  is 
found  in  hypermetropia  and  a negative  angle 
kappa  in  myopia. 
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J.  W.  White,  New  York. 


periodic  comitant  squint  produced  by  an 
anomaly  of  convergence  or  divergence  only, 
or  a continuous  comitant  squint,  produced 
by  an  anomaly  of  convergence  combined 
with  one  of  divergence. 

3.  Purely  mechanical,  purely  fusional, 
purely  innervational,  or  a combination  of 
these. 

4.  Associated  with  a strong  or  a weak 
fusion  sense. 

5.  Complicated  with  a vertical  deviation. 

6.  Associated  with  positive  or  negative 
angle  kappa. 

7.  Associated  with  epicanthus. 

8.  Associated  with  facial  asymmetry. 

It  might  be  well  to  discuss  briefly  the 
significance  of  the  angle  kappa  and  its  rela- 
tionship to  squint.  The  angle  kappa  is 
formed  by  the  intersection  of  the  line  of 
fixation  (visual  line)  and  the  pupillary  axis. 
This  has  an  important  bearing  on  the  meas- 
urement of  a squint  and  may  give  the  ap- 
pearance of  a divergent  or  convergent  squint 
when  the  angle  is  positive  or  negative  as  the 
case  may  be.  It  is  measured  best  on  the 
perimeter  using  the  ophthalmoscope  light  as 
the  point  of  fixation.  The  center  of  the 
corneal  reflex  area  is  noted.  If  the  reflex 
is  to  the  inner  side  of  the  pupillary  area, 
the  light  is  moved  templeward  until  the  re- 
flex is  in  the  center  of  the  cornea.  In  this 
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It  is  not  the  purpose  of  this  paper  to  dis- 
cuss in  detail  all  the  eight  factors  listed  above 
as  of  importance  in  the  diagnosis  of  squint, 
but  rather  to  emphasize  the  many  factors 
which  have  to  be  evaluated  in  each  case  if 
a proper  diagnosis  is  to  be  made. 

1.  First  and  foremost  is  a careful  history. 
Frequently  one  or  both  parents  may  be  the 
first  to  notice  an  accommodative  squint 
which  usually  at  first  is  intermittent  and  can 
be  elicited  by  getting  the  child’s  attention.  To 
determine  the  influence  of  accommodation, 
measurements  are  made  with  and  without 
glasses  for  both  distance  and  near  when 
accommodating  and  after  the  accommodation 
has  been  paralyzed  for  three  days  with 
atropine.  Usually  the  longer  a deviation  has 
been  present  the  more  likely  there  are  to  be 
structural  changes  as  well  as  an  anomalous 
sensorial  relationship,  the  so-called  abnormal 
retinal  correspondence.  Then  also,  whether 
the  child  is  well  and  robust  or  frail  and 
sickly  is  important.  Frequently  in  the  latter 
instance  the  ocular  muscles  are  thin,  pale, 
and  flabby.  A high  angle  kappa,  facial 
asymmetry,  epicanthus,  and  an  unusually 
wide  or  narrow  interpupillary  distance  may 
give  the  illusion  of  a squint. 

Some  cases  of  squint  are  congenital  or  at 
least  develop  in  the  first  months  of  life. 
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These  are  in  nearly  all  instances  due  to  a 
congenital  weakness  or  absence  of  one  or 
more  of  the  muscles  and  therefore  should 
come  under  the  heading  of  paralytic  squint. 
The  ordinary  esotropia  develops  as  a rule 
between  the  ages  of  1 and  4,  for  example,  at 
the  age  when  the  attempt  at  accurate  and 
long  maintained  fixation  begins  and  thus 
puts  a greater  strain  upon  the  accommoda- 
tion. This  is  true  not  only  of  the  ordinary 
type  of  accommodative  squint,  but  also  of 
the  lateral  squint  which  develops  as  the  re- 
sult of  a congenital  vertical  deviation.3 

2.  After  obtaining  a history,  the  next  step 
is  a manifest  refraction,  assuming  the  child 
is  able  to  cooperate.  This  process  includes 
the  vision,  muscle  balance,  using  the  Maddox 
rod,  the  near  point  of  convergence  and  near 
point  of  accommodation,  the  supravergence 
and  infravergence,  and  an  orthoptic  status, 
as  in  White’s  card  (fig.  1).  In  addition  the 
prism  convergence  and  divergence  is  ob- 
tained. This  is  followed  after  three  days  of 
atropinization  by  a cycloplegic  refraction 
and  measurement  of  the  squint  for  distance 
and  near  with  correction.  The  intimate  re- 
lationship which  exists  between  muscle  im- 
balance and  accommodative  disturbances  em- 
phasizes the  importance  of  perfect  estimation 
of  existing  refractive  errors. 

The  Maddox  Rod.  This  is  one  of  the  most 
common  and  frequently  used  tests.1’ 3 The 
Maddox  rod  is  a subjective  method  of  deter- 
mining the  amount  of  muscular  imbalance 
(exophoria,  esophoria,  hyperphoria,  hypo- 
phoria, and  cyclophoria)  and  supplements 
the  cover  test  with  prisms.  It  is  less  valuable 
for  the  study  of  heterotropia,  especially  if 
abnormal  retinal  correspondence  is  present, 
in  which  case  the  line  of  light  seen  by  the 
patient  paradoxically  may  appear  to  pass 
through  the  point  of  light  or  nearer  to  it 
than  the  amount  of  heterotropia  (as  meas- 
ured by  the  cover  test  with  prisms)  would 
justify  if  normal  retinal  correspondence  were 
present. 

The  Maddox  rod  consists  of  one  or  more 
little  cylinders  of  glass  set  in  a frame.  If 
the  rod  is  held  in  front  of  the  patient’s  right 
eye  with  the  axis  horizontal,  a vertical  streak 
of  light  will  be  seen  by  the  patient.  This  is 
so  different  in  appearance  from  the  test  light 
that  the  patient  has  no  tendency  to  fuse  it 
with  the  latter  as  he  fuses  ordinary  double 
images.  Accordingly  a deviating  eye  tends 
to  assume  its  natural  position,  as  it  would 
do  behind  the  screen.  If  no  horizontal  im- 
balance is  present,  the  line  will  appear  to 
run  through  the  light;  if  esophoria  is  pres- 
ent, it  will  appear  to  be  to  the  right  of  the 
light;  if  an  exophoria  is  present,  to  the  left 


of  the  light.  To  determine  hyperphoria,  the 
rod  is  rotated  so  that  the  long  axis  is  ver- 
tical. If  no  hyperphoria  is  present  the  line 
will  run  horizontally  through  the  light.  If, 
however,  the  patient  has  a right  hyperphoria, 
the  line  will  appear  to  be  below  the  light, 
and  if  he  has  a left  hyperphoria,  the  line  will 
be  above  the  light.  The  amount  of  deviation, 
whether  horizontal  or  vertical  is  neutralized 
by  prisms  until  the  line  runs  through  the 
light.  This  gives  a fairly  accurate  measure- 
ment of  the  amount  of  imbalance. 

The  Maddox  rod  can  also  be  used  to  meas- 
ure any  torsion  or  cyclophoria  of  the  eye, 
that  is,  tilting  of  the  vertical  meridian  to 
the  right  or  the  left.  If  there  is  any  torsion, 
the  number  of  degrees  the  rod  has  to  be 
moved  either  up  or  down  from  the  horiz- 
zontal  meridian  is  the  measurement  of 
the  amount  of  torsion.  If  the  upper  end  of 
the  vertical  streak  appears  to  be  tilted 
nasally,  extorsion  is  present ; if  the  upper  end 
of  the  streak  appears  to  be  tilted  temporally, 
intorsion  is  present.  A refinement  of  this 
test  is  the  use  of  a red  rod  before  the  right, 
and  a white  rod  before  the  left  eye,  both  at 
180  degrees.  Lack  of  parallelism  of  the  red 
and  white  lines  indicates  presence  of  a cyclo- 
phoria and  the  color  will  indicate  whether 
the  right  or  the  left  eye  is  involved.  Tilting 
of  the  red  streak  indicates  cyclophoria  of 
the  right  eye ; of  the  white  streak,  cyclo- 
phoria of  the  left  eye. 

A defective  Maddox  rod  may  result  in  in- 
accuracies of  the  findings  and  measurements 
of  the  deviations.  The  accuracy  of  the  rod 
can  be  checked  by  holding  it  before  one  eye 
while  fixing  a light  with  both  eyes  open.  If 
there  is  a difference  in  the  amount  of  devia- 
tion between  the  streak  of  light  and  the  test 
light  when  one  surface  or  the  other  is  held 
before  the  eye,  a defective  rod  is  being  used. 
Berens  has  modified  the  Maddox  rod  by  the 
incorporation  of  a 0.75  prism  which  displaces 
the  streak  of  light  in  the  direction  of  the 
apex  of  the  prism.  This  rod  has  a handle 
which  facilitates  a rapid  rotation  of  the  disk 
bearing  the  rod  (that  is  so  the  prism  is  first 
base  up  and  then  base  down  before  the  eye). 
This  provides  a means  of  eliminating  low 
vertical  or  lateral  deviations  of  less  than  0.75 
prism  diopters. 

Convergence  Near  Point.  Convergence  in- 
sufficiency is  usually  found  in  fatigue, 
anemia,  debilitated  patients,  neurasthenia 
and  hysteria.  This  insufficiency  may  co- 
exist with  an  esophoria,  the  result  of  a di- 
vergency insufficiency.  An  organic  paraly- 
sis of  convergence  is  distinguished  from  a 
functional  paralysis  by  the  inability  of  the 
former  to  overcome  the  diplopia  produced 
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by  placing  prisms  base  out  before  the  eyes. 
The  near  point  of  convergence  may  be  con- 
verted into  meter  angles  of  convergence  by 
dividing  100  by  the  number  of  centimeters. 
Thus  if  the  near  point  of  convergence  is 
12.5  cm.,  the  meter  angle  of  convergence 
equals  8 (100  divided  by  12.5). 

Vergences.  This  is  a measure  of  fusion 
power.  Such  tests  cannot  be  made  where 
there  is  marked  suppression  or  monocular 
amblyopia. 

Prism  convergence  and  divergence  are 
measured  with  prisms  base  out  and  in,  re- 
spectively. The  amount  of  each  and  the  ratio 
of  one  to  the  other  should  be  considered  in 
conjunction  with  the  convergence  near  point 
and  the  screen  tests. 

Diplopia  tests  are  made  with  the  glass 
placed  in  front  of  one  eye.  They  cannot  be 
used  where  there  is  uniocular  vision,  marked 
suppression,  amblyopia,  or  false  projection. 
The  eye  behind  the  red  glass  is  the  fixing 
eye  and  the  tests  are  made  in  the  various 
directions  as  in  the  screen  test. 

3.  There  are  many  other  tests  which  can 
be  used,  for  example : 

The  Perimeter  gives  a rapid  estimation  of 
the  degree  of  arc  of  the  squint. 

In  the  Screen  Test , the  ocular  movements 
are  neutralized  by  the  use  of  prisms,  making 
the  measurements  in  all  six  cardinal  direc- 
tions. A comparison  of  the  deviations  for 
distance  and  near  in  the  various  fields 
gives  information  of  diagnostic  value.  Also 
the  effect  of  the  correction  of  a lateral 
deviation  on  a vertical  deviation,  and  vice 
versa,  aids  in  deciding  what  treatment  is 
suited  to  a particular  case. 

Excursions  and  Rotations  frequently  give 
valuable  information  even  without  making 
actual  measurements.  There  may  be  little 
or  no  restriction  of  movement  if  the  paralysis 
is  partial  or  if  it  is  in  a stage  of  recovery 
from  the  use  of  excessive  innervation.  In  a 
recent  complete  paralysis  of  the  sixth  nerve 
restriction  of  movement  and  the  primary  and 
secondary  deviations  are  sufficient  to  be 
diagnostic.  Paralysis  of  the  superior  and  in- 
ferior rectus  muscles  is  most  obvious  when 
the  eye  is  adducted  27  degrees.  Similarly  in- 
volvement of  the  obliques  is  best  shown  when 
the  eye  is  abducted  50  degrees.  The  rota- 
tions should  be  tested  binocularly,  first  with 
one  eye,  then  the  other  eye  fixing.  Voluntary 
closure  of  the  lids  is  usually  accompanied 
by  an  involuntary  upward  movement  of  the 
eyeballs.  This  test  (Bell’s  phenomenon) 
should  be  made  because  of  its  localizing 
value  in  cases  of  an  elevator  or  elevators 
being  involved. 


The  Sensorial  Relationship  Test,  an  after 
image  test,  ascertains  and  demonstrates  the 
sensorial  relationship  of  the  two  eyes.  This 
test  consists  in  alternately  fixating  for  about 
ten  seconds  a vertical  and  horizontal  glow- 
ing filament,  the  center  of  which  is  con- 
cealed by  a black  ring  with  a fixation  mark. 
Everyone  with  normal  retinal  correspond- 
ence will  see  in  a dark  room  the  positive,  and 
in  a bright  room  the  negative  after  images 
forming  a cross,  because  the  centers  of  both 
after  images  are  situated  on  the  foveae.  In 
the  rare  cases  of  horror  fusionis2  there  is 
neither  normal  nor  abnormal  sensorial  cor- 
respondence, but  none  at  all.2 

It  is  not  amiss  to  emphasize  again  that  in 
all  the  tests  described  for  determining  muscle 
balance,  it  is  manifestly  important  that  these 
studies  should  be  made  before  and  after  a 
cycloplegic  has  been  used. 

Now  reverting  back  to  the  example  we 
stated  at  the  beginning  of  a 25  degree  in- 
ternal squint  being  under  observation  our 
tests  will  show  whether:  (1)  a complete 
functional  cure  is  possible;  a cosmetic  cure 
only  can  be  obtained,  or  the  squint  is  in- 
curable in  the  light  of  present  knowledge; 
(2)  surgery  only  is  necessary;  (3)  orthoptic 
training  and  surgery  are  indicated;  or  (4) 
orthoptic  training  only  is  necessary. 

The  diagnosis  of  a squint  is  often  difficult, 
tedious,  and  time  consuming.  However, 
there  is  no  greater  satisfaction  in  the  field 
of  ophthalmology  when  through  early  diag- 
nosis and  proper  treatment  a child  has  been 
cured  of  this  major  disability  and  can  again 
achieve  the  invaluable  ability  to  use  both 
eyes  functionally  with  a restoration  of 
binocular  vision  with  stereopsis.  Not  only 
has  a social  and  psychologic  handicap  been 
aided  or  cured,  a contribution  to  the  wel- 
fare of  society  as  a whole  and  the  family  in 
particular  has  been  made  by  removing  a 
barrier  to  the  proper  mental  outlook  and 
attitude  of  an  otherwise  handicapped  person. 
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ABSTRACT  OF  DISCUSSION 

Dr.  S.  N.  Key,  Jr.,  Austin:  Dr.  Meisenbach  has 
properly  indicated  that  at  present  our  obligation 
includes  securing,  wherever  possible,  a functional  as 
well  as  cosmetic  result  in  cases  of  strabismus,  as  the 
cosmetic  alone  no  longer  represents  an  adequate 
result.  He  has  also  mentioned  certain  complications 
that  often  arise  while  an  attempt  is  being  made  to 
obtain  a successful  cure.  I share  the  preference  for 
early,  preschool  treatment  as  I believe  that  early 
attention  in  itself  will  often  preclude  some  of  the 
complications. 

In  the  light  of  the  present  working  knowledge  of 
most  of  us,  the  general  plan  of  possible  pathogenesis 
which  was  outlined  is,  no  doubt,  useful.  By  the 
papers  of  Adler  and  Burian,  for  example,  we  are 
being  placed  upon  surer  ground.  We  are  definitely 
removed  from  the  purely  mechanistic  and  structural 
considerations  of  earlier  days,  even  though  our 
surgical  measures  may  still  seem  to  be  so  directed. 
A friend  of  mine  has  said  that,  “it  isn’t  the  tele- 
phone or  the  lines  which  are  out  of  order,  but  the 
switchboard.” 

I am  sure  that  an  accurate  diagnosis  by  the  use 
of  a battery  of  tests  will  prevent  errors.  I say  a 
“battery  of  tests”  despite  the  natural  inclination  to 
simplify  all  methods  of  examination  because  I believe 
a physician  is  sometimes  and  even  frequently  ob- 
liged to  resort  to  a perhaps  less-used  trick  or  test 
in  order  to  obtain,  in  a sufficiently  certain  fashion, 
information  that  more  definitely  indicates  the  situa- 
tion at  hand.  For  example,  he  is  more  confident  as 
to  the  presence  of  anomalous  correspondence  when 
it  is  revealed  by  several  subjective  tests  that  are 
compared  with  the  objective  measurements. 

Too,  preferences  for  particular  tests  vary  among 
examiners  for  many  reasons,  just  as  in  the  choice 
of  antiglaucoma  operations.  For  example,  I have 
found  little  use  for  the  Maddox  rod  in  the  routine 
examination  of  children,  having  abandoned  it  for 
the  reasons  Dr.  Meisenbach  stated.  Answers  are 
usually  equivocal  or  absent  in  any  tropia  of  some 
standing  or  amount.  I have  come  to  rely  upon  the 
after  image  test,  the  major  amblyoscope,  and  the 
Lancaster  red-green  test  for  subjective  measure- 
ments (from  3 years  of  age  upwards),  and  the 
screen  or  cover  prism  test,  Priestly  Smith  tape,  and 
again  the  major  amblyoscope  for  objective  determ- 
inations. 

Dr.  Meisenbach  has  also  properly  stated  that  the 
complete  examination  includes  measurements  made 
before  and  after  adequate  cycloplegia.  Like  him,  I 
also  prefer  several  days’  use  of  atropine  or  scopola- 
mine, and  do  not  feel  sure  of  refractions  in  children 
with  less  than  this  routine.  This  is  mentioned  in  the 
face  of  the  assertion  by  some  that  such  use  of  a 
cycloplegic  drug  is  unnecessary  or  even  superfluous. 
I also  customarily  make  a somewhat  longer  exposure 
per  eye  when  performing  the  after  image  test,  than 
the  period  of  time  suggested  by  the  essayist.  And 
I frankly  do  not  see  how  it  is  possible  to  make  too 
much  use  of  the  cover-prism  test. 

I was  interested  to  hear  that  Dr.  Meisenbach  be- 
lieves that  the  true  cure  comprises  binocular  vision 
without  glasses.  I have  not  felt  inclined  to  en- 
courage parents,  nor  permit  them  to  be  encouraged 
by  the  orthoptist,  in  the  belief  that  their  child  will 
be  able  to  forego  the  wearing  of  glasses  at  any 
precise  time,  if  ever.  I do  not  believe  that  a phy- 
sician can  be  said  to  have  fallen  too  far  short  of  a 
happy  ending  because  the  child  is  required  to  wear 
glasses,  so  as  to  reduce  the  accommodative  element, 
even  after  orthoptics  and  surgery. 

Practically  speaking,  a serious  complication  may 
well  be  one  or  both  parents.  Unless  one  parent  has 
some  measure  of  insight  as  to  the  goal  sought,  and 
the  general  difficult  path  toward  it,  the  desired  end 
will  almost  assuredly  not  be  attained.  This  includes 


the  recognition  that  “eye  exercises”  are  not  alone 
a panacea.  In  this  connection,  an  adequately  trained 
orthoptic  technician  is  of  tremendous  assistance  for 
she  almost  routinely  makes  an  indispensable  rapport, 
quite  aside  from  her  many  other  useful  appraisals 
and  methods. 

Two  other  complications  have  recently  been  re- 
ported by  Swan,  and  I have  been  so  unfortunate 
as  to  have  them  occur  to  me.  The  first  is  a failure 
to  recognize  the  slow  or  absent  progress  in  the  child 
whose  angle  of  deviation  is  such  that  the  image  of 
the  object  falls  upon  the  optic  papilla  in  the  squint- 
ing eye.  The  second  is  an  increase  in  the  amount  of 
esotropia  while  therapeutic  occlusion  is  being  car- 
ried out.  While  neither  of  these  occurrences  neces- 
sarily mean  failure,  they  are  nonetheless  trouble- 
some. 

I should  like  to  thank  Dr.  Meisenbach  for  his 
report,  because  considerations  such  as  these  defi- 
nitely tend  to  consolidate  the  impressions  and  gains 
of  the  rest  of  us,  coming  as  they  do  from  the  battle- 
ground of  office  practice. 

Dr.  Hal  W.  Hardin,  Dallas:  The  various  pro- 
cedures outlined  are  well  to  keep  in  mind ; however, 
from  a practical  standpoint,  the  method  of  diagnosis 
for  use  on  the  very  young  should  be  limited  to  purely 
objective  findings  that  depend  little,  if  any,  on  the 
subjective  factor. 

Procedures  I have  in  mind  are  (1)  accurate 
measurement,  distance  and  near,  via  the  Hirschberg 
test  and  if  possible  on  the  perimeter;  (2)  whether 
or  not  the  patient  will  alternate  and  hold  fixation 
at  will,  upon  urging,  or  not  at  all;  (3)  a simple 
cover  test  in  six  cardinal  fields  to  determine  the 
involved  muscles  and  to  ascertain  whether  or  not 
the  eyes  track  in  any  field;  and  (4)  fundus  exami- 
nation. This  method  establishes  a base  line  on  the 
first  visit.  A vision  test  is  not  a must  because  of 
the  individuality  governing  this  test  in  the  small 
child.  A second  examination  includes  retinoscopy 
under  atropine  cycloplegia;  then  repetition  of  the 
above  with  full  correction  on  under  cycloplegia  and 
under  cycloplegia  only. 

The  ophthalmologist  is  then  able  to  catalog  the 
strabismus  as  to  accommodative,  paretic,  accommo- 
dative-paretic combination,  or  supranuclear,  and 
the  management  can  be  formulated. 

The  question  of  fusion  and  abnormal  retinal  cor- 
respondence can  be  determined  later  with  the  synop- 
tophore  after  a sense  of  well  being  has  been  de- 
veloped with  the  child.  This  delay,  however,  will  not 
alter  the  early  classification,  the  decision  whether 
to  order  a correction  or  not,  or  which  eye  to  occlude. 


VETERAN  PATIENTS  INCREASE 

The  number  of  veteran-patients  hospitalized  by  the 
Veterans  Administration  reached  an  all-time  high 
of  109,325  on  March  1,  the  Veterans  Administration 
has  reported.  This  was  a gain  of  1,874  over  the 
previous  peak  of  107,451  on  February  1,  and  an  in- 
crease of  37,612  over  the  71,713  veterans  hospitalized 
in  July,  1945. 

The  number  of  veterans  awaiting  admission  to 
hospitals  also  increased  during  February  for  the 
second  straight  month.  The  total  on  March  1 was 
21,144,  compared  with  19,505  at  the  end  of  January 
and  4,329  in  July,  1945.  The  February  increase  was 
caused  almost  entirely  by  applications  from  vet- 
erans with  nonservice-connected  disabilities. 

Requests  from  veterans  for  physical  examinations 
also  reached  an  all-time  high  on  February  1.  The 
total  then  was  256,000. 

The  pending  load  of  dental  applications  decreased 
to  about  420,000  on  March  1,  continuing  a decline 
that  started  in  October,  1947. 
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MANAGEMENT  OF  INTRA-OCULAR 
FOREIGN  BODIES 
BEN  B.  HUTCHINSON,  M.  D. 

LUBBOCK,  TEXAS 

Any  patient  with  a history  of  injury  of  a 
type  and  severity  capable  of  penetrating  the 
globe  deserves  that  the  presence  of  an  intra- 
ocular foreign  body  be  suspected  and  this 
condition  excluded  before  further  treatment 
is  given.  In  most  cases  of  intra-ocular  for- 
eign bodies  there  is  a history  of  having 
“gotten  something  in  the  eye”  as  a result  of 
hammering  or  striking  one  piece  of  metal 
against  another.  An  examination  of  the  tools 
involved  will' usually  reveal  the  origin  of  the 
foreign  body  and  indicate  its  nature  and  size. 
A perforating  wound  of  the  cornea  or  sclera 
is  presumptive  evidence  that  a foreign  body 
entered  the  eye,  and  it  should  be  considered 
to  have  remained  there  until  its  presence  is 
ruled  out.  The  absence  of  a visible  perforat- 
ing wound,  on  the  contrary,  is  not  proof  that 
a foreign  body  did  not  enter  the  eye.  In- 
flamed eyes  without  demonstrable  cause 
should  lead  the  physician  to  suspect  a for- 
eign body  in  the  globe. 

In  considering  intra-ocular  foreign  bodies, 
there  are  two  chief  problems : ( 1 ) the  dem- 
onstration of  the  foreign  body,  its  accurate 
localization,  and,  if  possible,  the  determina- 
tion of  its  nature,  that  is,  whether  metallic 
or  not,  and  if  metallic,  whether  magnetic  or 
not;  (2)  the  choice  of  surgical  procedure  to 
be  used  in  effecting  its  removal. 

When  an  intra-ocular  foreign  body  is  sus- 
pected from  the  history  and/or  the  physical 
findings,  its  presence  is  to  be  substantiated 
by  direct  observation  and  roentgenographic 
demonstration  if  possible.  Foreign  bodies 
may  not  be  seen  because  of  their  location  well 
forward  of  the  equator  or  because  lens 
opacity  or  hemorrhage  obscures  them  from 
view.  Metallic  foreign  bodies  can  usually  be 
demonstrated  by  roentgen  ray.  Recently, 
however,  I had  a case  in  which  a foreign 
body  could  be  seen  lying  on  the  retina  be- 
tween the  macula  and  disk — a foreign  body 
which  was  later  removed — but  which  was  too 
small  to  be  visualized  by  roentgen  ray. 

EXAMINATION 

After  eliciting  the  history  of  the  case  the 
visual  acuity  is  recorded,  followed  by  exami- 
nation of  both  eyes.  Injury  to  the  lids  with 
hemorrhage  and  edema  does  not  indicate 
that  the  injury  is  confined  to  the  lids.  In- 
spection of  the  eye  under  direct  illumina- 
tion may  reveal  a penetrating  injury  of  the 
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globe,  the  foreign  body  may  be  seen  in  the 
anterior  chamber,  there  may  be  a perfora- 
tion of  the  iris,  or  there  may  be  an  injury 
to  the  lens  revealing  the  foreign  body  in  the 
lens  or  a traumatic  cataract.  A penetrating 
wound  in  the  avascular  portion  of  the  globe 
with  a subconjunctival  hemorrhage,  as  was 
first  brought  out  by  Friedman,  is  indicative 
of  a double  perforation,  the  foreign  body 
having  passed  through  the  globe  to  lodge  in 
the  subconjunctival  tissue,  resulting  in  hem- 
orrhage at  the  point  of  exit.  After  inspec- 
tion, the  anterior  segment  should  be  exam- 
ined thoroughly  by  the  loupe  and  slit  lamp, 
the  posterior  segment  by  the  ophthalmo- 
scope. 

The  results  of  the  ophthalmic  physical 
examination  are  later  correlated  with  the 
roentgen  findings.  This  investigation  is 
relegated  to  the  roentgenologist  since  the 
ophthalmologist  usually  does  not  have  the 
requisite  training  to  employ  it.  A roentgeno- 
gram should  always  be  made  to  complete  the 
record,  even  when  the  foreign  body  was  seen 
and  localization  is  unnecessary. 

The  purposes  of  roentgen  examination, 
which  is  the  basic  diagnostic  method  in 
cases  of  intra-ocular  foreign  body,  are  (1)  to 
detect  whether  or  not  a foreign  body  is  in  the 
globe  and  to  determine  its  exact  position  in 
the  globe  if  present,  (2)  to  elicit  any  change 
in  position  of  the  foreign  body  in  the  globe 
after  an  unsuccessful  attempt  at  its  re- 
moval, and  (3)  to  aid  in  locating  the  scleral 
incision  at  a point  nearest  to  the  for- 
eign body. 

The  methods  used  in  roentgen-ray  locali- 
zation may  be  classified  as  follows : 

1.  Simple  methods.  Roentgenograms  taken 
in  two  or  more  planes,  the  foreign  body 
being  localized  in  reference  to  a fixed  marker 
usually  applied  to  the  globe. 

2.  Stereoscopic  methods.  Foreign  body 
localized  by  computations  from  pictures 
made  by  using  various  angulation  principles. 

3.  Geometric  methods.  These  depend  on 
fixation  of  the  globe  and  computing  the  po- 
sition of  the  foreign  body  by  its  position 
relative  to  fixed  markers  a known  distance 
from  the  center  of  the  cornea. 

4.  Physiologic  methods.  These  include 
fluoroscopy,  bone  free  radiographs  of  the 
globe,  and  films  following  injection  of  sub- 
stances into  Tenon’s  capsule.  The  latter 
method,  injecting  oxygen  by  Spackman’s 
technique,  is  especially  useful  in  cases  of 
double  perforation. 

5.  Combinations  of  the  above  methods. 

The  Sweet  method  of  localization,  first  de- 
scribed in  1898  and  improved  in  1909,  a 
geometric  method,  still  remains  the  most  ac- 
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curate.  By  its  use  the  foreign  body  may  be 
localized  to  within  1 mm.  Localization  to  be 
of  value  must  be  accurate,  for,  as  mentioned 
above,  it  often  determines  the  route  of  ex- 
tracting the  foreign  body  and  the  site  of  the 
scleral  incision. 

Localization  by  other  than  roentgenologic 
methods  may  be  accomplished  by  the  sidero- 
scope  of  Asmus,  used  chiefly  in  Germany, 
and  the  more  recent  Berman  locator  intro- 
duced into  ophthalmic  use  by  Minsky. 

REMOVAL 

When  a foreign  body  has  been  diagnosed 
and  localized,  the  next  question  is  whether 
to  remove  it  or  not.  It  has  been  considered 
that  if  the  foreign  body  is  to  be  removed, 
prompt  removal  is  important ; however,  the 
fact  that  it  may  be  tolerated  in  the  eye  for 
prolonged  periods  gives  ample  time  to  con- 
sider the  management  of  the  case  at  hand 
before  proceeding  injudiciously.  It  should 
be  borne  in  mind  that  many  complications 
may  occur  with  or  without  removal,  and 
physicians  must  admit  to  both  themselves 
and  the  patients  that,  as  Kiele  so  well  stated, 
“Although  the  damage  was  done  at  the  mo- 
ment of  entrance  of  the  foreign  body,  it  is 
not  undone  at  the  moment  of  its  exit.” 

It  has  been  said  that  conservative  treat- 
ment is  more  often  indicated  than  recom- 
mended by  many  surgeons.  Chemically  inert 
materials  such  as  glass,  stone,  lead,  alumi- 
num, stainless  steel,  and  plastics  are  less  irri- 
tating to  the  eye  than  copper,  brass,  and 
iron  and  often  are  well  tolerated.  When 
such  inert  foreign  bodies  are  in  relatively  in- 
accessible positions  or  do  not  produce  me- 
chanical irritation  or  pressure,  they  are  prob- 
ably best  left  alone.  Copper  and  its  alloys, 
steel,  and  iron  foreign  bodies,  on  the  other 
hand,  act  as  irritants  as  a result  of  elec- 
trolysis and  oxidation  and  may  sooner  or 
later  result  in  chemical  endophthalmitis. 
Every  effort  should  be  made  to  remove  these 
as  long  as  surgery  does  not  cause  excessive 
mutilation  of  the  eye.  Thorpe  has  expressed 
the  belief  that  multiple  foreign  bodies,  when 
they  exceed  three  in  number,  dictate  the  use 
of  conservative  treatment. 

The  technique  of  removing  intra-ocular 
foreign  bodies  depends  upon  a number  of 
variable  factors. 

Anterior  Chamber. — When  a foreign  body 
is  in  the  anterior  chamber,  a conservative 
attempt  should  be  made  to  remove  it.  When 
the  foreign  body  is  nonmagnetic,  a keratome 
incision  is  made  pointing  toward  the  limbus 
and  the  foreign  body,  passing  through  the 
cornea  at  an  angle  of  45  degrees.  This  pre- 
vents prolapse  of  the  iris  and  permits  pass- 


age of  forceps  to  grasp  the  foreign  body. 
Magnetic  foreign  bodies  are  usually  easy  to 
remove,  but  care  must  be  exercised  to  avoid 
injuring  the  lens.  If  the  foreign  body  is  in- 
carcerated in  the  iris,  it  should  be  freed  with 
the  magnet  before  a corneal  incision  is  made. 
Verhoeff  has  advised  making  a small  curved 
incision  at  the  limbus  adjacent  to  the  foreign 
body,  regardless  of  its  location.  He  stated 
that  there  is  little  danger  of  iris  prolapse 
since  the  incision  is  small  and  that  there  is 
less  danger  of  injuring  the  anterior  lens 
capsule.  The  foreign  body  is  then  removed 
by  a small  tip  of  the  hand  magnet  maneu- 
vered externally  or  through  the  incision  as 
indicated.  Others  draw  the  foreign  body 
along  the  posterior  surface  of  the  cornea  to 
an  incision  in  the  limbus  at  the  12  o’clock 
position ; this,  however,  is  more  dangerous 
to  the  lens. 

Lens. — Nonmagnetic  foreign  bodies  in  a 
non-cataractous  lens  may  be  allowed  to  re- 
main in  situ  after  explaining  the  future  pos- 
sibilities to  the  patient.  If  the  lens  is  non- 
cataractous  and  the  visual  acuity  is  not 
diminished,  the  physician  should  likewise 
refrain  from  removing  a magnetic  foreign 
body  immediately  after  informing  the  patient 
of  its  presence  and  explaining  the  probable 
future  loss  of  vision.  In  such  a case  it  is 
prudent  to  request  consultation  as  a protec- 
tion against  undue  criticism  and  possible 
malpractice  action.  Later,  if  necessary,  the 
foreign  body  and  lens  can  be  removed.  If 
the  lens  is  cataractous  when  first  seen,  the 
lens  and  foreign  body,  whether  magnetic  or 
nonmagnetic,  can  be  removed  together.  In 
this  instance  the  lens  should  be  removed  im- 
mediately, since  often  there  is  a marked  in- 
crease in  intra-ocular  tension  due  to  the  lens 
swelling. 

Posterior  Segment. — When  the  foreign 
body  is  in  the  posterior  segment,  accurate 
localization  is  most  important  since  the  site 
of  scleral  incision  is  determined  by  the  po- 
sition of  the  foreign  body.  A known  irritat- 
ing foreign  body  of  copper  or  its  alloys 
should  be  removed  when  possible.  For  this 
procedure  Cross  and  Thorpe  have  devised 
forceps ; Cross  directs  his  with  the  biplane 
fluoroscope  while  Thorpe  employs  direct  ob- 
servation through  his  ocular  endoscope. 
Rather  than  lose  an  eye  from  meddlesome  in- 
terference or  its  resulting  complications, 
small  nonirritating  nonmagnetic  foreign 
bodies  should  be  left  in  place.  Preservation 
of  useful  vision  or  of  the  globe  is  often  pos- 
sible for  years  or  for  life  in  spite  of  a re- 
tained foreign  body.  Surgical  intervention 
can  offer  no  better  results. 
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Under  skillful  management,  the  patient 
with  a magnetic  foreign  body  will  often  re- 
cover useful  vision.  It  is  in  such  cases  that 
so  much  controversy  exists  concerning  the 
route  of  choice  for  extracting  the  foreign 
body.  In  my  opinion  Stokes  has  given  a 
sound  aphorism : when  the  foreign  body  is  in 
the  anterior  segment,  it  should  be  removed 
by  the  anterior  route;  when  in  the  posterior 
segment,  it  should  be  removed  by  the  scleral 
route.  This  seems  reasonable  since  it  permits 
the  most  direct  approach  to  the  object  with 
the  least  possible  trauma.  There  may  be 
exceptions  to  this  rule : very  small  particles 
may  be  drawn  into  the  anterior  chamber 
and  removed  or  in  cases  with  disorganiza- 
tion of  the  16ns,  when  further  damage  is  im- 
probable, it  is  permissible  to  extract  larger 
particles  by  the  anterior  route.  When  the 
transscleral  route  is  to  be  used,  if  the  foreign 
body  entered  through  the  sclera  between  the 
ciliary  body  and  the  equator,  it  may  be  re- 
moved through  the  wound  of  entrance.  If, 
however,  it  entered  elsewhere  and  lies  in  the 
region  of  the  equator  or  in  the  posterior  part 
of  the  globe,  sclerotomy  should  be  done  in 
the  meridian  nearest  the  foreign  body  just 
anterior  to  the  equator.  When  the  particle 
is  free  in  the  vitreous  body,  the  pars  plana 
approach  is  the  most  desirable  as  it  reduces 
the  possibility  of  later  retinal  separation  to 
a minimum. 

Incision  in  this  area  is  made  parallel  to 
the  limbus ; posterior  sclerotomy  is  made 
along  a radial  line.  Retraction  sutures  are 
placed  in  the  sclera  before  the  incision  is 
started.  When  the  incision  is  two-thirds  of 
the  way  through  the  sclera,  a mattress  suture 
is  placed  loosely  through  the  lips  of  the  in- 
cision to  emerge  through  the  conjunctiva. 
The  incision  is  then  completed  down  to  the 
choroid.  It  is  rimmed  with  diathermy  to 
guard  against  later  retinal  separation,  which 
is  reported  to  occur  in  approximately  50  per 
cent  of  cases  having  either  an  accidental  or 
operative  scleral  wound.  The  tip  of  the  giant 
magnet,  with  the  current  off,  is  placed  in 
the  lips  of  the  wound  but  not  through  the 
choroid  as  this  fosters  infection  and  hemorr- 
hage, resulting  in  latent  retinal  detachment. 
When  the  current  is  applied,  the  foreign 
body  will  usually  be  pulled  through  the  retina 
and  choroid  easily  since  they  approach  the 
magnet  in  their  long  axis  point  first  to 
emerge  through  the  smallest  possible  opening 
compatible  with  their  size. 

AFTER  CARE 

It  need  hardly  be  mentioned  that  all  pa- 
tients with  intra-ocular  foreign  bodies  should 
be  hospitalized  and  also  that  they  should 


be  kept  under  periodic  observation  indefi- 
nitely. Following  sclerotomy  absolute  bed 
rest  is  essential.  Atropine  should  be  used 
early  and  frequently  in  conjunction  with 
penicillin  and  sulfonamides  in  the  hope  of 
preventing  or  alleviating  iritis  or  iridocy- 
clyitis  as  a complication  which  occurs  in 
nearly  50  per  cent  of  cases.  The  use  of  te- 
tanus antitoxin,  or  toxoid  if  indicated,  is 
mandatory.  Infection  must  be  treated  he- 
roically by  chemotherapy,  foreign  proteins, 
hot  compresses,  assurance  of  patency  of  the 
lacrimal  passages,  and  removal  of  any  focal 
infections.  Where  there  is  delayed  healing 
or  latent  infection,  foci  of  infection  should 
be  searched  for  and  eliminated.  Many  cases 
can  be  successfully  and  promptly  terminated 
by  the  removal  of  such  foci.  The  physician 
must  always  remember  sympathetic  ophthal- 
mia and  be  on  the  alert  for  signs  of  glau- 
coma. When  retinal  detachment  occurs,  it 
must  be  promptly  and  properly  treated. 

In  those  unfortunate  cases  when  marked 
intra-ocular  infection  occurs  the  surgeon 
must  enucleate  or  eviscerate  the  eye.  Other 
indications  for  enucleation  of  eyes  damaged 
by  foreign  bodies  are : 

1.  When  the  eye  is  collapsed  or  there  is 
extensive  vitreous  loss  without  light  percep- 
tion. 

2.  When  there  is  laceration  of  the  cornea 
and  ciliary  body  with  loss  of  lens  and 
hemorrhage  into  the  vitreous. 

3.  When  the  uninjured  eye  manifests  ir- 
ritation by  photophobia,  congestion  of  ciliary 
and  iris  vessels  and  cells  in  the  anterior 
chamber. 

4.  When  a blind  eye  becomes  painful  fol- 
lowing removal  of  an  intra-ocular  for- 
eign body. 

COMMENTS  AND  CONCLUSIONS 

The  largest  reported  series  of  intra-ocular 
foreign  bodies  that  I have  seen  was  1,800 
cases,  in  which  98  per  cent  of  the  foreign 
bodies  were  steel.  In  80  per  cent  of  these  the 
steel  originated  from  the  mushroomed  edge 
of  a hammer,  chisel,  or  drill. 

Infection  is  most  likely  to  occur  when  the 
wound  of  entrance  was  through  the  cornea, 
and  least  likely  to  occur  from  a scleral 
wound.  Fortunately  the  vitreous  is  a poor 
culture  media.  Immediate  infection,  if  it 
occurs,  will  do  so  by  the  fifth  day. 

Following  hemorrhage  into  the  vitreous, 
retinal  separation  is  the  usual  result,  due 
to  organization  and  contracture  regardless  of 
diathermy  barrage  around  the  scleral  wound. 

In  the  removal  of  the  foreign  body,  an 
effort  should  be  made  to  traumatize  as  little 
as  possible,  remembering  that  the  more 
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serious  complications  result  from  trauma  and 
infection. 

There  should  be  no  hesitation  in  request- 
ing consultation.  Commendation  is  often 
withheld  despite  brilliant  results — they  are 
expected ; much  criticism  may  be  proffered 
even  though  no  effort  is  spared  to  save  the 
patient’s  sight  or  eye. 

The  patient  must  be  kept  under  observa- 
tion, for  the  final  result  can  be  surmised 
better  after  two  years  than  after  six  months. 
Even  then,  in  fairness  to  the  patient,  the 
result  can  be  considered  only  conjecture,  for 
changes  may  occur  still  later. 

Exact  history,  careful  examination,  dis- 
creet management,  and  complete  records 
are  essential. 
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ABSTRACT  OF  DISCUSSION 

Dr.  F.  H.  Newton,  Dallas:  Exact  localization  is 
important  in  order  that  the  scleral  incision  may  be 
made  as  near  as  possible  to  the  site  of  the  foreign 
body,  thereby  avoiding,  if  possible,  the  introduction 
of  the  magnet  tip  into  the  globe.  I am  glad  Dr. 
Hutchinson  mentioned  the  diagnostic  meaning  of  a 
subconjunctival  hemorrhage  on  the  side  opposite  the 
point  of  entrance.  In  such  cases  the  physician  often 
finds  the  foreign  body  only  partly  through  the  sclera 
with  the  larger  part  still  within  the  globe;  there- 
fore removal  is  as  imperative  as  if  the  foreign  body 
were  confined  entirely  within  the  globe.  At  times 
such  a foreign  body  becomes  lodged  underneath  a 
rectus  muscle  and  requires  retraction  or  resection 
of  the  muscle  for  extraction.  The  tolerance  of  the 
eye  for  some  foreign  bodies  does  not  justify  so- 
called  brutal  ocular  surgery  if  conservative  surgical 
measures  fail  to  extract  the  object.  Certainly  every 
eye  should  be  given  a chance  for  survival. 

Dr.  W.  J.  Woolsey,  Waco:  The  physician  should 
know  his  problem  in  the  management  of  intra-ocular 
foreign  bodies,  and,  if  removal  is  contemplated, 


whether  he  can  safely  do  it  with  the  equipment  at 
his  command.  There  is  the  choice  between  conser- 
vative treatment,  which  can  be  especially  favorable 
in  nonmetallic,  chemically  inert  foreign  bodies,  and 
meddlesome  surgery. 

Large  irregular  shaped  foreign  bodies,  more  than 
from  2 to  4 mm.  in  the  longest  dimension,  usually 
cause  loss  of  the  eye.  Persons  with  such  foreign 
bodies  usually  seek  medical  attention  promptly,  and, 
if  magnetic,  the  bodies  present  no  great  technical 
problem  in  removal.  The  choice  of  treatment  fre- 
quently ends  in  disaster  and  proves  nothing.  In- 
fection in  from  twenty-four  to  thirty-six  hours  com- 
monly determines  the  procedure.  Medium  sized  for- 
eign bodies,  from  a particle  up  to  large,  call  for 
technical  skill.  The  minute  bodies  tax  judgment  as 
well  as  skill.  I have  observed  at  least  2 patients 
with  minute  particles,  presumably  metallic,  survive 
conservative  treatment  and  retain  good  vision,  the 
bodies  being  eventually  absorbed.  Harvey  E.  Thorpe 
in  a survey  confirmed  this  observation. 

In  localization  a good  point  to  remember  is  that 
by  applying  pressure  with  a blunt  instrument  over 
the  sclera  a foreign  body  can  be  ophthalmoscopically 
visualized  far  anterior.  And  the  influence  of  gravity 
should  not  be  forgotten. 

I like  the  approach  through  the  pars  ciliaris  for 
the  removal  of  foreign  bodies  when  at  all  possible. 
I seem  to  be  among  the  few  who  will  on  occasion 
enter  the  vitreous  body  with  an  instrument  for  pieces 
of  low  magnetic  power. 
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Flamm,  Amarillo,  Secretary. 

Fourth  District  Society,  Ballinger.  Dr.  J.  C.  Young,  Coleman, 
President;  Dr.  Charles  F.  Bailey,  Ballinger,  Secretary. 

Fifth  and  Sixth  Districts  Society.  Dr.  Kleberg  Eckhardt,  Cor- 
pus Christi,  President;  Dr.  Charles  Tennison,  Nix  Professional 
Building,  San  Antonio,  Secretary. 

Seventh,  Austin,  District  Society.  Dr.  M.  I.  Brown.  Austin,  Pres- 
ident; Dr.  David  Wade,  604  Capital  National  Bank  Bldg., 
Austin,  Secretary. 

Eighth,  Ninth  and  Tenth  Districts,  South  Texas,  Society.  Dr.  T. 

O.  Woolley,  Orange,  President;  Dr.  James  Greenwood,  Jr.,  518 
Medical  Arts  Bldg.,  Houston  2,  Secretary. 

Eleventh  District  Society,  Tyler,  October,  1948.  Dr.  Harvey 
Bell,  Palestine,  President;  Dr.  C.  B.  Young,  929  S.  Confeder- 
ate, Tyler,  Secretary. 

Twelfth,  Central  Texas  District  Society,  Bryan.  July  13,  1948. 
Dr.  R.  R.  White,  Temple,  President;  Dr.  H.  F.  Connally,  Jr., 
Amicable  Bldg.,  Waco,  Secretary. 
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Thirteenth,  Northwest,  District  Society,  Mineral  Wells,  May  11, 
1948.  Dr.  Fred  Harrell,  Olney,  President ; Dr.  S.  W.  Wilson, 
Medical  Arts  Bldg.,  Fort  Worth,  Secretary. 

Fourteenth,  North  Texas,  District  Society,  Greenville,  June  8, 
1948.  Dr.  W.  I.  Southerland,  Sherman,  President ; Dr.  John 
Bagwell,  Medical  Arts  Building,  Dallas,  Secretary. 

Fifteenth,  Northeast,  District  Society,  Daingerfield,  Fall,  1948. 
Dr.  W.  S.  Terry,  Jefferson,  President;  Dr.  James  Harris,  Mar- 
shall, Secretary. 

CLINICS 

Dallas  Southern  Clinical  Society,  Dallas,  March  14-17,  1949. 
Miss  Thelma  J.  Webb,  Medical  Arts  Bldg.,  Dallas  1.  Executive 
Secretary. 

International  Post-Graduate  Medical  Assembly  of  Southwest 
Texas,  San  Antonio,  January  25-27,  1949.  Dr.  John  J.  Hinchey, 
643  Moore  Bldg.,  San  Antonio  5,  Secretary. 

Wichita  County  Fall  Clinical  Conference,  Wichita  Falls,  October 
20,  1948.  Dr.  Charles  H.  Brown,  Wichita  Falls,  Program 
Chairman. 


AMERICAN  COLLEGE  OF  PHYSICIANS 
The  first  regional  meeting  of  the  American  College 
of  Physicians  to  convene  in  Texas  was  held  Feb- 
ruary 27-28  in  Houston.  Physicians  from  Tennessee, 
Arkansas,  Mississippi,  Louisiana,  and  Texas  were 
present.  Dr.  Hugh  J.  Morgan,  Nashville,  Tenn., 
president  of  the  American  College  of  Physicians, 
was  one  of  the  special  guests  and  spoke  on  “The 
Role  of  the  American  College  of  Physicians  in  Amer- 
ican Medicine”  at  a banquet.  Dr.  M.  D.  Levy,  Hous- 
ton, governor  for  Texas,  presided  at  the  banquet. 

A program  arranged  by  a committee  consisting 
of  Drs.  James  A.  Greene,  chairman;  Hatch  W. 
Cummings;  Hugo  T.  Engelhardt,  Paul  V.  Ledbetter, 
and  Charles  D.  Reece,  all  of  Houston,  was  presented 
by  Texas  doctors  as  follows: 

Infectious  Hepatitis — Dr.  C.  T.  Stone,  Galveston. 

Perpetuation  of  Psychosomatic  Disorders  by  the  Physician — Dr. 
Edwin  L.  Rippy,  Dallas. 

Streptomycin  in  Treatment  of  Certain  Forms  of  Tuberculosis — 
Dr.  Daniel  E.  Jenkins,  Houston. 

Longterm  Study  of  Retinal  Vessels  in  Hypertensive  Patients — 
Dr.  Samuel  A.  Shelburne,  Dallas. 

Venous  Catheterization  of  the  Heart  in  Diagnosis  of  Congenital 
Heart  Diseases — Dr.  Don  W.  Chapman,  Houston. 

Unusual  Diseases  Affecting  the  Kidney — Dr.  Raymond  L.  Greg- 
ory, Galveston. 

Toxic  Manifestations  in  Pregnancy — Dr.  Louis  Tobian,  Dallas. 
Refractory  Anemias — Dr.  William  L.  Marr,  Galveston. 

Nitrogen  Mustard  Therapy  in  Blood  Dyscrasias — Dr.  R.  A.  Het- 
tig,  Houston. 

Dr.  DeWitt  H.  Hotchkiss,  Jr.,  chairman;  Dr. 
Dolph  Curb,  and  Dr.  Ghent  Graves  were  in  charge 
of  entertainment  and  arrangements. 


UNITED  STATES-MEXICO  BORDER  PUBLIC 
HEALTH  ASSOCIATION 
The  sixth  annual  conference  of  the  United  States- 
Mexico  Border  Public  Health  Association  was  held 
in  Laredo,  Texas,  and  Nuevo  Laredo,  Mexico,  March 
20-22.  Attendance  from  the  United  States  and 
Mexico  was  almost  equally  divided. 

The  first  general  session  was  based  on  the  theme 
of  international  cooperation.  Sectional  meetings 
were  devoted  to  tuberculosis,  venereal  diseases, 
meningitis  and  other  communicable  diseases,  sanita- 
tion, and  maternal  and  child  health.  Public  meet- 
ings and  exhibits  were  arranged  concurrently. 

The  association  adopted  a resolution  recommend- 
ing an  increase  in  the  bed  capacity  of  hospitals  on 
both  sides  of  the  border  to  care  for  tuberculosis 
patients  and  a closer  cooperation  in  tuberculosis 
prevention  and  control.  Another  resolution  com- 
mended committees  organized  to  promote  maternal 
and  child  welfare  in  various  localities  and  urged 
closer  cooperation  in  that  field  through  the  offices 
of  the  Pan-American  Sanitary  Bureau,  which  was 
also  commended.  The  association  urged  those  coun- 
tries which  have  not  completed  their  application 
and  ratification  of  the  World  Health  Organization 
to  do  so  in  the  interest  of  world  unity. 

Dr.  Hugh  S.  Cumming,  former  surgeon  general 
of  the  U.  S.  Public  Health  Service,  former  director 


and  now  director  emeritus  of  the  Pan-American 
Sanitary  Bureau,  was  elected  the  first  honorary  life 
member  of  the  association. 

New  officers  were  elected  as  follows:  Drs.  Victor 
Ocampo  Alonzo,  Hermosillo,  Mexico,  president; 
George  W.  Cox,  Austin,  president-elect;  Jose  Angulo 
Araico,  Mexicali,  Mexico,  and  J.  P.  Ward,  Phoenix, 
Ariz.,  vice-presidents;  M.  F.  Haralson,  El  Paso, 
secretary;  and  Gustavo  A.  Rovirosa,  El  Paso,  pro- 
secretary. The  1949  meeting  will  be  held  at  Nogales, 
Ariz.,  and  Nogales,  Sonora,  Mexico. 


TEXAS  SURGICAL  SOCIETY 
The  spring  semi-annual  session  of  the  Texas  Sur- 
gical Society  was  held  April  5-6  in  San  Antonio. 
The  following  scientific  program  was  presented: 
April  5 

Improved  Method  for  Treatment  of  Varicocele — Dr.  Randolph  Lee 
Clark,  Houston. 

Female  Urethra — Dr.  Hub  E.  Isaacks,  Fort  Worth. 

Surgical  Treatment  of  Extensive  Radionecrosis  and  Dermatitis — 
Dr.  Thomas  D.  Cronin,  Houston. 

Treatment  of  Fractures  of  Surgical  Neck  of  Humerus — Dr. 

Charles  F.  Clayton,  Fort  Worth. 

Geriatric  Surgery — Dr.  Howard  Dudgeon,  Jr.,  Waco. 

Nodular  Goiter — Dr.  T.  H.  Thomason,  Fort  Worth. 

Thoracic  Complications  of  Amebiasis — Dr.  Robert  R.  Shaw, 
Dallas. 

Omphalocele:  Case  Report — Dr.  Herman  Dustin,  Houston. 
Perforation  of  Colon  with  Broomstick — Dr.  Hugh  C.  Welsh, 
Houston. 

Silent  Gall  Stones — Dr.  John  V.  Goode,  Dallas. 

Cancer  of  Pancreas — Dr.  Thomas  G.  Orr,  Professor  of  Surgery, 
University  of  Kansas,  Kansas  City. 

Management  of  Acute  Pancreatitis — Dr.  F.  L.  Snyder,  Fort 
Worth. 

April  6 

Fistula  of  Urinary  Bladder:  Report  of  Unusual  Case — Lt.  Col. 
G.  R.  Hamilton. 

Utilization  of  External  Traction  to  Overcome  Gaps  in  Peripheral 
Nerve  Injuries — Lt.  R.  D.  Price. 

All  Acrylic  Positive  Contact  Movable  Implant  following  Ocular 
Enucleation — Col.  Rex.  House. 

Patent  Omphalomesenteric  Duct:  Case  Report — Major  Edwin  J. 
Pulaski. 

Peripheral  Manifestations  of  Costo-Vertebral  Arthritis — Col. 
Knox  Dunlap. 

Blood  Volume  Studies  in  Preoperative  and  Postoperative  Care 
(Chronic  Shock) — Capt.  F.  W.  Spicer,  Jr. 

Congenital  Cavernous  Hemangioma  of  Lung — Lt.  Col.  Sanford 
W.  French. 

Conservative  Management  in  Perforated  Duodenal  Ulcer — Col. 
Sam  F.  Seeley. 

The  program  April  6 was  held  at  Brook  General 
Hospital  and  was  given  by  members  of  the  staff. 
Visits  to  the  various  sections  of  the  surgical  serv- 
ice were  conducted.  Col.  Paul  H.  Streit  and  Col.  Sam 
Seeley  made  the  arrangements. 

A cocktail  party  and  banquet  the  evening  of  April 
5 featured  an  address  on  world  problems  by  Father 
Stanley  J.  Kusman,  S.  M.,  professor  of  philosophy 
at  St.  Mary’s  University,  San  Antonio. 

Drs.  Ed  Coyle,  Albert  W.  Hartman,  and  Asher  R. 
McComb  were  members  of  the  local  arrangements 
committee. 

The  next  meeting  of  the  Texas  Surgical  Society 
will  be  held  in  Fort  Worth,  October  4-5. 


TEXAS  RHEUMATISM  ASSOCIATION 

The  Texas  Rheumatism  Association  has  been  or- 
ganized with  the  purpose  “to  stimulate  interest  in 
the  general  problems  of  rheumatic  disease,  to  en- 
courage the  interest  of  physicians  in  this  disease  by 
postgraduate  programs  covering  the  subject,  and 
also  to  advise  and  direct  lay  organizations  in  the 
matter  of  facilities  for  the  care  of  individuals  suf- 
fering from  crippling  disease.”  Plans  for  such  an 
organization  were  initiated  in  January,  and  the  elec- 
tion of  officers  was  completed  on  April  1 by  corre- 
spondence. Plans  are  to  hold  the  first  meeting  in 
conjunction  with  the  State  Medical  Association 
annual  session  in  1949. 

The  officers  now  serving  the  association  are  Drs. 
Howard  C.  Coggeshall,  Dallas,  president;  Alex  W. 
Terrell,  Dallas,  vice-president;  and  Paul  J.  Thomas, 
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Dallas,  secretary.  Dr.  Tinsley  Harrison,  Dallas,  and 
Dr.  James  A.  Greene,  Houston,  are  on  the  advisory 
committee.  The  executive  committee  is  composed  of 
Drs.  Maurice  M.  Scurry,  Dallas,  chairman;  Alfred 
W.  Harris,  Dallas,  vice-chairman;  Neil  D.  Buie,  Jr., 
Marlin;  John  S.  Chapman,  Dallas;  Charles  Corn- 
well,  Marlin;  George  M.  Jones,  Dallas;  Ben  A. 
Merrick,  Dallas;  Edwin  L.  Rippy,  Dallas;  Charles 
Shuey,  Dallas;  and  T.  Haynes  Harvill,  Dallas. 

The  nucleus  of  the  membership  is  to  be  composed 
of  physicians  specializing  in  internal  medicine  who 
merit  the  qualifications  of  the  American  Board  of 
Internal  Medicine.  The  group  is  to  become  a part 
of  the  American  Rheumatism  Association. 


AVIATION  MEDICINE  RESEARCH  GRANT 
The  Air  University  School  of  Aviation  Medicine, 
Randolph  Field,  has  been  allotted  one  of  a limited 
number  of  special  research  positions  authorized  by 
Congress  to  attract  outstanding  scientists  to  service 
laboratories/*  The  School  of  Aviation  Medicine  in- 
tends to  utilize  the  new  allocation,  which  carries 
with  it  a salary  of  from  $10,000  to  $15,000  per  an- 
num, to  establish  a civilian  position  for  a director 
of  research.  Inquiries  concerning  the  position  should 
be  addressed  to  the  commandant. — J.A.M.A.,  April 
10,  1948. 


NAVAL  AIR  RESERVE  NEEDS  DOCTORS 
The  Naval  Air  Reserve  Training  Command,  with 
headquarters  at  Naval  Air  Station,  Glenview,  111., 
has  eighteen  nationally  located  Naval  Air  Stations 
and  four  Naval  Air  Reserve  Training  Units  at 
which  Naval  Reserve  Medical  Officers  may  serve  on 
active  duty  with  full  pay  and  allowances  and  with 
the  privilege  of  returning  to  civilian  life  at  any 
time  upon  request.  One  of  the  stations  is  at  Dallas. 
Additional  details  may  be  obtained  from  Chief  of 
Naval  Air  Reserve  Training,  Naval  Air  Station, 
Glenview,  111. 


MEDICAL  SERVICE  RESERVE  TO  BE 
ACTIVATED 

Authority  has  been  granted  to  the  Army  Medical 
Department  to  place  three  hundred  additional  Med- 
ical Service  Reserve  officers  on  extended  active 
duty  immediately,  Major  General  Raymond  W. 
Bliss,  the  Army  Surgeon  General,  has  announced. 
Reserve  officers  who  volunteer  will  be  assigned  to 
duty  according  to  their  qualifications  in  psychology, 
physiology,  biochemistry,  nutrition,  serology,  other 
related  medical  sciences,  pharmacy,  administration 
and  supply,  optometry,  and  sanitary  engineering. 

The  recent  formation  of  the  Medical  Service  Corps 
is  one  phase  of  a long-range  program  designed  to 
provide  the  highest  possible  standard  of  medical 
care  for  the  Army  with  a minimum  number  of  physi- 
cians required  in  administrative  positions  or  per- 
forming duties  properly  belonging  to  medical  allied 
sciences. 


It  will  be  noted  that  families  with  an  income  below 
$1,000  per  year  have  nearly  four  times  as  much  dis- 
ability from  tuberculosis,  nearly  three  times  as  much 
disability  from  orthopedic  impairments,  and  ap- 
proximately twice  as  much  nervous  diseases  as  fam- 
ilies with  incomes  over  $5,000.  For  relief  families, 
the  ratio  rises  to  nearly  ninefold  for  tuberculosis, 
and  fourfold  for  orthopedic  impau'ments,  between 
threefold  and  fourfold  for  rheumatism  and  digestive 
diseases.  Considering  all  causes  of  disability  togeth- 
er, the  group  with  incomes  under  $1,000  shows  66 
per  cent  more  disability  and  the  relief  group  shows 
155  per  cent  more  than  the  families  with  incomes 
over  $5,000. — C.  E.  A.  Winslow,  D.  Sc.,  Am.  J.  Pub. 
Health,  Jan.,  1948. 


LIBRARY  NOTES 


PACKAGE  SERVICE 

The  package  library  consists  of  collections  of  reprints 
and  other  periodical  material  on  various  subjects,  prepared 
for  lending  to  members  of  the  Association.  Requests  for 
packages  should  be  addressed  “Library,  State  Medical  Asso- 
ciation  of  Texas.  1404  W.  El  Paso  Street,  Fort  Worth  3, 
Texas.”  Twenty-five  cents  in  stamps  should  be  enclosed 
with  the  request  to  cover  postage  and  part  of  the  expense 
of  collecting  the  material.  Packages  are  allowed  to  remain 
in  the  hands  of  the  borrower  for  14  days. 


Accessions 

The  following  additions  were  made  to  the  Library 
during  April: 

Reprints  received,  707. 

Journals  received,  217. 

Books  received,  9. 

Baltimore,  Williams  and  Wilkins  Company — 
Novak:  Textbook  of  Gynecology;  Kelly:  Encycl- 
opedia of  Medical  Sources. 

St.  Louis,  C.  V.  Mosby  Company — Morehouse  and 
Miller:  Physiology  of  Exercise. 

W.  B.  Saunders  Company — Dowling:  The  Acute 
Bacterial  Diseases,  Their  Diagnosis  and  Treatment; 
Todd  and  Sanford:  Clinical  Diagnosis  by  Labora- 
tory Methods. 

Washington,  Washington  Institute  of  Medicine — 
Bergler:  The  Battle  of  the  Conscience. 

Montreal,  Canada,  Universite  de  Montreal — Selye: 
Textbook  of  Endocrinology. 

Summary  of  Service 

Local  users,  49.  Borrowers  by  mail,  36. 

Items  consulted,  213.  Packages  mailed,  40. 

Items  taken  out,  207.  Items  mailed,  407. 

Total  number  of  items  consulted  and  loaned,  827. 


MOTION  PICTURE  FILM  LIBRARY 

Motion  picture  films  on  medical  subjects,  16  mm.,  both 
silent  and  sound,  some  in  color,  and  suitable  for  either 
medical  or  lay  audiences,  are  available  for  loan  to  county 
medical  societies,  hospital  staffs,  or  individual  physicians, 
on  request.  Borrowers  will  be  required  to  pay  only  the  cost 
of  shipment  of  the  films,  by  express,  with  insurance,  and 
for  any  damage  to  films  while  in  the  hands  of  the  borrower. 

Requests  for  films  should  be  addressed  to  “Motion  Picture 
Film  Library,  State  Medical  Association  of  Texas,  1404 
West  El  Paso  Street,  Fort  Worth  3,  Texas.”  A list  of  avail- 
able films,  with  descriptions,  will  be  furnished  on  request. 


The  following  motion  picture  films  were  loaned 
by  the  Film  Library  during  April : 

Accent  on  Use  (National  Foundation  for  Infantile 
Paralysis) — Dr.  P.  M.  Nesbit,  Arlington. 

Accident  Services  (British  Information  Services) 
— Coffey  Clinic,  Fort  Worth. 

Adolescence,  Introduction  to  (Mead  Johnson)  — 
Dr.  D.  R.  McMillin,  Lampasas. 

Analgesia,  Continuous  Caudal  ( Becton-Dickinson 
Co.) — Dr.  P.  M.  Nesbit,  Arlington,  and  West  Texas 
Hospital,  Lubbock. 

Anemia,  Erythroblastic  (Mead  Johnson) — Tarrant 
County  Medical  Technicians  Society,  Fort  Worth, 
and  Scott  and  White  Hospital,  Temple. 

Anemias,  The  (Lederle  Laboratories) — Dr.  Alan 
Ulert,  Houston,  and  Hermann  Hospital  School  of 
Nursing,  Houston. 

Anesthesia,  Regional  (Winthrop) — Coffey  Clinic, 
Fort  Worth,  and  St.  Joseph’s  School  of  Nursing, 
Houston. 

Another  to  Conquer  (Texas  Tuberculosis  Associa- 
tion)— Dr.  A.  W.  Brazda,  Ranger. 

Antitoxins,  Globulin  Modified  (Lederle  Labora- 
tories)— Dr.  P.  M.  Nesbit,  Arlington. 

Appraisal  df  the  Newborn  (Mead  Johnson)  — 
University  of  Houston,  Houston. 

Appendicitis  in  Childhood  (Mead  Johnson) — Dr. 
Alan  Ulert,  Houston. 

As  Others  See  Us  (American  Hospital  Associa- 
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tion) — St.  Joseph’s  Hospital,  Fort  Worth;  State 
Tuberculosis  Sanatorium  School  of  Nursing,  Sana- 
torium; Stephenville  Study  Club,  Stephenville;  St. 
Joseph’s  School  of  Nursing,  Houston;  and  Tarrant 
County  Medical  Technicians  Society,  Fort  Worth. 

Athletic  Injuries,  Care  of  ( Becton-Dickinson  Com- 
pany)—Lamar  College,  Beaumont. 

Back  to  Normal  (British  Information  Services)  — 
South  Side  School,  Arlington. 

Bleeding  Tendency  (Mead  Johnson)- — Tarrant 
County  Medical  Technicians  Society,  Fort  Worth. 

Blood  Transfusion  (British  Information  Services) 
— Dr.  P.  M.  Nesbit,  Arlington. 

Breech  Extraction  (Mead  Johnson)  — Dr.  G. 
Mitchell,  McKinney. 

Cataract  Surgery  (Dr.  Ray  K.  Daily) — Coffey 
Clinic,  Fort  Worth,  and  St.  Joseph’s  School  of 
Nursing,  Houston. 

Caesarean  Section  (Mead  Johnson) — West  Texas 
Hospital,  Lubbock;  North  Texas  Agricultural  Col- 
lege, Arlington;  and  F.  A.  Orgain  Hospital,  Bastrop. 

Cholecystectomy  (Mead  Johnson)— Dr.  Ted  Lace, 
Fort  Worth. 

Cloud  in  the  Sky  (Texas  Tuberculosis  Association) 

- — South  Side  School,  Arlington. 

Conquering  Darkness  (Hurst  Clinic) — St.  Joseph’s 
School  of  Nursing,  Houston,  and  Coffey  Clinic,  Fort 
Worth. 

D.  D.  T.,  The  Story  of  (British  Information  Serv- 
ices)^— South  Side  School,  Arlington. 

Diphtheria  and  Croup  (Lederle  Laboratories)  — 
St.  Joseph’s  School  of  Nursing,  Houston. 

Eyes  for  Tomorrow  (Hurst  Clinic) — Coffey  Clinic, 
Fort  Worth,  and  Westbrook  P.  T.  A.,  Westbrook. 

Eyes,  Your  Children’s  (British  Information  Serv- 
ices)— Coffey  Clinic,  Fort  Worth. 

Folvite  in  Anemia  (Lederle  Laboratories) — Collin 
County  Medical  Society,  McKinney. 

From  Moo  to  You  (Borden  Company) — South 
Side  School,  Arlington,  and  Dr.  P.  M.  Nesbit, 
Arlington. 

Hematology,  Animated  (Armour  Laboratories) — - 
North  Texas  Agricultural  College,  Arlington; 
Methodist  Hospital  School  of  Nursing,  Houston;  and 
St.  Joseph’s  Hospital,  Fort  Worth. 

Human  Fertility  (Ortho-Products) — Smith  Coun- 
ty Medical  Society,  Tyler,  and  Dr.  G.  Mitchell,  Mc- 
Kinney. 

Hysterectomy  (Mead  Johnson) — Dr.  Ted  Lace, 
Fort  Worth;  Dr.  Alan  Ulert,  Houston;  and  Coffey 
Clinic,  Fort  Worth. 

Immunization  Against  Infectious  Diseases  (Led- 
erle Laboratories) — Dr.  A.  W.  Brazda,  Ranger;  Dr. 
P.  M.  Nesbit,  Arlington;  Lamar  College,  Beaumont; 
and  Dr.  Alan  Ulert,  Houston. 

Let  My  People  Live  (Texas  Tuberculosis  Associa- 
tion)— Nocona  Rotary  Club,  Nocona. 

Magic  Bullets  (U.  S.  Public  Health  Service)  — 
Texas  Wesleyan  College,  Fort  Worth. 

Mastoid  Surgery  (Dr.  Louis  Daily) — Dr.  P.  M. 
Nesbit,  Arlington. 

Multiple  Pregnancy  (Mead  Johnson) — F.  A.  Or- 
gain Hospital,  Bastrop. 

Nasal  Sinusitis  (E.  Fougera) — Coffey  Clinic, 
Fort  Worth. 

Normal  Delivery  (Mead  Johnson) — University  of 
Houston,  Houston,  and  F.  A.  Orgain  Hospital,  Bas- 
trop. 

Pasteur’s  Legacy  (Modern  Film  Corporation)  — 
F.  A.  Orgain  Hospital,  Bastrop. 

Premature  Infant,  The  Care  of  (Mead  Johnson) 
— University  of  Houston,  Houston. 

Psychiatry  in  Action  (British  Information  Serv- 
ices)— U.  S.  Public  Health  Service  Hospital,  Fort 
Worth. 

Report  to  the  People  (National  Foundation  for 
Infantile  Paralysis) — Stephenville  Study  Club, 
Stephenville. 


Scarlet  Fever  (Lederle  Laboratories)  — City 
Health  Department,  Fort  Worth. 

This  Is  TB  (Texas  Tuberculosis  Association)  — 
Stephenville  Study  Club,  Stephenville;  Dr.  P.  M. 
Nesbit,  Arlington;  and  Nocona  Rotary  Club,  Nocona. 

Tuberculosis,  Diagnostic  Procedure  in  (Texas 
Tuberculosis  Association) — State  Tuberculosis  Sana- 
torium School  of  Nursing,  Sanatorium. 

They  Do  Come  Back  (Texas  Tuberculosis  Asso- 
ciation)— State  Tuberculosis  Sanatorium  School  of 
Nursing,  Sanatorium. 

Time  Is  Life  (American  Cancer  Society) — Sander- 
son P.  T.  A.,  Sanderson,  and  Pilot  Club,  Orange. 

The  Traitor  Within  (American  Cancer  Society)  — 
Pilot  Club,  Orange,  and  P.  T.  A.,  Sanderson. 

Trichomonal  and  Monilial  Vaginitis  (G.  D.  Searle 
Company) — Collin  County  Medical  Society,  Mc- 
Kinney. 

Trichomonal  Vaginitis  and  Leukorrhea  (Dr.  K.  J. 
Karnaky) — St.  Joseph’s  Hospital,  Fort  Worth. 

Underwater  Therapy — Dr.  F.  0.  McGehee,  Hous- 
ton. 

Uterosalpingography  (E.  Fougera) — Dr.  Alan 
Ulert,  Houston,  and  West  Texas  Hospital,  Lubbock. 

Varicose  Veins  and  Their  Complications  (Becton- 
Dickinson  Company) — Smith  County  Medical  So- 
ciety, Tyler. 

When  Bobby  Goes  to  School  (Mead  Johnson)  — 
P.  T.  A.,  Westbrook. 

You  Are  the  Switchman  (American  Cancer  So- 
ciety)— Pilot  Club,  Orange,  and  P.  T.  A.,  Sanderson. 


BOOK  REVIEWS 

’Histopathologic  Technic.  By  R.  D.  Lillie,  A.  B., 
M.  D.,  Medical  Director,  U.  S.  Public  Health 
Service;  Chief,  Pathology  Laboratory,  Na- 
tional Institute  of  Health.  Cloth,  300  pages. 
Price,  $4.75.  Philadelphia  and  Toronto,  The 
Blakiston  Company,  1948. 

This  excellent  book,  by  an  internationally  recog- 
nized authority  on  histopathology  in  general  and 
stains  in  particular,  fills  a long  felt  need.  In  fewer 
than  300  pages  he  clearly  details  nearly  all  the 
recent  and  established  tissue  techniques  of  the  mod- 
ern histology  laboratory.  The  section  on  general 
oversight  methods  includes  only  a few  of  the  many 
general  techniques.  In  the  special  section,  a con- 
spicuous omission  is  the  absence  of  any  discussion 
of  the  recently  popularized  Papanicolaou  techniques. 
An  indigenous  paraffin  impregnating  vacuum  oven 
is  described  but  no  mention  is  made  of  the  rapid 
decalcification  of  bone  by  the  same  vacuum  principle. 

While  the  author  is  obviously  impartial  in  pre- 
senting various  techniques,  he  does  occasionally  use 
the  first  person  singular  to  enliven  the  treatise  and 
give  the  reader  the  benefit  of  his  many  years  of 
distinguished  service  as  chief  pathologist  of  the 
USPHS.  A useful  addition  to  the  book  is  a detailed 
and  highly  practical  section  on  microscopy  as  well 
as  an  equally  useful  chapter  on  equipment.  This  book 
is  a “must”  for  pathologic  anatomists  and  histology 
technologists. 

“May’s  Manual  of  the  Diseases  of  the  Eye.  For 
Students  and  General  Practitioners.  Edited  by 
Charles  A.  Perera,  M.  D.,  Assistant  Clinical 
Professor,  College  of  Physicians  and  Sur- 
geons, Columbia  University,  New  York;  As- 
sistant Attending  Ophthalmologist,  Presby- 
terian Hospital,  New  York.  19th  edition,  re- 
vised. Cloth,  521  pages.  With  387  illustrations, 
including  32  plates,  with  93  colored  figures. 
Price,  $4.  Baltimore,  Williams  & Wilkins 
Company,  1947. 


1Reviewed  by  John  J.  Andujar,  M.  D.,  Fort  Worth. 
2Reviewed  by  Henry  L.  Hilgartner,  Jr.,  M.  D.,  Austin. 
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May’s  “Diseases  of  the  Eye,”  as  in  the  past,  is  a 
splendid  practical  textbook  for  the  general  prac- 
titioner, as  well  as  the  ophthalmologist.  The  new 
edition  has  some  new  colored  plates  which  are  ex- 
cellent. 

This  book  is  a good  buy  for  specialist  and  general 
practitioner  alike. 

:iThe  Foot  and  Ankle.  Their  Injuries,  Diseases, 
Deformities  and  Disabilities.  By  Philip  Lewin, 
M.  D.,  F.  A.  C.  S.,  Associate  Professor  of 
Bone  and  Joint  Surgery,  and  Acting  Head  of 
the  Department,  Northwestern  University 
Medical  School.  3rd  edition,  thoroughly  re- 
vised. Cloth,  847  pages.  Illustrated.  Price,  $11. 
Philadelphia,  Lea  & Febiger,  1947. 

The  author  states  in  his  foreword  that  he  has 
attempted  to  do  for  the  foot  and  ankle  what  Kanavel 
did  for  the  hand,  and  none  will  question  that  he  has. 

All  foot  and  ankle  conditions  that  might  present 
themselves  to*  the  general  practitioner  or  specialist 
are  covered  in  considerable  detail.  A complete  bibli- 
ography is  given  at  the  end  of  the  final  chapter.  New 
material  has  been  added,  most  of  it  as  the  result 
of  information  gained  from  World  War  II.  This  in- 
cludes chemotherapy,  mass  injuries,  transportation 
of  the  wounded,  circulatory  lesions,  bone  grafting, 
vascular  lesions,  and  plastic  rehabilitation. 

Of  more  interest  to  the  civilian  practitioner  is  the 
chapter  on  club  foot.  Several  of  Kite’s  original  pic- 
tures are  included,  and  his  general  outline  of  treat- 
ment is  followed.  Denis-Browne  splints  are  also  de- 
scribed and  listed  among  the  conservative  types  of 
treatment. 

Subjects  given  additional  emphasis  in  this  edition 
are  compound  fractures,  crushing  injuries,  and 
osteomyelitis.  The  accepted  methods  of  conservative 
and  reconstructive  treatment  are  listed  and  are  in 
somewhat  the  following  order:  (1)  what  to  do,  (2) 
when  to  do  it,  and  (3)  what  not  to  do. 

Many  physicians  will  find  that  this  book  makes  a 
valuable  addition  to  their  libraries. 

"Unipolar  Lead  Electrocardiography,  including 
Standard  Leads,  Unipolar  Extremity  Leads 
and  Multiple  Unipolar  Precordial  Leads.  By 
Emanuel  Coldberger,  B.  S.,  M.  D.,  Adjunct 
Physician,  Montefiore,  New  York.  Cloth,  182 
pages,  with  88  illustrations.  Price,  $4.  Phila- 
delphia, Lea  & Febiger,  1947. 

This  is  a book  essentially  for  those  interested  in 
electrocardiography.  It  is  a convincing  and  practical 
recitation  of  the  author’s  investigations  in  unipolar 
electrocardiography.  He  points  out  the  advantages 
of  multiple  leads  both  precordial  and  limb  leads. 
Such  multiple  leads  help  in  diagnosing  positional 
changes,  ventricular  hypertrophy,  bundle  branch 
block,  and  small  myocardial  infarctions.  The  aug- 
mented unipolar  limb  leads  are  of  advantage  because 
of  the  increased  amplitude  of  the  deflections. 

Like  so  many  books  on  electrocardiography,  the 
physics  underlying  electrocardiographic  changes  is 
too  fully  treated,  and  the  examples  of  tracings  illus- 
trative of  underlying  disorders  are  too  few. 

r’Diabetes  Mellitus  in  General  Practice.  By  Arthur 
R.  Colwell,  M.  D.,  Associate  Professor  of 
Medicine  and  Director  of  Medical  Specialty 
Training,  Northwestern  University  Medical 
School.  Cloth,  350  pages.  Price,  $5.25.  Chi- 
cago, The  Year  Book  Publishers,  Inc.,  1947. 

This  is  an  excellent  book  on  diabetes.  It  is  brief 
and  the  reading  time  should  be  acceptable  to  those 
who  are  busy  in  the  practice  of  medicine.  The  known 
facts  about  diabetes  are  brought  up  to  date  and  the 

•‘Reviewed  by  I.  G-  Van  Zandt,  M.  I).,  Fort  Worth. 

'Reviewed  by  (Ihent  Graves,  M.  I).,  Houston. 

Reviewed  by  Roland  F.  Knox,  M.  D.,  Wichita  Falls. 


clinical  application  is  clearly  outlined.  Statistics 
have  been  omitted  and  this  feature  adds  a great  deal 
to  the  readability  of  the  book.  The  chapter  on  treat- 
ment with  insulin  and  its  modifications  is  especially 
valuable  because  it  is  so  concise  and  indications  for 
the  use  of  the  various  modifications  are  clearly  out- 
lined. “Acute  and  Chronic  Complications  and  Their 
Treatment”  is  also  a valuable  chapter.  It  makes 
possible  a clearer  understanding  of  diabetes  in  rela- 
tion to  the  acute  and  chronic  complications  as  well 
as  the  emergencies  arising  in  the  course  of  manage- 
ment. 

I recommend  this  book  as  one  of  great  value  to 
the  general  practitioner  who  is  too  busy  to  read  the 
more  prolonged  and  detailed  books  on  this  subject. 

°Anson  Jones,  the  Last  President  of  Texas.  By 
Herbert  Gambrell.  Cloth,  462  pages.  Price,  $5. 
New  York,  Doubleday  & Co.,  1948. 

A Massachusetts  farm  boy,  poor  in  pocket,  sparse 
in  spirit,  and  weak  in  body,  presents  a drab  picture, 
indeed.  With  the  pen  of  the  historian  and  writer 
Herbert  Gambrell  to  help  him,  however,  this  poor 
boy’s  life  takes  on  interest,  color,  and  romance. 

The  last  president  of  the  Republic  of  Texas  was 
pushed  into  the  study  of  medicine  much  against  his 
will.  His  lack  of  initiative  and  his  early  bent  for 
failure  caused  him  to  take  down  his  shingle  several 
times  and  to  change  his  profession  once.  It  was  not 
until  after  he  had  practiced  medicine  in  South  Amer- 
ica that  he  gained  enough  self-confidence  to  make 
real  progress.  But  even  this  success  was  short  lived. 

A new  era  started  for  Anson  Jones  in  1833  when 
he  sailed  from  New  Orleans  for  Texas.  Just  as  he 
was  beginning  to  be  a successful  practitioner  of 
medicine,  the  revolution  changed  his  course  again. 
The  author  displays  excellent  literary  skill  in  de- 
picting the  vagaries  of  the  fortunes  of  Anson  Jones 
and  the  young  republic.  This  country  doctor  became 
a moving  force  in  shaping  the  affairs  of  state  for 
Texas,  and  played  an  important  but  misunderstood 
part  in  the  annexation  movement.  Even  in  politics 
the  specter  of  failure  hovered  over  him  from  time 
to  time. 

Physicians  of  Texas  will  read  with  interest  this 
account  of  one  of  their  profession  who  closed  the 
books  for  the  Republic  of  Texas,  lowered  its  flag, 
and  raised  in  its  place  the  stars  and  stripes. 

"Reviewed  by  Elliott  Mendenhall,  M.  D.,  Dallas. 
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Contributions  to  this  department  will  be  appreciated. 
News  should  be  of  general  medical  interest,  such  as  public 
health  activities,  new  hospitals,  personal  items  of  more 
than  local  value,  etc.  News  for  a particular  number  of 
the  Journal  should  be  in  the  hands  of  the  Editor  not 
later  than  the  fifteenth  of  the  preceding  month. 


A Veterans  Administration  Hospital  at  Marlin  has 

reached  the  stage  of  having  bids  received  for  con- 
struction, reports  the  Veterans  Administration.  The 
200-bed  general  medical  and  sui'gical  hospital  will 
include  a main  hospital  building,  manager’s  quarters, 
apartment  building  to  serve  as  quarters  for  the 
staff,  nurses’  quarters,  attendants’  quarters,  and 
various  other  divisions. 

The  Houston  Surgical  Society  presented  Dr.  Alfred 
Blalock,  professor  of  surgery  at  Johns  Hopkins  Uni- 
versity Medical  School,  Baltimore,  in  a lecture  in 
Houston  on  April  16.  The  lecture  was  attended  by 
trustees  of  the  various  units  to  be  located  in  the 
Texas  Medical  Center,  Baylor  University  College  of 
Medicine  students,  and  Harris  County  physicians, 
and  was  open  to  the  public.  The  following  day  Dr. 
Blalock  addressed  a luncheon  group  invited  by  the 
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Houston  Chamber  of  Commerce  committee  on  edu- 
cation, reports  the  Houston  Chronicle. 

The  M.  D.  Anderson  Hospital  for  Cancer  Research, 
Houston,  has  announced  the  appointment  of  Dr. 
Charles  L.  Spun-,  formerly  of  the  University  of 
Chicago,  as  internist  and  director  of  the  clinic,  and 
Dr.  Gilbert  H.  Fletcher  as  radiotherapist.  Dr. 
Fletcher  served  as  a traveling  fellow  for  the  Ander- 
son Hospital,  touring  hospitals  in  Europe  to  ob- 
serve methods  of  radiation  therapy,  before  becoming 
a permanent  member  of  the  staff. 

A federal  grant  of  $395,000  to  the  M.  D.  Ander- 
son Hospital  has  been  delayed  because  of  failure  to 
reach  an  agreement  on  how  it  will  be  used,  accord- 
ing to  the  Houston  Post.  The  National  Advisory 
Council  on  Cancer,  which  recommended  the  grant 
to  the  U.  S.  Public  Health  Service,  distributor  of 
the  funds,  expected  the  money  to  be  used  for  re- 
search. The  Anderson  Hospital  has  planned  to  use 
it  for  graduate  study.  Dr.  R.  Lee  Clark,  Jr.,  director 
of  the  hospital,  believes  the  matter  can  be  worked 
out  satisfactorily,  and  the  money  is  being  held 
pending  a conference  between  Dr.  Clark  and  the 
advisory  council. 

The  University  of  Texas  has  received  formal 
allocation  of  approximately  twenty-two  acres  of 
land  in  the  Texas  Medical  Center  for  use  as  the 
site  of  the  M.  D.  Anderson  Hospital  for  Cancer 
Research  and  the  University  of  Texas  Dental 
Branch,  construction  on  both  of  which  is  expected 
to  begin  late  this  year,  and  the  School  of  Public 
Health  and  the  Preceptorial  Training  Center.  Dr. 
E.  W.  Bertner,  president  of  the  Texas  Medical 
Center,  presented  a letter  allocating  the  land  to 
Dudley  K.  Woodward,  chairman  of  the  board  of  re- 
gents of  the  University,  on  April  1,  when  the  re- 
gents were  in  Houston  to  inspect  the  present  facili- 
ties of  the  Anderson  Hospital,  the  Dental  Branch, 
Baylor  University  College  of  Medicine,  and  the  sites 
for  the  Texas  Medical  Center  buildings,  the  Houston 
Chronicle  informs. 

A student  union  building  to  include  a gymnasium, 
meeting  rooms,  and  other  facilities  for  social  and 
recreational  activities  has  been  approved  by  the 
University  of  Texas  board  of  regents  for  the  Medi- 
cal Branch  in  Galveston,  the  Galveston  Tribune  re- 
ports, and  a campaign  for  contributions  for  the 
structure  has  been  authorized. 

The  first  hearing  clinic  in  Texas  was  opened  in 
March  at  the  University  of  Texas  Medical  Branch 
under  the  direction  of  Dr.  F.  R.  Guilford,  according 
to  the  Galveston  Tribune.  The  clinic  provides  diag- 
nosis and  treatment  for  paying  and  indigent  pa- 
tients. 

The  physiology  laboratory  of  the  University  of 
Texas  School  of  Medicine  has  been  named  the  Carter 
Physiology  Laboratory  in  memory  of  Dr.  William 
Spencer  Carter,  the  Galveston  Tribune  states.  Dr. 
Carter  was  the  first  professor  of  physiology  at  the 
Medical  Branch,  coming  there  in  1897.  He  was  dean 
of  the  Medical  Branch  from  1903  until  1922  and 
again  from  1934  until  his  retirement  in  1938. 

A grant  of  $6,300  to  support  research  on  the  car- 
diovascular effects  of  carnosine  and  the  metabolism 
of  carnosine  in  cardiovascular  disease  under  the 
direction  of  Dr.  George  A.  Emerson,  professor  of 
pharmacology,  has  been  received  by  the  University 
of  Texas  Medical  Branch.  The  grant  was  awarded 
by  the  Life  Insurance  Research  Fund,  New  York. 

Dr.  Edgar  Grunewaldt,  graduate  student  at  the 
Medical  Branch,  has  received  a $1,000  grant  from 
the  American  Association  for  the  Advancement  of 
Science  in  recognition  of  his  work  in  the  tissue  cul- 
ture laboratories,  the  Galveston  Tribune  informs. 

Recent  speakers  on  the  University  of  Texas  Med- 
ical Branch  campus  have  been  Dr.  Frank  Glenn, 
professor  of  surgery  at  Cornell  University,  New 


York,  and  Dr.  Karl  H.  Beyer,  director  of  pharmac- 
ological research  for  Sharpe  & Dohme,  Philadel- 
phia. 

Baylor  LTniversity  College  of  Medicine  is  reorgan- 
izing the  Fifty-Sixth  Evacuation  Hospital  with  Dr. 
Warren  T.  Brown,  associate  dean,  as  commanding 
officer,  according  to  the  Houston  Chronicle.  The 
reserve  unit  was  first  activated  when  the  medical 
school  was  in  Dallas. 

The  freshman  class  of  Baylor  University  College 
of  Medicine  for  the  term  beginning  in  September  is 
already  full  and  no  more  applications  will  be  ac- 
cepted, reports  the  Houston  Chronicle.  Dean  Walter 
H.  Moursund  has  announced  that  90  students  out  of 
755  applicants  will  be  admitted. 

Dr.  Frank  Glenn,  professor  of  surgery  at  Cornell 
University,  New  York,  delivered  the  second  in  the 
series  of  lectures  sponsored  by  the  Phi  Chi  Benefit 
Association  at  Baylor  University  College  of  Medi- 
cine on  April  7,  reports  the  Houston  Post. 

Southwestern  Medical  College,  Dallas,  will  hold 
commencement  exercises  June  7 with  Dr.  M.  E. 
Sadler,  president  of  Texas  Christian  University,  as 
the  speaker.  Dr.  Merton  M.  Minter,  San  Antonio, 
will  deliver  the  Ho  Din  oration  made  in  connection 
with  an  award  to  an  outstanding  student.  Fifty-one 
candidates  for  the  degree  of  doctor  of  medicine  are 
expected  to  receive  degrees  conferred  by  Dr.  E.  H. 
Cary,  president. 

The  Life  Insurance  Medical  Research  Fund,  New 
York,  has  awarded  Southwestern  Medical  College 
$5,565  to  be  used  by  Dr.  Arthur  Grollman  for  re- 
search on  the  pathogenesis  and  treatment  of  hyper- 
tension. 

Two  weeks  of  advanced  study  of  the  diseases  of 
the  chest  were  held  in  Dallas  in  April  under  spon- 
sorship of  the  American  Trudeau  Society  and 
Southwestern  Medical  College.  Dr.  Robert  Shaw  and 
Dir.  H.  Frank  Carman  made  the  arrangements  for 
the  course,  one  of  four  held  throughout  the  nation 
under  the  auspicies  of  the  Trudeau  Society. 

Dr.  Don  P.  Morris,  associate  professor  of  neuro- 
psychiatry at  Southwestern  Medical  College,  has 
been  appointed  director  of  the  Dallas  Community 
Guidance  Clinic,  and  Dr.  John  C.  Montgomery,  as- 
sistant in  neuropsychiatry,  has  been  named  assistant 
to  the  director.  A Community  Chest  agency,  the 
clinic  was  under  the  directorship  of  Dr.  Eugene  L. 
Aten  from  1938  until  his  resignation  March  3. 

Personals 

Dr.  Talma  W.  Buford,  Pattonville,  has  been 
awarded  $250  for  distinguished  service  in  mental 
health  work  by  the  Hogg  Foundation  for  Mental 
Hygiene,  reports  the  Austin  American. 

Dr.  Margaret  Watkms,  Dallas  orthopedic  surgeon, 
was  selected  to  receive  the  fifteenth  Zonta  Service 
Award,  given  annually  by  the  Dallas  Zonta  Club  to 
a Dallas  woman  who  has  made  a distinctly  con- 
structive contribution  to  the  community  or  who  has 
signally  advanced  the  cause  of  women.  The  Dallas 
News  indicates  that  Dr.  Watkins  was  chosen  pri- 
marily because  she  has  given  so  generously  of  her 
time  and  money  in  establishing  the  Cerebral  Palsy 
Center  and  the  Aphasia  Center  and  in  forming  the 
Cerebral  Palsy  Parents  League. 

Dr.  Henry  M.  Winans,  Dallas,  will  be  a guest 
speaker  at  the  meeting  of  the  Kansas  Medical  So- 
ciety in  Wichita,  May  10-13,  reports  the  Dallas 
Medical  Journal. 

Dr.  William  F.  Guerriero,  Dallas,  participated  in 
the  program  of  the  gynecological  section  at  the 
Louisiana  State  Medical  Society’s  annual  meeting  in 
Monroe,  April  12-14,  the  society  reported. 

Marriages 

Dr.  Ernest  Wright  married  Miss  Clye  Kersey  in 
Houston  in  March. 
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Dr.  Myrick  Neal  Triplett  married  Miss  Mary 
Elizabeth  Lockey  in  Palestine,  on  March  28. 

Births 

To  Dr.  and  Mrs.  M.  Vails,  Laredo,  a son,  March 

22. 

To  Dr.  and  Mrs.  Robert  Rowland,  Fort  Worth,  a 
son,  Robert  Brant,  March  8. 
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Burnet-Lampasas-Llano  Counties  Society 

March  23,  1948 

Burnet-Lampasas-Llano  Counties  Medical  Society 
met  March  23  at  the  home  of  Dr.  and  Mrs.  Joe  A. 
Shepperd,  Burnet.  Officers  were  elected  as  follows: 
H.  J.  Hoerster,  Llano,  president;  H.  B.  Rollins, 
Lampasas,  vice-president;  and  George  B.  Marsh, 
Burnet,  secretary-treasurer.  Speakers  were  George 
B.  Marsh,  Burnet;  Beth  Hill,  Marble  Falls;  and  R. 
T.  Wilson,  W.  M.  Gambrell,  and  Raleigh  Ross,  Aus- 
tin. 

Brazoria  County  Society 
March  25,  1948 

(Reported  by  A.  O.  McCary,  Secretary) 

Use  of  Para-Aminobenzoic  Acid  in  Treatment  of  Rickettsial  Dis- 
ease (lantern  slides) — George  Salmon,  Houston. 

Care  of  the  Newborn — Theodore  Panos,  Galveston. 

The  scientific  program  outlined  was  presented 
when  members  of  the  Brazoria  County  Medical  So- 
ciety and  their  wives  and  dentists  of  the  county  and 
their  wives  met  March  25  in  Freeport  for  a steak 
dinner  as  guests  of  the  Freeport  doctors.  Approxi- 
mately forty  members  were  present.  Members  of  the 
auxiliary  met  separately  following  the  meal. 

Colorado-Fayette  Counties  Society 
March  30,  1948 

(Reported  by  C.  I.  Shult,  Secretary) 

Problem  Child  (motion  picture). 

Thirteen  members,  their  wives,  and  two  guests 
were  present  for  the  March  30  meeting  of  Colorado- 
Fayette  Counties  Medical  Society  in  LaGrange. 
Leslie  Boelsche,  LaGrange,  was  in  charge  of  the 
program,  which  consisted  of  a motion  picture. 

The  business  meeting  was  devoted  primarily  to  a 
discussion  of  medical  ethics  and  State  Medical  Asso- 
ciation problems. 

Upon  motion  by  Fred  W.  B.  Rockett,  Flatonia, 
seconded  by  Dr.  Boelsche,  the  society  voted  to  elect 
officers  at  the  time  of  the  regular  January  meeting 
each  year,  to  take  office  at  that  time,  and  to  con- 
tinue the  present  officers  in  office  until  January, 
1949. 

Upon  suitable  motion,  the  delegate  to  the  State 
Medical  Association  was  instructed  to  uphold  the 
passage  of  a basic  science  act  in  the  Legislature  at 
the  earliest  possible  date,  to  oppose  the  establish- 
ment of  associate  memberships  with  reduced  dues  in 
the  State  Medical  Association,  to  favor  removal  of 
the  state  headquarters  from  Fort  Worth  to  Austin, 
and  to  recommend  passage  by  the  Legislature  of 
more  uniform  health  laws  concerning  foodhandlers, 
barbers,  and  marriage  certificates. 

Leland  Frank  Zatopek,  LaGrange,  was  elected  to 
membership  upon  application. 

Dallas  County  Society 
March  11,  1948 

(Reported  by  W.  W.  Fowler,  Secretary) 

Surgical  Aspects  of  Peripheral  Vascular  Disease — Geza  DeTakats, 

University  of  Illinois  Medical  School,  Chicago. 

Dallas  County  Medical  Society  met  March  11  in 
Dallas  to  hear  Geza  DeTakats,  professor  of  surgery 


at  the  University  of  Illinois  Medical  School.  One 
hundred  twenty-one  were  present. 

During  the  business  session,  the  society  adopted  a 
report  of  the  public  relations  committee  recom- 
mending ( 1 ) that  the  society  remind  individual 
physicians  of  their  importance  in  creating  good  or 
ill  will  among  patients,  (2)  that  efforts  be  renewed 
to  enlist  the  support  of  a greater  percentage  of 
members  in  its  activities,  (3)  that  full  support  be 
given  the  Dallas  Health  Museum,  (4)  that  the  so- 
ciety sponsor  a series  of  weekly  radio  programs  to 
arouse  interest  in  medical  problems,  (5)  that 
favorable  relations  with  the  press  be  established 
and  maintained,  (6)  that  cooperation  be  offered  the 
Daily  Times-Herald  in  presenting  a special  medical 
section,  and  (7)  that  the  society  express  its  desire 
to  cooperate  with  the  public  relations  program  of  the 
State  Medical  Association. 

Four  members  were  elected  upon  application  and 
two  upon  transfer. 

A resolution  in  tribute  to  the  late  Dr.  Florence 
Widney  Austin,  Dallas,  was  adopted. 

March  25,  1948 

(Reported  by  W.  W.  Fowler,  Secretary) 

Treatment  of  Chronic  Otitis  Media  and  Mastoiditis — L.  M.  Sel- 
lers, Dallas. 

Diagnosis  and  Treatment  of  Intervertebral  Disk — C.  C.  Nash  and 

Casey  Patterson,  Dallas. 

Treatment  of  Poison  Ivy  Dermatitis — J.  B.  Howell,  Dallas. 
Lymphocytic  Choriomeningitis — Fred  Brooksaler,  Dallas. 

The  scientific  program  outlined  was  presented  for 
fifty-nine  members  of  the  Dallas  County  Medical 
Society  meeting  March  25  in  Dallas. 

Following  a discussion  by  Sol  Haberman,  Ph.  D., 
of  the  American  Association  of  Blood  Banks,  the 
society  voted  to  endorse  the  association. 

Resolutions  of  tribute  to  the  late  Dr.  J.  Forest 
Buchanan,  Dallas,  and  the  late  Dr.  Hal  W.  Hardin, 
Dallas,  were  adopted. 

Johnson  County  Society 

March  16,  1948 

Johnson  County  Medical  Society  met  March  16  in 
Cleburne  with  G.  V.  Brindley,  P.  M.  Ramey,  and 
Olin  B.  Gober,  all  of  Temple,  presenting  the  pro- 
gram. Preceding  the  scientific  program,  the  physi- 
cians had  dinner  together. 

Grayson  County  Society 

April  13,  1948 

(Reported  by  Robert  W.  Duncan,  Secretary) 

Problems  in  Plastic  Surgery — Truman  G.  Blocker,  Galveston. 

Thirty-two  members  and  guests  of  Grayson  Coun- 
ty Medical  Society  met  April  13  in  Sherman  to  hear 
Truman  Blocker,  Galveston,  discussion  some  prob- 
lems in  plastic  surgery.  The  delegate  to  the  State 
Medical  Association  was  instructed  to  oppose  any 
increase  in  state  dues. 

Hardeman- Cottle- Foard -Motley  Counties  Society 

March  25,  1948 

(Reported  by  J.  F.  Hughes,  Secretary) 

Diagnosis  of  Heart  Disease — W.  H.  Gordon,  Lubbock. 

Roentgen  Diagnosis  of  Gastro-Intestinal  and  Urinary  Tracts — 

A.  G.  Barsh,  Lubbock. 

Fourteen  members  and  four  guests  of  Hardeman- 
Cottle-Foard-Motley  Counties  Medical  Society  were 
entertained  at  a steak  dinner  in  Paducah  by  C.  C. 
Pate,  after  which  the  program  outlined  was  given. 

Kerr-Kendall-Gillespie-Bandera  Counties  Society 

Members  of  Kei-r-Kendall-Gillespie-Bandera  Coun- 
ties Medical  Society  have  been  attending  a series  of 
lectures  at  the  Veterans  Administration  Hospital  at 
Legion.  Chauncey  D.  Leake,  dean  of  the  University 
of  Texas  Medical  Branch,  Galveston,  gave  the  first 
lecture  in  the  series  on  March  19,  his  subject  being 
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“Chemotherapy  and  Antibiotics.”  Daniel  E.  Jenkins, 
professor  of  internal  medicine,  Baylor  University 
College  of  Medicine,  Houston,  lectured  March  25  on 
“Early  Tuberculosis  Lesions  and  Their  Treatment.” 
John  Chapman,  Dallas,  spoke  March  29  on  “Respira- 
tory Function  Tests.”  Phillip  Pizzolato,  New  Or- 
leans, spoke  April  5 on  “Early  Signs  and  Other 
Stages  of  Cancer.”  The  series  closed  April  8 with 
a lecture  on  “Drug  Addiction  and  Related  Problems” 
by  William  F.  Ossenfort  of  the  U.  S.  Public  Health 
Service  Hospital,  Fort  Worth.  The  lecture  series  was 
planned  primarily  for  the  medical  staff  of  the  hos- 
pital at  Legion. 

Lubbock-Crosby  Counties  Society 
April  8,  1948 

(Reported  by  Roy  G.  Loveless,  Secretary) 

Hydatidiform  Mole  and  Chorionepithelioma — Clarence  Mast,  Lub- 
bock. 

Thirty-five  members  and  three  visitors  were  pres- 
ent for  the  meeting  of  Lubbock-Crosby  Counties 
Medical  Society  in  Lubbock  on  April  8 at  which  the 
paper  named  was  presented. 

The  delegate  to  the  State  Medical  Association  was 
instructed  to  favor  change  of  central  headquarters 
to  Austin  and,  upon  motion,  was  left  uninstructed 
concerning  a proposed  Taylor  Memorial  Fund. 

The  society  approved  the  chest  examination  of  all 
Texas  Technological  College  students  by  a mobile 
x-ray  unit  of  the  Tuberculosis  Division  of  the  State 
Health  Department. 

Dale  W.  Douglas  was  unanimously  elected  to  mem- 
bership. 

Pecos-Jeff  Davis-Presidio-Brewster  Counties  Society 
March  7,  1948 

(Reported  by  W.  E.  Lockhart,  Secretary) 

Coronary  Occlusion — Ralph  Homan,  El  Paso. 

Seven  members  and  twelve  guests  of  the  Pecos- 
Jeff  Davis-Presidio-Brewster  Counties  Medical  So- 
ciety met  at  the  Indian  Lodge  near  Fort  Davis  on 
March  7 for  the  scientific  paper  named.  The  pos- 
sibility of  meeting  jointly  with  Reeves-Ward-Wink- 
ler-Loving-Culberson-Hudspeth  Counties  Medical  So- 
ciety was  discussed.  Walter  H.  Stover,  Marfa,  was 
elected  to  membership  upon  application,  J.  C.  Kearn, 
Sanderson,  upon  transfer. 

April  4,  1948 

(Reported  by  W.  E.  Lockhart,  Secretary) 

Pecos-Jeff  Davis-Presidio-Brewster  Counties  Med- 
ical Society  had  a business  meeting  April  4 in  Fort 
Stockton  with  six  members  and  nine  visitors  present. 

John  W.  Pate,  Sanderson,  was  named  delegate  to 
the  State  Medical  Association,  with  C.  E.  Oswalt, 
Fort  Stockton;  A.  H.  Robertson,  Iraan,  and  other 
members  who  might  attend  the  annual  session  as 
alternate  delegates.  A proposed  increase  in  state 
dues  to  $50  per  year  was  discussed  and  approved. 
Construction  of  new  quarters  for  the  central  office, 
the  possibility  of  financing  the  building  on  a per 
capita  basis,  and  the  possibility  of  locating  the 
headquarters  in  Austin  instead  of  Fort  Worth  were 
discussed  but  no  action  was  taken. 

A.  E.  Barrett,  Fort  Stockton,  was  unanimously 
nominated  for  honorary  membership  in  the  State 
Medical  Association. 

Various  communications  were  read. 

Navarro  County  Society 
April  5,  1948 

Cause  and  Treatment  of  Convulsive  Disorders — Jack  I.  Woolf, 

Dallas. 

The  paper  named  was  presented  April  5 in  Cor- 
sicana before  Navarro  County  Medical  Society.  Opie 
Wills  is  president;  Paul  Mitchell,  secretary. 


Tarrant  County  Society 
April  2,  1948 

(Reported  by  W.  P.  Higgins.  Jr.,  Secretary) 

A special  meeting  of  Tarrant  County  Medical  So- 
ciety was  held  April  2 in  Fort  Worth  to  discuss  the 
possibility  of  the  removal  of  the  State  Medical  Asso- 
ciation headquarters  to  Austin.  Following  a general 
discussion,  a motion  made  by  T.  C.  Terrell  was  pass- 
ed, calling  on  the  society  to  undertake  immediately 
the  raising  of  “a  minimum  of  $50,000  over  a period 
of  five  years  for  the  purpose  of  holding  the  Library 
and  the  Association  headquarters  in  Fort  Worth.” 
A motion  requesting  the  president  to  “appoint  a 
committee  to  canvass  the  members  for  raising  this 
fund  and  to  investigate  the  availability  of  real  estate 
for  this  proposed  project”  was  also  passed. 

Tom  Green-Eight  County  Society 
March  1,  1948 

(Reported  by  Carl  A.  Kunath,  Secretary) 

Use  of  Anticoagulants  in  Treatment  of  Coronary  Occlusion — 

G.  L.  Nesrsta,  San  Angelo. 

Discussion — F.  T.  Mclntire,  Lloyd  R.  Hershberger,  and  Henry 
N.  Ricci,  San  Angelo. 

Tom  Green-Eight  County  Medical  Society  met 
March  1 in  San  Angelo  with  thirty  members  and 
five  visitors  present.  Following  a lengthy  discussion 
of  a proposed  city-county  chronic  disease  hospital  in 
which  the  general  feeling  appeared  to  be  that  the 
immediate  need  in  San  Angelo  is  for  more  hospital 
beds  for  acute  cases  rather  than  for  chronic  diseases, 
a motion  made  by  J.  A.  Bunyard  was  passed  unan- 
imously endorsing  the  proposed  chronic  disease  hos- 
pital in  principle  only  and  authorizing  the  president 
to  appoint  a committee  to  work  with  other  com- 
mittees on  the  project  and  convey  to  them  the  vari- 
ous opinions  expressed  in  the  medical  society  discus- 
sion. F.  T.  Mclntire,  chairman;  Victor  Schulze,  J. 
A.  Bunyard,  and  H.  M.  Anderson  were  appointed  to 
the  committee. 

It  was  decided  that  at  present  there  are  not  enough 
cancer  facilities  locally  to  warrant  establishment  of 
a cancer  committee. 

March  30,  1948 

(Reported  by  Carl  A.  Kunath,  Secretary) 

Comparison  of  Induced  and  Uninduced  Obstetric  Patients — R.  L. 

Powers,  San  Angelo. 

Discussion — K.  B.  Round,  Clay  H.  Johnson,  H.  K.  Brask,  J.  M. 
Rape,  and  R.  J.  Axtell,  San  Angelo,  and  William  J.  Swann, 
Sterling  City. 

A called  meeting  of  Tom  Green-Eight  County 
Medical  Society  was  held  March  30  in  San  Angelo. 
The  paper  named  was  presented. 

A discussion  of  the  failure  of  the  telephone  com- 
pany to  comply  with  the  request  of  the  society  re- 
garding listings  in  the  physicians’  section  of  the 
yellow  pages  resulted  in  the  appointment  of  a com- 
mittee consisting  of  R.  E.  Windham,  chairman; 
Harvey  Williams,  and  Chase  Thompson  instructed  to 
tell  the  telephone  company  that  unless  the  specialty 
headings  are  worked  according  to  the  wishes  of  the 
society,  all  members  of  the  society  will  withdraw 
their  listings  from  that  section  of  the  directory. 

L.  K.  Tester  announced  that  the  American  Cancer 
Society  had  offered  to  install  an  information  bureau 
in  downtown  San  Angelo  at  a cost  of  approximately 
$3,600  a year  to  be  staffed  by  a person  qualified 
to  answer  the  questions  of  the  public  in  regard  to 
cancer,  provided  the  medical  society  approved.  Upon 
motion  by  R.  J.  Axtell,  the  society  voted  unanimously 
to  approve  the  project. 

No  action  was  taken  on  several  communications 
relating  to  business  to  come  before  the  House  of 
Delegates  at  the  annual  session  of  the  State  Med- 
ical Association.  Members  were  requested  to  think 
about  the  proposed  increase  in  dues,  the  proposed 
change  of  location  of  the  state  headquarters,  and  the 
proposed  Holman  Taylor  Memorial  so  that  definite 
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instructions  might  be  given  the  delegate  at  the 
next  meeting. 

Webb-Zapata-Jim  Hogg  Counties  Society 

April  6,  1948 

(Reported  by  M.  Vails,  Secretary) 

Diagnostic  Problems  in  Thoracic  Surgery — L.  M.  Shefts,  San 
Antonio. 

Webb-Zapata-Jim  Hogg  Counties  Medical  Society 
met  April  6 in  Laredo  for  the  scientific  paper  named. 
Several  matters  of  importance  in  instructing  the 
delegate  to  the  State  Medical  Association  were 
voted  on. 

Third  District  Society 
April  13-14,  1948 

April  13 

President’s  Address — A.  E.  Winsett,  Amarillo. 

Medical  Section 

E.  A.  Rowley,  Amarillo,  Chairman 
W.  H Wheir,  Amarillo,  Secretary 
Diet  in  Diabetes  Mellitus — Edwin  L.  Rippy,  Dallas. 

Discussion — R.  M.  Bellamy,  Pampa. 

Infectious  Hepatitis — C.  T.  Stone,  Galveston. 

Discussion — Landria  C.  Smith,  Plainview. 

Functional  Disorders  of  Digestion — C.  T.  Stone,  Galveston. 
Discussion — R.  E.  Clark,  Memphis. 

Eye,  Ear,  Nose  and  Throat  Section 
Refraction  Problems — C.  E.  High,  Pampa. 

Discussion — Fred  J.  Crumley,  Amarillo. 

Present  Day  Concepts  of  Cataract  Surgery — W.  E.  Vandevere, 
El  Paso. 

Discussion — Nan  Gilkerson,  Amarillo. 

Malignancies  of  the  Eye  Lid — Hal  W.  Maxwell,  Fort  Worth. 

Discussion — A.  J.  Streit,  Amarillo. 

Iritis — Ben  B.  Hutchinson,  Lubbock. 

Discussion — J.  F.  Powell,  Dalhart,  and  Charles  B.  Jones, 
Wellington. 

Management  of  Chronic  Sinusitis — James  T.  Hall,  Lubbock. 

Discussion — F.  B.  Malone,  Lubbock. 

Treatment  of  Residual  Lymphoid  Hypertrophy  of  Nasopharynx 
with  X-Ray  and  Radium — Frank  Duncan,  Amarillo. 
Discussion — R.  B.  Payne  and  J.  H.  Vaughn,  Amarillo. 
Radiation  Treatment  of  Hypertrophic  Lymphoid  Tissue — H.  L. 
Wilder,  Pampa. 

April  14 

Obstetrics  and  Gynecology  Section 
Jason  Robberson,  Amarillo,  Chairman 
Ernestine  Smith,  Amarillo,  Secretary 
Chairman’s  Address — Jason  Robberson,  Amarillo. 

Pelvic  Cellulitis:  Clinical  Features — A.  W.  Diddle,  Dallas. 

Discussion — M.  M.  Ewing,  Lubbock. 

Cancer  of  the  Cervix — John  Wall,  Houston. 

Discussion — -Evelyn  Powers,  Amarillo. 

Fluid  Complications  in  Relation  to  Operations  upon  Pelvic 
Viscera — Carl  A.  Moyer,  Dallas. 

Discussion — E.  W.  Jones,  Wellington. 

Dystocia  in  Obstetrics  with  X-Ray — E.  G.  McCarthy,  Plainview. 
Surgical  Section 

Howard  Puckett,  Amarillo,  Chairman 
P.  R.  Garre,  Amarillo,  Secretary 
Chairman’s  Address — Howard  Puckett,  Amarillo. 

Recent  Advances  in  Management  of  Varicose  Veins — Penn  Rid- 
dle, Dallas. 

Discussion — Lee  Hale,  Lubbock. 

Management  of  Bladder  Neck  Obstruction — Harold  A.  O’Brien, 
Dallas. 

Discussion — Jan  R.  Werner,  Amarillo. 

Preoperative  and  Postoperative  Care — Carl  A.  Moyer,  Dallas. 

Discussion — M.  C.  Overton,  Pampa. 

Radiological  Procedures  of  Value  in  Diagnosis  of  Abdominal 
Disorders — J.  R.  Maxfield,  Jr.,  Dallas. 

Discussion — Royal  F.  Wertz,  Amarillo. 

The  Third  District  Medical  Society  met  April  13 
and  14  in  Amarillo  for  the  scientific  program  out- 
lined. Luncheons  were  held  each  of  the  two  days 
and  a banquet  and  dance  on  the  evening  of  April  13. 

Election  of  officers  was  held  with  the  following- 
results:  Charlie  Jones,  Wellington,  president-elect; 
R.  M.  Bellamy,  Pampa,  vice-president;  and  Kenneth 
R.  Flamm,  Amarillo,  secretary.  C.  E.  High,  Pampa, 
took  office  as  president. 

The  next  meeting  will  be  held  in  Lubbock,  Octo- 
ber 5-6. 

Fourteenth  District  Society 
June  8,  1948 

The  North  Texas  Medical  Society  will  hold  its  an- 
nual spring  meeting  at  Greenville  on  June  8 with  an 


exceptionally  well-rounded  one  day  program,  accord- 
ing to  announcement  by  W.  I.  Southerland,  Sherman, 
president.  The  association,  comprised  of  practitioners 
in  the  Fourteenth  District,  meets  semiannually  for  a 
full  day  of  topics  designed  primarily  for  the  physi- 
cian doing  general  practice. 

A luncheon  program  this  year  will  feature  “In- 
formation, Please,”  a panel  discussion  by  various 
guest  speakers  on  questions  submitted  by  those  in 
attendance.  Included  on  the  program  are  such  topics 
as  “Care  of  Premature  Infants,”  “Early  Ambulation 
in  Surgery  and  Obstetrics,”  “Surgical  Treatment  for 
Blue  Babies,”  “Treatment  in  Severe  Trauma,”  “Rheu- 
matic Heart  Disease  in  Children,”  “Indigestion,” 
“Radio-Isotopes  in  Medical  Practice,”  and  “Man- 
agement of  the  Rh-Negative  Mother.” 

Registration  will  begin  at  9 a.  m.  at  the  Green- 
ville Municipal  Building,  where  the  program  will  be 
held.  The  luncheon  at  12:30  p.  m.  is  to  be  at  the 
Washington  Hotel.  At  7 p.  m.  a basket  picnic  by  the 
Auxiliary  to  the  Hunt-Rockwall-Rains  Counties  Med- 
ical Society  has  been  arranged,  to  which  all  North 
Texas  Medical  Society  members  and  their  wives  are 
invited. 


AUXILIARY  NOTES 


Officers  of  the  Woman’s  Auxiliary  to  the  State  Medical  Asso- 
ciation of  Texas:  President,  Mrs.  Edward  C.  Ferguson,  Beau- 
mont; President-Elect,  Mrs.  S.  M.  Hill,  Dallas;  First  Vice-Presi- 
dent, Mrs.  A.  N.  Boyd,  Houston  ; Second  Vice-President,  Mrs. 
H.  P.  Ledford.  Wichita  Falls;  Third  Vice-President,  Mrs.  A.  L. 
Delaney,  Liberty;  Fourth  Vice-President,  Mrs.  W.  Frank  Arm- 
strong, Fort  Worth  ; Recording  Secretary,  Mrs.  M.  A.  Ramsdell, 
San  Antonio ; Corresponding  Secretary,  Mrs.  W.  G.  Wallace, 
Beaumont ; Publicity  Secretary,  Mrs.  J.  F.  Campbell,  Fort 
Worth  ; Treasurer,  Mrs.  J.  Guy  Jones,  Dallas  ; Parliamentarian, 
Mrs.  Paul  Brindley,  Galveston. 


A.  M.  A.  AUXILIARY  TO  MEET 

Wives  of  physicians,  whether  members  of  medical 
auxiliaries  or  not,  have  been  invited  to  attend  the 
general  sessions  and  social  functions  when  the 
Woman’s  Auxiliary  to  the  American  Medical  Asso- 
ciation meets  in  Chicago,  June  21-25.  The  head- 
quarters for  the  meeting  will  be  at  Hotel  LaSalle 
on  the  mezzanine  floor.  Visitors  should  register  early 
and  obtain  badges  and  programs.  Tickets  should  be 
purchased  soon  after  arrival. 

Sunday  and  Monday,  June  20  and  21,  will  be  de- 
voted primarily  to  committee  meetings  and  registra- 
tion, with  a tea  in  honor  of  Mrs.  Eustace  A.  Allen, 
Atlanta,  Ga.,  president,  and  Mrs.  Luther  H.  Kice, 
Garden  City,  N.  Y.,  president-elect,  to  be  given  the 
afternoon  of  June  21.  The  twenty-fifth  annual  meet- 
ing will  open  formally  the  morning  of  Tuesday,  June 
22,  and  business  sessions  will  be  held  on  that  day 
and  the  day  following.  Thursday,  June  24,  will  be 
devoted  to  a meeting  of  the  board  of  directors,  the 
annual  dinner  for  members,  husbands,  and  guests, 
and  the  reception  and  ball  in  honor  of  the  President 
of  the  American  Medical  Association.  Friday,  June 
25,  has  been  left  free  for  enjoying  the  exhibits  at 
Navy  Pier. 

Dr.  Morris  Fishbein,  Chicago,  editor  of  The 
Journal  of  the  American- Medical  Association  and 
Hygeia,  will  be  guest  speaker  at  a luncheon  honor- 
ing past  presidents  on  Tuesday,  June  22.  Guests  at 
the  annual  luncheon  in  honor  of  the  president  and 
president-elect  on  Wednesday,  June  22,  will  include 
Dr.  Edward  L.  Bortz,  president;  Dr.  R.  L.  Sensenich, 
president-elect;  Dr.  J.  J.  Moore,  treasurer;  Dr. 
George  F.  Lull,  secretary  and  general  manager;  and 
Dr.  Fishbein,  editor,  of  the  American  Medical  Asso- 
ciation. 

Mrs.  George  Turner,  El  Paso,  constitutional  sec- 
retary; Mrs.  Scott  C.  Applewhite,  San  Antonio, 
chairman  of  the  finance  committee ; and  Mrs.  Frank 
N.  Haggard,  San  Antonio,  who  will  install  new  of- 
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ficers,  are  among  the  Texans  who  will  take  an  ac- 
tive part  in  the  national  meeting. 


AUXILIARY  NEWS 

Burnet-Lampasas-Llano  Counties  Auxiliary  met 
March  23  at  the  home  of  Dr.  and  Mrs.  Joe  A.  Shep- 
perd, Burnet,  to  elect  officers.  Mrs.  H.  J.  Hoerster, 
Llano,  was  named  president;  Mrs.  R.  R.  Shepperd, 
Llano,  vice-president;  Mrs.  R.  L.  Shepperd,  Llano, 
secretary-treasurer;  and  Mrs.  Joe  A.  Shepperd, 
Burnet,  reporter.  The  auxiliary  voted  to  have  one 
member  from  each  town  in  the  three  counties  ar- 
range with  the  school  superintendent  for  a meeting 
between  a registered  nurse  and  any  girls  who  might 
be  interested  in  studying  nursing.  Members  voted  to 
give  $1  each  toward  furniture  for  the  infirmary  to 
be  built  at  the  Colorado  Lakes  Area  Girl  Scout 
Camp. — Mrs.  Joe  A.  Shepperd,  Reporter. 

Cass-Marion  Counties  Auxiliary  had  dinner  jointly 
with  the  medical  society  in  Hughes  Springs,  March 
10.  The  auxiliary  meeting  following  the  meal  was 
held  in  the  home  of  Mrs.  H.  L.  D.  Jenkins,  who  pre- 
sented Mrs.  Hiram  Ryle  and  Miss  Ina  Gene  Mc- 
Millan in  musical  numbers.  A business  meeting 
followed. 

El  Paso  County  Auxiliary  entertained  at  dinner 
April  3 in  El  Paso  to  honor  husbands  of  the  mem- 
bers in  a “Doctors’  Day”  observance.  Mrs.  John  D. 
Peticolas  was  chairman  of  arrangements,  assisted 
by  Mesdames  William  A.  Collins,  Jr.,  W.  Compere 
Basom,  and  John  D.  Martin.  Mrs.  F.  G.  Evans  head- 
ed the  telephone  committee. 

Talks  on  “Health  Insurance”  by  Mrs.  Gray 
Carpenter  and  on  “Problems  in  Sanitation”  by 
Harold  Tillman  were  featured  at  a tea  given  by  the 
El  Paso  Auxiliary  in  El  Paso,  April  5.  Mrs.  Leigh 
Wilcox  and  Mrs.  Delphin  von  Briesen  were  hostesses, 
assisted  by  Mesdames  Leslie  Smith,  Andrew  Souda, 
Maurice  Spearman,  Erich  Spier,  Celso  Stapp,  Burl- 
eson Staten,  H.  E.  Stevenson,  S.  D.  Swope,  J.  W. 
Tappan,  F.  L.  Terrell,  A.  A.  Treece,  W.  M.  Tubb,  S. 
T.  Turner,  James  Vance,  Leo  Villareal,  H.  H.  Varner, 
A.  Villareal,  S.  G.  Von  Almen,  Newton  Walker,  B. 
M.  Wirsham,  M.  R.  Vinakoff,  Charles  Webb,  and 
H.  S.  White. — Mrs.  W.  W.  Scheussler. 

Harris  County  Auxiliary  had  a meeting  on  “Texas 
History”  March  29  in  Houston.  Hostesses  were 
Mesdames  Theo  Tusa,  W.  A.  Ford,  T.  L.  Holland, 
Homer  Prince,  Thomas  Royce,  A.  A.  Ledbetter, 
Harvey  Kincaid,  Palmer  Wigby,  Lyle  Logue,  Charles 
Hollub,  George  Owen,  and  Edward  Fitch. 

An  open  meeting  featuring  three  physicians  was 
held  by  the  Harris  County  Auxiliary  on  April  12  in 
Houston.  Dr.  P.  A.  Wheeler,  chairman,  introduced 
Dr.  Russell  Blattner,  who  spoke  on  “Pediatrics”; 
Dr.  Warren  T.  Brown,  who  spoke  on  “Psychiatry”; 
and  Dr.  Dan  Jenkins,  who  spoke  on  “Diseases  of 
the  Chest.”  There  was  special  music  by  a chorus 
from  the  Woman’s  Club  under  the  direction  of  Car- 
roll  Alt.  Hostesses  were  Mesdames  R.  Marion  John- 
son, chairman;  Carl  Shirley,  cochairman;  Burt 
Smith,  Charles  Reese,  Joe  Foster,  John  Stough,  Ed- 
mond Doak,  Charles  Potts,  Albert  Dashiell,  M.  D. 
Levy,  Jack  Hild,  Frank  Renfrew,  H.  J.  Ehlers,  J.  T. 
Billups,  Wade  Harris,  Oscar  Selke,  Jr.,  Truett  Mel- 
ton, Wendell  Hamrick,  Thomas  Vanzant,  and  Clyde 
Warner. — Mrs.  C.  Gary  Turner. 

Hunt-Rockwall-Rains  Counties  Auxiliary  met  re- 
cently in  the  home  of  Mrs.  J.  W.  Ward,  Greenville, 
for  a spring  luncheon  with  members  of  the  health 
and  Hygeia  committee  as  hostesses.  They  included 
Mesdames  Ward,  Frank  Parker,  Jr.,  W.  P.  Philips, 
S.  D.  Whitten,  Fred  Carruthers,  T.  C.  Strickland, 
Wendell  Pool,  Fred  Peak,  Benton  Clark,  and  H.  E. 
Mehmert. 

Mrs.  Pauline  Jordan,  director  of  the  Hunt  County 
Special  School,  presented  an  example  of  the  work 


at  the  school  through  discussion  of  a case  history. 
Mrs.  E.  T.  Crim  gave  the  devotional. 

Kerr-Kendall-Gillespie-Bandera  Counties  Auxiliary 
met  April  2 with  Mrs.  J.  H.  Perry,  Fredericksburg. 
Mesdames  Victor  Keidel  and  H.  A.  Tubbs  were  co- 
hostesses. A program  on  public  relations,  the  second 
of  a series,  was  presented  by  Mrs.  David  McCullough, 
assisted  by  Mrs.  W.  E.  Gregg  and  Mrs.  R.  Steven- 
son. The  auxiliary  voted  to  do  away  with  tea  assess- 
ments and  to  amend  the  by-laws  to  raise  dues  to 
$3.50  per  year.  Various  reports  of  committees  were 
given. — Mrs.  D.  E.  Packard,  Secretary. 

McLennan  County  Auxiliary  observed  “Public  Re- 
lations Day”  March  31  in  Waco,  with  Dr.  Howard 
Wells,  president  of  the  medical  society,  as  guest 
speaker.  Dr.  Wells  discussed  the  importance  of  keep- 
ing the  public  informed  about  contagious  diseases 
and  recommended  that  the  auxiliary  help  establish 
a medical  library.  Approximately  forty  women  were 
at  the  meeting,  for  which  hostesses  were  Mesdames 
D.  D.  Warren,  chairman;  B.  F.  Roche,  Clay  Weekly, 
Shelby  Spencer,  Milton  Sparks,  J.  E.  Talley,  and 
Lawrence  Collins.  Mrs.  Stanley  Howard,  president, 
presided  at  the  refreshment  table. 

Palo  Pinto-Parker  Counties  Auxiliary  enjoyed  a 
luncheon  at  the  Baker  Hotel,  Mineral  Wells,  preced- 
ing its  annual  business  meeting  in  the  home  of  Mrs. 
J.  D.  McCall.  Officers  were  elected  as  follows:  Mrs. 
Platt  L.  Allen,  Weatherford,  president;  Mrs.  John 
C.  Allensworth,  Mineral  Wells,  vice-president;  Mrs. 
John  Merrick,  Weatherford,  secretary;  Mrs.  R.  C. 
Jordan,  Mineral  Wells,  treasurer;  Mrs.  J.  D.  McCall, 
Mineral  Wells,  historian;  and  Mrs.  Ben  L.  McCloud, 
Jr.,  Mineral  Wells,  publicity  chairman. 

Plans  were  made  for  a picnic  May  8 honoring 
doctors  of  the  Palo  Pinto-Parker  Medical  Society. 

Potter  County  Auxiliary  met  recently  in  Amarillo 
for  luncheon  and  the  annual  election  of  officers. 
Mrs.  R.  R.  Swindell  was  elected  president;  Mrs. 
Ralph  Carroll,  first  vice-president;  Mrs.  W.  R. 
Klingensmith,  second  vice-president;  Mrs.  Merrill 
Winsett,  secretary;  Mrs.  F.  J.  Crumley,  treasurer; 
Mrs.  E.  A.  Rowley,  parliamentarian;  Mrs.  Howard 
Puckett,  public  relations  chairman. 

Tarrant  County  Auxiliary  elected  officers  at  a 
luncheon  in  Fort  Worth,  March  12.  They  included 
Mesdames  J.  Franklin  Campbell,  president;  H.  O. 
Deaton,  president-elect;  T.  J.  W.  Shoemaker,  first 
vice-president;  Burgess  Sealy,  second  vice-president; 
Noel  Bailey,  recording  secretary;  I.  H.  Readinger, 
corresponding  secretary;  J.  T.  Kramer,  treasurer; 
Hub  Isaacks,  publicity  secretary;  W.  R.  Thompson, 
parliamentarian;  and  X.  R.  Hyde,  historian.  Mem- 
bers-at-large  elected  to  the  board  were  Mesdames  A. 
B.  Pumphrey,  J.  J.  Andujar,  and  Tom  Bond. 

Tom  Green-Eight  County  Auxiliary  held  an  in- 
stallation service  April  5 at  the  home  of  Mrs.  Kermit 
Brask,  San  Angelo.  Mrs.  John  B.  Davenport  install- 
ed the  following  officers:  Mesdames  W.  B.  Butner, 
president;  Chase  Thompson,  first  vice-president; 
Lloyd  R.  Hershberger,  second  vice-president;  Gordon 
Madding,  secretary;  W.  Lacey  Smith,  treasurer; 
James  N.  White,  publicity  chairman;  and  W.  Grady 
Mitchell,  parliamentarian. 

Mrs.  Perry  J.  C.  Byars  was  elected  delegate  to 
the  state  meeting,  and  Mrs.  James  N.  White  was 
named  alternate.  Committees  for  the  year  were 
appointed. 

Mrs.  Brask  and  Mrs.  Mitchell  were  hostesses  at  a 
tea  hour.  Twenty-one  members  and  two  visitors  were 
present. — Mrs.  M.  D.  Knight. 

Washington  County  Auxiliary  met  in  Brenham 
early  in  April  for  luncheon  with  Mrs.  Roger  Knolle, 
president,  presiding.  Mrs.  W.  F.  Tottenham  gave 
the  invocation. 

Mrs.  Vincent  DeFoy  read  a paper  on  “Cancer  of 
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the  Breast”  by  Frankie  Adair,  M.  D.,  and  Mrs.  W. 
F.  Hasskarl  presented  a paper  on  “Cancer  of  the 
Uterus”  by  Howard  C.  Taylor,  Jr.,  M.  D.  Mrs.  Sam 
H.  Toubin,  cancer  project  chairman,  reported  that 
16,000  pamphlets  on  cancer  had  been  distributed 
among  the  churches  of  Washington,  Burleson,  and 
Lee  Counties  and  800  pamphlets  were  placed  in  the 
Negro  public  schools  of  Brenham. — Mrs.  W.  F.  Hass- 
karl. 


DEATHS* 


Dr.  Thomas  S.  Falvey,  Conroe,  Texas,  died  March 
15,  1948,  of  arteriosclerosis. 

Born  July  21,  1874,  in  Angelina  County,  Dr.  Fal- 
vey was  the  son  of  Dr.  James  C.  and  Matilda  Falvey. 
He  received  his  medical  education  at  the  University 
of  the  South,  Sewanee,  Tenn.,  from  which  he  was 
graduated  in  1900,  and  he  later  did  postgraduate 
work  in  Ne\tf  York.  Dr.  Falvey  practiced  for  six 
years  in  Louisiana  and  for  short  periods  in  several 
Texas  towns.  For  the  past  twenty-eight  years  he  had 
been  active  in  Montgomery  County.  In  1936  he  and 
Dr.  W.  M.  Holland  formed  a partnership  which  re- 
sulted in  the  Falvey-Holland  Clinic  at  Conroe. 

A member  throughout  most  of  his  professional  life 
of  the  State  Medical  Association  and  American  Med- 
ical Association,  Dr.  Falvey  had  been  a member  of 
the  Montgomery  County  Medical  Society  continuously 
since  1924.  He  was  health  officer  of  Montgomery 
County  and  city  health  officer  of  Conroe.  He  had 
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been  a surgeon  for  several  lumber  companies  and 
was  local  surgeon  for  the  Santa  Fe  Railway.  He 
was  a member  of  the  Presbyterian  Church  at  Con- 
roe, the  Masonic  Lodge  at  Wells,  the  Conroe  Chapter 
of  Royal  Arch  Masons,  Huntsville  Commandery  of 
Knights  Templar,  and  Arabia  Temple  Shrine  of 
Houston.  He  had  extensive  land  and  oil  holdings  in 
East  Texas.  Dr.  Falvey  had  recently  constructed  a 
Methodist  Church  at  Wells  in  memory  of  his  parents. 

Dr.  Falvey  married  Miss  Ruby  Evans  in  1928  at 
Houston.  He  is  survived  by  his  wife;  two  daugh- 

•An  obituary  ordinarily  will  not  be  published  more  than  four 
months  after  date  of  death.  Cooperation  in  reporting  deaths  of 
physicians  and  in  furnishing  appropriate  biographical  material 
promptly  is  solicited. 


ters,  Capt.  Susan  Falvey  Sims,  San  Antonio,  and 
Mrs.  Olive  Falvey  Wilson,  Conroe;  one  son,  Thomas 
S.  Falvey,  Jr.,  Conroe;  five  brothers,  Dr.  J.  C.  Fal- 
vey, Longview;  R.  N.  Falvey,  Wells;  C.  W.  Falvey, 
Houston;  Paul  Falvey,  Texarkana;  and  Joe  Falvey, 
Cleveland;  and  two  sisters,  Mrs.  Bryan  Berry, 
Cleveland,  and  Mrs.  Daisy  Hurd,  Houston. 

Dr.  John  Newton  Lightsey  died  at  his  home  in 
Cotulla,  Texas,  March  17,  1948,  of  heart  disease. 

Dr.  Lightsey  was  born  October  24,  1882,  at  Gates- 
ville, the  son  of  George  W.  and  Nannie  (Abbott) 
Lightsey.  He  received  his  preliminary  education  in 
Runge,  and  his  medical  education  at  the  University 
of  Texas  School  of  Medicine,  Galveston,  from  which 
he  was  graduated  in  1911.  He  later  did  postgraduate 
work  at  Tulane  University,  New  Orleans.  Following 
his  graduation  from  medical  school,  Dr.  Lightsey 
began  practice  in  Bee  County.  In  1924  he  moved  to 
Cotulla,  where  he  was  active  until  his  death  with 
the  exception  of  the  period  during  which  he  served 
in  World  War  I. 

Dr.  Lightsey  was  a member  of  the  State  Medical 
Association  and  American  Medical  Association 
throughout  most  of  his  professional  career,  first 
through  Bee  County  Medical  Society  and  then 
through  La  Salle-Frio-Dimmit  Counties  Medical  So- 
ciety. He  was  president  of  the  latter  society  in  1938 
and  1939.  He  had  served  as  local  surgeon  for  the 
Missouri  Pacific  Railroad  since  1914  and  as  La  Salle 
County  health  officer  since  1916.  He  was  a member 
of  the  Baptist  Church,  the  Masonic  Lodge,  the  Co- 
tulla Chamber  of  Commerce,  and  the  American 
Legion. 

Surviving  Dr.  Lightsey  are  his  wife,  the  former 
Miss  Grace  Naylor  of  Beeville,  whom  he  married 
August  20,  1913;  one  daughter,  Bernice  Lightsey, 
San  Antonio;  three  sisters,  Mrs.  Sudie  Blankenship, 
Gatesville;  Mrs.  Will  Hardy,  New  Waverly;  and 
Mrs.  Jim  Schley,  Teague;  and  two  brothers,  George 
A.  Lightsey,  Gatesville,  and  Louis  P.  Lightsey,  Ar- 
tesia  Wells. 

Dr.  Arthur  North,  Corpus  Christi,  Texas,  died 
March  13,  1948,  of  cardiac  decompensation  and  pul- 
monary edema. 

Born  July  15,  1872,  in  London,  England,  Dr.  North 
was  the  son  of  Samuel  and  Annie  (Dingey)  North. 
He  attended  Massachusetts  Institute  of  Technology, 
Cambridge,  Mass.,  and  Northwestern  University, 
Evanston,  111.,  and  was  graduated  in  medicine  from 
the  University  of  Arkansas,  Little  Rock,  in  1907.  He 
served  an  internship  at  the  Arkansas  State  Hospital, 
Little  Rock,  and  a residency  at  the  Chicago  Post- 
graduate Hospital.  He  practiced  for  short  periods  in 
Little  Rock  and  Corning,  Ark.,  and  from  1912  until 
1923  was  located  in  Bartlesville,  Okla.  Since  1923 
he  had  practiced  in  Corpus  Christi. 

Throughout  his  residence  in  Texas,  Dr.  North  was 
a member  of  Nueces  County  Medical  Society,  the 
State  Medical  Association,  and  the  American  Medical 
Association.  In  1947  he  was  elected  to  honorary 
membership  in  the  county  society  and  the  state 
association.  He  was  also  an  honorary  member  of 
the  Southern  Medical  Association.  He  had  served 
as  a physician  for  the  United  States  Department 
of  Justice  and  was  physician  for  the  county  jail.  He 
was  a member  of  local  draft  boards  during  both 
world  wars  and  was  a member  of  the  Citizens  De- 
fense Corps. 

On  November  5,  1923,  in  Sherman,  Dr.  North  mar- 
ried Miss  Fern  Leota  Gillmouth.  He  is  survived  by 
his  wife;  four  daughters,  Mrs.  Rose  Rowley,  Corpus 
Christi;  Mrs.  Lucy  Cottingham,  Austin;  Mrs.  Louisa 
A.  Kubas,  Baton  Rouge,  La.;  and  Mrs.  Mabel  G. 
Waldeman;  two  sons,  Walter  Charles  North  and 
Frank  Albert  North,  both  of  Corpus  Christi;  and 
one  sister  and  one  brother,  Miss  Annie  Webster 
North  and  Harold  North,  of  Dundee,  New  Zealand. 
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Dr.  Samuel  Doak  Fry  died  February  27,  1948,  at 
his  home  in  Ladonia,  Texas,  of  diabetes  and  heart 
disease. 

The  son  of  William  Wallace  and  Sanhronia  (Aber- 
nathy) Fry,  Dr.  Fry  was  born  August  31,  1866,  in 
Ladonia.  He  attended  the  schools  in  Ladonia  and 
old  Louisville  Medical  College,  Louisville,  Ky.,  from 
which  he  was  graduated  in  1890.  He  returned  to 
Ladonia  to  practice,  and  was  active  there  for  forty- 
eight  years. 

Dr.  Fry  was  a member  of  Fannin  County  Medical 
Society,  the  State  Medical  Association,  and  the 
American  Medical  Association  throughout  most  of 
his  professional  life. 

Surviving  Dr.  Fry  are  two  half-sisters,  Mrs. 
W.  L.  Dillard  and  Mrs.  Jim  Pippin,  both  of  Ladonia; 
one  half-brother,  Alphonzo  Fry,  Breckenridge;  and 
several  nephews  and  nieces. 

Dr.  Joseph  Ervin  Gower,  Spearman,  Texas,  died 
February  29,  1948,  in  a Shattuck,  Okla.,  hospital  of 
acute  nephritis. 

Dr.  Gower  was  born  September  24,  1876,  in  Moun- 
tain View,  Ark.,  the  son  of  J.  S.  and  Lovisa  Gower. 
He  attended  high  school  in  Batesville,  Ark.,  and 
Little  Rock  Medical  College.  His  medical  degree  was 
obtained  at  Kansas  City  College  of  Medicine  and 
Surgery  in  1919.  He  later  did  postgraduate  work 
at  Tulane  University,  New  Orleans,  and  Baylor  Uni- 
versity, Dallas.  Dr.  Gower  practiced  for  five  years 


DR.  J.  E.  GOWER 

at  Mountain  View  and  eight  years  at  Culp  in  Ark- 
ansas before  coming  to  Texas.  He  practiced  at  Lips- 
comb for  three  years,  and  had  been  at  Spearman 
for  twenty-five  years. 

In  1922  and  1923  and  again  continuously  since 
1929,  Dr.  Gower  was  a member  of  the  State  Medical 
Association  and  American  Medical  Association, 
through  Hansford-Hemphill-Lipscomb-Roberts-Ochil- 
tree  Counties  Medical  Society.  He  was  county  health 
officer  and  a member  of  the  Masonic  Order. 

Surviving  Dr.  Gower  are  his  wife,  the  former 
Miss  Anna  Theresa  Emmett,  whom  he  married  April 
5,  1916,  in  Culp,  Ark.;  two  daughters,  Mrs.  Fern 
Moser  and  Miss  Jo  Anna  Gower;  and  one  son,  C.  R. 
Gower,  all  of  Spearman;  one  brother,  John  B.  Gower, 
Mountain  View,  Ark.;  and  one  granddaughter. 

The  citizens  of  Spearman  are  nominating  Dr. 


Gower  to  receive  a Carnegie  Medal  for  heroism 
posthumously.  Dr.  Gower,  the  only  physician  in  the 
county,  worked  long  hours  during  a blizzard  shortly 
before  his  death,  ignoring  his  own  weakness  from 
exposure  and  illness,  to  serve  his  patients. 

Dr.  George  Holmes,  Gonzales,  Texas,  died  in  a 
San  Antonio  hospital  March  24,  1948,  of  coronary 
thrombosis. 

Son  of  W.  F.  M.  and  Melissa  (Thomas)  Holmes, 
Dr.  Holmes  was  born  September  11,  1881,  in  Lees- 
ville.  He  attended  the  public  schools  in  Leesville 
and  secured  his  medical  education  at  the  University 
of  Texas  School  of  Medicine,  Galveston,  and  Tulane 
University,  New  Orleans,  being  graduated  from  the 
latter  institution  in  1905.  For  the  next  ten  years 
Dr.  Holmes  practiced  in  Leesville.  In  1915  he  moved 
to  Gonzales,  where  he  was  active  until  his  death.  He 


DR.  GEORGE  HOLMES 

established  the  Holmes  Hospital  there  in  1921  and 
more  recently  was  instrumental  in  founding  the 
Gonzales  Warm  Springs  Foundation,  of  which  he 
was  a director. 

Continuously  since  1906  Dr.  Holmes  was  a mem- 
ber of  the  State  Medical  Association  and  American 
Medical  Association  through  Gonzales  County  Med- 
ical Society,  of  which  he  was  president  in  1936,  1937, 
and  at  the  time  of  his  death.  He  was  also  a member 
of  the  Fifth  and  Sixth  Districts  Medical  Society  and 
a fellow  of  the  American  College  of  Surgeons.  He 
was  a member  of  Odd  Fellows,  the  Rotary  Club,  and 
Gonzales  Chamber  of  Commerce.  Dr.  Holmes  was 
a medical  examiner  for  Selective  Service  during 
World  War  I. 

On  November  29,  1906,  in  Leesville,  Dr.  Holmes 
married  Miss  Celestine  Haynes,  who  preceded  him 
in  death  on  May  17,  1943.  He  is  survived  by  two 
daughters,  Mrs.  J.  S.  Davis,  Alice,  and  Mrs.  J. 
Barker  Story,  Corpus  Christi;  one  son,  George  V. 
Holmes,  Gonzales;  three  brothers,  Sam  Holmes, 
Leesville;  Y.  W.  Holmes,  Comanche;  and  Steve 
Holmes,  Houston;  and  one  sister,  Mrs.  Edna  Jones, 
Gonzales. 

Dr.  Ichem  Warner  Jenkins,  Waco,  Texas,  died 
March  1,  1948,  of  carcinoma  of  the  prostate. 

Born  in  Martling,  Ala.,  on  August  5,  1880,  Dr. 
Jenkins  was  the  son  of  Francis  Marion  and  Eliza 
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(Leverett)  Jenkins.  He  was  one  of  seven  sons,  of 
whom  six  became  physicians.  Dr.  Jenkins  received 
his  medical  education  at  old  Grant  University,  Chat- 
anooga,  Tenn.  He  practiced  in  Hughes  Springs  from 
1901  to  1907,  in  Penelope  from  1907  to  1920,  and  in 
Waco  from  1920  until  his  death.  He  specialized  in 
radiology. 

Dr.  Jenkins  had  been  a member  of  the  State  Medi- 
cal Association  and  American  Medical  Association 
since  1911,  first  through  Hill  County  Medical  Society 
and  then  through  McLennan  County  Medical  Society. 
He  was  chairman  of  the  Section  on  Radiology  and 
Physiotherapy  of  the  State  Medical  Association  in 
1929  and  in  1937,  and  was  president  of  McLennan 
County  Medical  Society  in  1930.  He  was  a fellow 
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of  the  American  College  of  Physicians  and  the 
American  College  of  Radiology,  a past  president  and 
member  of  the  Texas  Radiology  Society,  and  a mem- 
ber of  the  Radiological  Society  of  North  America. 
He  was  a diplomate  of  the  American  Board  of 
Radiology.  He  was  a member  of  the  Methodist 
Church,  Rotary  Club,  a thirty-second  degree  Mason, 
a member  of  the  Shrine  and  of  Knights  Templar. 
One  of  Dr.  Jenkins’  chief  interests  was  farming, 
and  he  owned  a farm  west  of  Waco.  He  was  one  of 
the  organizers  of  the  Heart  of  Texas  Polled  Here- 
ford Society,  of  which  he  was  a director,  and  he  kept 
registered  herds  of  cattle  and  sheep.  Dr.  Jenkins 
was  also  interested  in  office  photography  of  his 
patients. 

Dr.  Jenkins  is  survived  by  his  wife,  the  former 
Miss  Della  Williamson,  whom  he  married  in  1903 
at  Boaz,  Ala.;  two  daughters,  Mrs.  Maurice  C. 
Barnes,  and  Mrs.  C.  M.  Burke,  both  of  Waco;  and 
four  brothers,  Dr.  Horace  Jenkins,  Bynum;  Dr. 
Homer  Jenkins,  Hughes  Springs;  C.  L.  Jenkins,  Dal- 
las; and  Dr.  F.  H.  Jenkins,  Columbus,  Ohio. 

Dr.  Clay  Johnson,  Fort  Worth,  Texas,  died  Mai’ch 
7,  1948,  of  cerebral  hemiplegia. 

The  son  of  Samuel  C.  and  Emily  M.  Johnson,  Dr. 
Johnson  was  born  January  2,  1867,  in  Dawsonville, 
Ga.  He  attended  North  Georgia  Agricultural  and 
Mechanical  College  and  old  Emory  College,  then  at 
Oxford,  Ga.  His  medical  education  was  received  at 
the  College  of  Physicians  and  Surgeons,  Baltimore, 
Md.,  from  which  he  was  graduated  in  1891.  He  went 


to  Europe  for  postgraduate  study,  and  returned  to 
practice  in  Corsicana  until  1906,  when  he  moved  to 
Fort  Worth.  He  was  in  active  practice  until  about 
five  years  ago,  part  of  the  time  operating  Johnson’s 
Sanitarium  and  later  associated  with  the  Johnson 
and  Beall  Hospital.  He  was  chief  surgeon  for  the 
Fort  Worth  and  Denver  Railroad  from  1928  until 
1940. 

Almost  continuously  throughout  his  professional 
life  Dr.  Johnson  was  a member  of  the  State  Medical 
Association  and  American  Medical  Association,  first 
through  Navarro  County  Medical  Society  and  then 
through  Tarrant  County  Medical  Society.  He  was 
chairman  of  the  Section  on  Gynecology  and  Obstet- 
rics of  the  State  Medical  Association  in  1920.  He 
was  president  of  the  board  of  education  in  Fort 
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Worth  at  the  time  Paschal  High  School  was  built, 
a member  of  the  Tarrant  County  Welfare  Board  in 
1933,  and  a member  of  the  Tarrant  County  War 
Pi-ice  and  Rationing  Board  during  World  War  II. 
He  was  intensely  interested  in  farming  and  ranch- 
ing and  had  a ranch  near  San  Angelo  until  recently'. 
He  owned  a wheat  ranch  in  the  Panhandle.  He  was 
a director  of  the  First  National  Bank  in  Fort  Worth 
and  a member  of  the  Methodist  Church. 

Several  weeks  before  his  death,  Dr.  Johnson  and 
his  wife  celebrated  their  golden  wedding  anniver- 
sary. Survivors  include  Dr.  Johnson’s  wife,  the 
former  Miss  Alice  Jester  of  Corsicana,  a sister  of 
Governor  Beauford  Jester;  two  daughters,  Mrs.  E. 
J.  McCui’dy,  Fort  Worth,  and  Mrs.  George  Thomas, 
Covington,  La.;  two  sons,  Clay  Johnson,  Jr.,  Fort 
Worth,  and  Claude  Johnson,  Dalhart;  and  one  sister, 
Mrs.  W.  E.  Matchett,  Dallas. 

Dr.  Frederick  Jonathan  Roemer  died  February  21, 
1948,  at  his  home  in  Port  Lavaca,  Texas,  of  heart 
disease. 

Born  February  23,  1878,  near  Green  Lake,  Texas, 
Dr.  Roemer  was  the  son  of  Adolph  and  Josephine 
(Wilmers)  Roemer.  After  attending  the  public 
schools  of  Port  Lavaca,  Dr.  Roemer  attended  Van- 
derbilt University,  Nashville,  Tenn.,  and  was  grad- 
uated from  Memphis  Hospital  Medical  College, 
Memphis,  Tenn.,  in  1904.  He  was  located  at  the 
Hardy-McNeese  Hospital,  Ardmore,  Okla.,  from  1904 
until  1907,  when  he  began  practice  in  Port  Lavaca. 
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During  most  of  his  professional  career  Dr.  Roemer 
was  a member  of  the  Victoria-Calhoun-Goliad  Coun- 
ties Medical  Society,  the  State  Medical  Association, 
and  the  American  Medical  Association.  He  was  local 
surgeon  for  the  Missouri  Pacific  and  Southern  Pa- 
cific Railroads  for  about  ten  years,  county  health 
officer  from  1928  until  his  death,  and  Selective  Serv- 
ice examining  physician  in  both  world  wars.  He  was 
a member  of  the  Methodist  Church  and  served  on 
its  board  of  stewards  for  many  years.  He  was  a 
thirty-second  degree  Mason  and  a member  of  the 
Arabia  Shrine.  He  was  one  of  the  original  directors 
of  the  Intra-Coastal  Canal  Association,  and  held  the 
position  of  director  at  the  time  of  his  death.  Dr. 
Roemer  had  extensive  farm  and  ranch  holdings  with 
fine  Brahma  cattle  and  was  an  enthusiastic  horticul- 
turist. 

Dr.  Roemer  married  Miss  Annie  Amelia  Cam- 
ferdam  at  Memphis,  Tenn.,  April  30,  1904.  He  is 
survived  by  his  wife;  one  daughter,  Mrs.  Earle  Ses- 
sions; one  son,  Ronal  J.  Roemer,  D.D.S.;  one  sister, 
Mrs.  S.  L.  Marsh;  and  two  brothers,  0.  P.  Roemer 
and  P.  O.  Roemer,  all  of  Port  Lavaca. 

Dr.  Ira  Fredericq  Peak,  Greenville,  Texas,  died 
December  23,  1947. 

The  son  of  Dr.  and  Mrs.  P.  A.  Peak,  Dr.  Peak  was 
born  September  25,  1894,  in  Greenville.  He  attended 
the  public  schools  in  Greenville  and  Burleson  Col- 
lege there.  He  was  graduated  in  medicine  from  the 
University  of  Tennessee,  Memphis,  in  1920.  After 
serving  an  internship  at  Western  State  Hospital, 
Bolivar,  Tenn.,  Dr.  Peak  joined  the  regular  Army, 
serving  in  the  Medical  Corps  until  his  retirement  in 
1943  as  a lieutenant  colonel.  For  the  next  two  years 
he  was  located  at  the  Traverse  City  State  Hospital, 
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Traverse  City,  Mich.  He  then  returned  to  Green- 
ville and  to  private  practice.  Dr.  Peak  specialized  in 
psychiatry. 

Dr.  Peak  was  a member  of  the  Hunt-Rockwall- 
Rains  Counties  Medical  Society,  the  State  Medical 
Association,  and  the  American  Medical  Association. 
He  was  a member  of  the  American  Psychiatric  As- 
sociation and  the  Association  of  Military  Surgeons. 
He  was  a member  of  the  Episcopal  Church,  Theta 
Kappa  Psi  fraternity,  and  the  Elks. 


Surviving  Dr.  Peak  are  his  wife,  the  former  Miss 
Ruby  Wolfert  of  Chicago,  and  two  brothers,  Clyde 
Peak,  Greenville,  and  S.  H.  Peak,  Houston.  A son, 
Ira  Fredericq  Peak,  Jr.,  was  killed  in  World  War  II. 

Dr.  Hugh  Simpson  Tullos  died  at  his  home  in  San 
Antonio,  Texas,  on  March  15,  1948,  of  coronary 
occlusion. 

Born  November  6,  1898,  in  Floresville,  Texas,  Dr. 
Tullos  was  the  son  of  George  R.  and  Mary  Jane 
(McKenzie)  Tullos.  He  attended  the  Floresville  High 
School,  Bowen  Preparatory  School,  Nashville,  Tenn., 
and  the  University  of  Texas,  receiving  his  medical 
degree  from  Vanderbilt  University,  Nashville,  Tenn., 
in  1921.  He  served  an  internship  at  the  Woman’s 
Hospital  of  the  State  of  Tennessee,  Nashville,  and 
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residencies  at  the  State  Hospital,  Hazelton,  Pa.,  and 
a government  hospital  at  Colon,  Panama.  He  prac- 
ticed for  fifteen  years  at  West  and  had  been  in  San 
Antonio  for  the  past  ten  years. 

During  the  years  of  his  practice  in  Texas,  Dr. 
Tullos  was  a member  of  the  State  Medical  Associa- 
tion and  American  Medical  Association,  first  through 
Guadalupe  County  Medical  Society,  then  through 
McLennan  County  Medical  Society,  and  more  re- 
cently through  Bexar  County  Medical  Society.  Dr. 
Tullos  was  a member  of  the  Baptist  Church,  Phi 
Beta  Pi  fraternity,  the  San  Antonio  Chamber  of 
Commerce,  the  American  Legion,  and  the  S.  P.  J. 
S.  T.  Lodge.  He  was  a captain  in  the  Army  Medical 
Corps  during  World  War  I. 

Dr.  Tullos  married  Miss  Roberta  L.  Thomas  on 
January  21,  1926,  in  San  Antonio.  He  is  survived  by 
his  wife;  one  daughter,  Miss  Jane  Tullos;  two  sons, 
Thomas  R.  Tullos  and  Hugh  S.  Tullos,  Jr.;  and  three 
sisters,  Miss  Stella  Tullos,  Mrs.  Alice  T.  Tom,  and 
Mrs.  Exa  T.  Burger,  all  of  San  Antonio. 

Dr.  Arthur  E.  Sweatland.  councilor  of  the  Tenth 
District  since  1926,  died  at  his  home  in  Lufkin, 
Texas,  March  9,  1948,  of  cerebral  hemorrhage. 

Dr.  Sweatland  was  born  October  6,  1869,  in  Mich- 
igan, the  son  of  Lafayette  and  Lydia  Sweatland.  He 
attended  the  public  schools  of  Ithaca,  Mich.,  and  the 
University  of  Michigan.  He  was  graduated  from 
Bellevue  Hospital  Medical  College,  New  York,  in 
1895.  He  lived  in  Shepherd,  Mich.,  for  several  years 
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following  his  graduation,  practicing  medicine  and 
farming.  He  then  was  located  in  Little  Rock,  Ark., 
for  ten  years  being  professor  of  anatomy  at  the 
University  of  Arkansas.  He  moved  to  Texas  and 
operated  a hospital  in  Nacogdoches  for  several  years 
immediately  preceding  World  War  I.  During  the  war 
he  was  a captain  in  the  Army  Medical  Corps,  and 
upon  his  discharge,  he  began  practice  in  Lufkin, 
where  he  remained  until  his  death. 

Dr.  Sweatland  was  a member  of  the  State  Medical 
Association  and  American  Medical  Association  con- 
tinuously from  1915  until  his  death,  first  through 
Nacogdoches  County  Medical  Society  and  then 
through  Angelina  County  Medical  Society.  He  had 
held  all  the  offices  of  the  Angelina  County  Society, 
being  secretary  in  1933,  1934,  and  1938,  and  presi- 
dent in  1939.  He  was  named  councilor  of  the  Tenth 
District  in  1926.  He  was  a member  of  the  South 
Texas  District  Medical  Society  and  the  Postgradu- 
ate Medical  Assembly  of  South  Texas.  He  was  a 
charter  member  of  the  Lufkin  Lions  Club,  a member 
of  the  Elks,  vice-president  and  director  of  the  First 
State  Bank,  and  a leader  in  the  Republican  Party  in 
his  section  of  the  state. 

Dr.  Sweatland  is  survived  by  his  wife,  Mrs.  Bessie 
Sweatland,  and  one  brother,  Ben  D.  Sweatland, 
Lufkin. 

Dr.  William  Young  Ward,  Dodd  City,  Texas,  died 
at  his  home  March  25,  1948,  of  heart  disease. 

A native  of  Spring  City,  Tenn.,  Dr.  Ward  was 
born  January  2,  1871,  the  son  of  William  Nelson  and 
Louisiana  Ward.  He  received  his  medical  degree 
from  Tulane  University,  New  Orleans,  in  1901,  and 
soon  moved  to  Fannin  County.  He  practiced  in  that 
area,  primarily  at  Duplex  and  Ivanhoe,  until  about 
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a year  ago,  when  he  retired  and  moved  to  Dodd  City. 
He  had  practiced  for  a short  time  at  Commerce. 

Dr.  Ward  was  a member  of  the  Fannin  County 
Medical  Society,  the  State  Medical  Association,  and 
the  American  Medical  Association.  He  was  a deacon 
in  the  Baptist  Church. 

Surviving  Div  JVard  is  a daughter,  Miss  Ruth  Cor- 
inne  Ward,  Dbdd  City,  and  a sister,  Mrs.  Annie  Love, 
Telephone.  His  wife,  the  former  Miss  Maude  Alice 
Peterson,  whom . he  tparri^ll  November  24,  1904,  in 
Duplex,  djed..in  1930, 


Dr.  John  Knox  Webster  died  March  18,  1948,  of 
pulmonary  embolism  at  his  home  in  Athens,  Texas. 

The  son  of  W.  J.  and  Isabel  (Kelly)  Webster,  Dr. 
Webster  was  born  February  6,  1867,  at  Carthage, 
N.  C.  The  family  moved  to  Texas,  and  Dr.  Webster 
received  his  early  education  in  Athens.  He  was 
graduated  in  medicine  from  the  Kentucky  School 
of  Medicine,  Louisville,  in  1891,  and  did  postgradu- 
ate work  at  Tulane  University,  New  Orleans.  Dr. 
Webster  practiced  for  a time  at  Cross  Roads  and 
Malakoff,  but  soon  returned  to  Athens,  where  he  was 
in  practice  until  1942,  when  failing  health  caused 
his  retirement. 

Dr.  Webster  was  a charter  member  of  the  Hen- 
derson County  Medical  Society,  being  one  of  its 
founders,  and  was  president  of  the  society  in  1937. 
He  was  a member  of  the  State  Medical  Association, 
being  elected  to  honorary  membership  in  1943,  and 
was  a member  of  the  American  Medical  Associa- 
tion. He  was  also  a member  and  past  president  of 
the  Eleventh  District  Medical  Society.  He  served 
four  years  as  Henderson  County  health  officer.  Dr. 
Webster  was  a captain  in  the  Army  during  World 
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War  I and  was  later  active  in  the  National  Guard, 
being  organizer  and  commanding  officer  with  the 
rank  of  major  of  a hospital  company.  He  was  twice 
elected  commander  of  the  Brady  Shelton  Post  of  the 
American  Legion,  was  once  vice-president  of  the 
Sons  of  the  Confederacy  of  Texas,  was  a past  patron 
of  the  Eastern  Star,  past  master  of  the  Masonic 
Lodge  at  Athens  and  at  Malakoff,  and  a member  of 
the  Knights  of  Pythias.  He  was  a member  of  the 
Presbyterian  Church,  being  elected  an  elder  when  he 
was  20  years  of  age.  Dr.  Webster  was  special  sur- 
geon for  the  basketball  and  football  teams  of  Athens 
High  School,  and  the  teams  had  presented  him  with 
a ring  and  a silver  cup  in  appreciation  for  his 
services.  He  was  made  local  surgeon  for  the  Texas 
and  New  Orleans  Railroad  twenty-eight  years  ago 
and  served  until  his  health  failed. 

Survivors  include  Dr.  Webster’s  wife,  the  former 
Miss  Mattie  D.  Smith,  whom  he  married  in  Mala- 
koff February  28,  1897;  two  daughters,  Mrs.  R.  C. 
Patterson,  Whitesboro,  and  Mrs.  Flora  Tapp,  Dallas; 
one  son,  William  S.  Webster,  Garland;  and  one  sis- 
ter, Mrs.  Mollie  Weaver,  Los  Angeles. 
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Dr.  Tate  Miller,  Dallas,  eighty-third  Presi- 
dent of  the  State  Medical  Association  of 
Texas,  was  installed  in  that  office  on  April 
29,  1948,  during  the  closing  hours  of  the  an- 
nual session.  He  had  served  as  President- 
Elect  during  the  preceding  year. 

Dr.  Miller  is  a three  generation  Texan, 
the  Miller  branch  of  his  family  coming  from 
Georgia  and  Alabama  to  Ellis  County  in  1851 
and  the  Murphy  branch  coming  from  Mis- 
souri to  Kaufman  County  in  1842.  Both  of 
his  grandfathers  fought  in  the  Confederate 
Army  and  both  parents  were  born  in  Texas. 
Dr.  Miller  was  born  in  Corsicana  on  Septem- 
ber 18,  1892,  the  third  of  ten  children  of  Dr. 
Thomas  A.  and  Mrs.  Amanda  (Murphy) 
Miller.  The  elder  Dr.  Miller  was  a general 
practitioner  who  is  still  remembered  and 
loved  in  Corsicana,  and  his  wife  still  resides 
there. 

The  new  President  attended  the  public 
schools  of  Corsicana,  being  graduated  from 
the  local  high  school  in  1909.  He  then  at- 
tended David  Lipscomb  College,  Nashville, 
Tenn.,  from  which  he  received  a bachelor  of 
literature  degree  in  1911,  and  Vanderbilt 
University,  Nashville,  from  which  he  ob- 
tained his  doctor  of  medicine  degree  in  1915. 
He  spent  thirteen  months  as  an  intern  at 
Parkland  Hospital,  Dallas,  and  practiced  with 
the  late  Dr.  H.  G.  Walcott  in  Dallas  until  he 
joined  the  U.  S.  Navy  in  April,  1917. 

Dr.  Miller’s  Navy  career  consisted  in  two 
and  one-half  years  on  active  duty  in  World 
War  I,  twenty-three  years  in  the  active  Naval 
Reserve  with  numerous  training  cruises,  and 


almost  six  years  of  service  during  World 
War  II.  He  completed  his  duty  in  the  latter 
conflict  as  a captain  in  the  Medical  Corps 
Reserve  as  a chief  of  medicine,  Special  Aug- 
mented Hospital  No.  3 on  Okinawa.  He  is 
entitled  to  wear  numerous  ribbons,  none  of 
which  he  states  is  flattering,  but  he  is  proud 
of  the  two  indicating  expertness  with  pistol 
and  rifle.  Dr.  Miller  claims  to  be  “the  only 
Texas  doctor  with  thirty-one  years  of  Naval 
service  without  ever  receiving  a commenda- 
tion for  anything.” 

Except  for  the  periods  when  his  Naval 
duties  have  interfered,  Dr.  Miller  has  con- 
tinued to  practice  in  Dallas,  specializing  in 
diseases  of  the  stomach  and  intestines.  He  is 
now  associated  in  partnership  with  Dr.  Bas- 
sel  Blanton.  He  has  attended  many  short 
summer  postgraduate  courses,  and  has  taught 
classes  in  gastroenterology  for  many  years. 

From  1916  until  1942,  when  the  school  was 
moved  to  Houston,  Dr.  Miller  was  a mem- 
ber of  the  faculty  of  Baylor  University  Col- 
lege of  Medicine  and  now  he  occupies  a chair 
in  clinical  medicine  in  the  Southwest  Medi- 
cal Foundation.  He  lectured  for  years  on 
dietetics  and  gastroenterology  to  Baylor  Uni- 
versity nursing  students.  He  has  written 
many  papers  relative  to  his  specialty. 

Throughout  his  professional  career  Dr. 
Miller  has  been  active  in  organized  medicine. 

He  is  a member  of  Dallas  County  Medical 
Society,  the  State  Medical  Association,  the 
American  Medical  Association,  American 
College  of  Physicians,  American  Gastroen- 
terological Association,  Texas  Society  of 
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Gastroenterologists  and  Proctologists,  Dallas 
Southern  Clinical  Society,  Dallas  Physicians 
Club,  and  Dallas  Society  of  Gastroenter- 
ologists. He  is  certified  by  the  American 
Board  of  Internal  Medicine.  He  has  served 
the  Dallas  County  Medical  Society  as  presi- 
dent and  as  delegate  to  the  State  Medical  As- 
sociation. He  has  also  been  president  of  the 
Dallas  Physicians  Club  and  the  Dallas  So- 
ciety of  Gastroenterologists. 

Dr.  Miller  is  frequently  in  demand  as  a 
speaker  before  both  medical  and  lay  audi- 
ences. His  hobbies  are  quail  hunting,  farm- 
ing, and  raising  cattle,  and  he  is  active  in 
the  Salesmanship  Club  for  underprivileged 
children. 

Dr.  Miller  and  his  wife,  the  former  Miss 
Emma  Blythe  of  Lynchburg,  Tenn.,  whom 
he  married  November  14,  1917,  reside  at 
8937  Devonshire  Drive  in  Dallas. 

As  Dr.  Miller  takes  over  the  leadership  of 
the  State  Medical  Association,  he  brings  to 
the  task  the  insight  and  experience  gained 
through  years  of  activity  in  professional  or- 
ganizations and  the  ability  to  carry  on  under 
trying  circumstances  sharpened  by  his  serv- 
ice in  the  Navy.  Dr.  Miller  already  has  a 
host  of  friends  in  the  Association,  and  his 
geniality  and  cordiality  will  widen  that  circle 
of  friends  during  this  year.  It  will  be  the 
privilege  as  well  as  responsibility  of  each 
member  of  the  Association,  whether  or  not 
he  is  acquainted  with  Dr.  Miller,  to  cooper- 
ate with  the  President  in  making  1948-1949 
the  most  effective  year  the  Association  has 
had  since  its  establishment. 

The  Annual  Session  for  1948  has  come  and 
gone.  Harris  County  Medical  Society  and 
Auxiliary  were  cheerful  hosts,  and  despite 
crowded  conditions  at  the  Rice  Hotel  and  in 
Houston  generally,  everything  went  off  with 
comparatively  little  outward  difficulty.  It 
should  be  recorded  that  1948  was  the  year 
that  the  Constitution  and  By-Laws  was  thor- 
oughly revised  and  the  House  of  Delegates 
voted  106  to  40  to  move  Association  head- 
quarters from  Fort  Worth  to  Austin.  Only 
minor  irritations  detracted  from  a generally 
successful  meeting. 

Despite  the  vigorous  efforts  of  President 
Dr.  B.  E.  Pickett,  Sr.,  and  of  Harris  County 
physicians  to  create  interest  prior  to  the  an- 
nual session,  the  total  registration  of  2,514 
fell  short  of  the  annual  session  registration 
in  Dallas  in  1940.  In  that  year  the  total  reg- 
istration was  2,558,  but  the  1,562  members 
registered  at  that  time  were  fewer  by  more 
than  100  than  were  registered  in  Houston. 
Registration  figures  for  the  session  just  past 
include  the  following:  1,685  members,  12 
guests,  24  visitors,  99  senior  medical  stu- 


dents, 114  exhibitors,  580  Woman’s  Auxiliary 
members. 

As  was  mentioned  in  these  pages  a year 
ago,  the  hotels  of  the  state  are  simply  un- 
able to  accommodate  the  sort  of  meeting  the 
State  Medical  Association,  the  Woman’s 
Auxiliary,  and  all  the  related  organizations 
and  groups  want.  Space  available  for  scien- 
tific and  technical  exhibits  is  being  reduced, 
civic  clubs  which  meet  regularly  disrupt  the 
scientific  section  programs,  increasing  num- 
bers of  sections  and  special  societies  which 
want  to  meet  concurrently  tax  the  ingenuity 
of  arrangements  committees  and  hotel  man- 
agement, and  so  on  and  on — headaches  for 
the  Council  on  Scientific  Work,  the  General 
Arrangements  Committee  of  the  host  society, 
the  central  office  staff,  and  all  those  whose 
detailed  planning  and  constant  improvising 
keep  the  seven-ring-circus  of  a large  conven- 
tion moving  according  to  schedule.  The  prob- 
lem of  satisfactory  arrangements  for  an  an- 
nual session  such  as  that  held  in  Houston  is 
becoming  acute,  and  it  is  apparent  that  modi- 
fications either  in  the  program  of  activities 
or  in  the  means  by  which  it  is  carried  out 
must  be  made  in  the  near  future.  Enough  of 
the  difficulties,  however. 

The  scientific  program  appeared  to  be  of 
unusual  interest  to  physicians  at  the  annual 
session.  The  Council  on  Scientific  Woi'k  with 
the  cooperation  of  the  President  had  suc- 
ceeded in  securing  the  services  of  outstand- 
ing guest  speakers,  and  the  run  of  the  mill 
papers  by  members  of  the  Association  were 
of  high  caliber  on  the  whole.  The  new  Sec- 
tion on  General  Practice  seemed  to  fill  a 
long-felt  need,  judging’ by  the  attendance  at 
its  sessions.  The  scientific  exhibits  were  un- 
usually well  presented  and  attracted  favor- 
able comment,  and  the  clinical  luncheons 
again  proved  their  popularity. 

The  public  meeting  held  for  the  first  time 
on  Wednesday  evening  of  the  annual  session 
was  considered  to  be  a worth-while  venture. 
The  Houston  townspeople,  including  our 
Negro  friends,  who  turned  out  to  hear  Dr. 
Lowell  S.  Goin  and  Dr.  Haven  Emerson  num- 
bered 1,400,  a sizable  audience  which  was 
admittedly  lost  in  the  huge  City  Auditorium. 
The  outstanding  musical  contributions  of  the 
Houston  Youth  Symphony  Orchestra  un- 
der the  direction  of  Mr.  Howard  F.  Webb 
and  of  Misses  Gloria  Graham  and  Rose  Ann 
Woods,  concert  violinists,  and  the  greetings 
of  Houston’s  mayor,  the  Hon.  Oscar  F.  Hol- 
combe, added  immeasurably  to  the  occasion. 
Of  special  interest  was  the  presentation  of 
the  first  annual  Dallas  Health  Museum 
Award  for  Outstanding  Contribution  to  Pub- 
lic Health  in  Texas  to  Robert  L.  Sutherland, 
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Ph.D.,  Austin,  director  of  the  Hogg  Founda- 
tion for  Mental  Hygiene. 

The  annual  memorial  services  in  tribute 
to  members  of  the  State  Medical  Association 
and  Woman’s  Auxiliary  who  had  died  during 
the  previous  year  were  simple  but  impres- 
sive. The  artistry  of  Mrs.  Nancy  Yeager 
Blackburn,  soprano,  and  Mr.  Franklin 
Washburn,  violinist,  contributed  much  to 
the  services,  as  did  the  participation  of 
Bishop  Clinton  S.  Quinn. 

The  transactions  of  the  annual  session, 
particularly  of  the  meetings  of  the  House  of 
Delegates,  will  be  found  in  this  number  of 
the  Journal,  beginning  on  page  87.  The 
decisions  of  the  House  are  also  given  atten- 
tion in  another  editorial  in  this  issue,  but 
the  social  activities,  which  have  come  to 
mean  so  much  to  visitors  to  the  annual  ses- 
sion, are  not  mentioned  elsewhere.  The 
President’s  reception  and  ball  was  as  always 
the  high  point  in  entertainment,  but  alumni 
and  fraternity  banquets,  special  group  lunch- 
eons and  dinners,  and  private  parties  gave 
ample  opportunity  for  the  physicians  and 
their  ladies  to  relax. 

The  invitation  of  San  Antonio  to  hold  the 
1949  annual  session  in  that  city  was  accept- 
ed with  pleasure,  but  the  dates  were  not  set. 
The  Executive  Council  was  empowered  to  de- 
cide the  exact  dates  after  checking  for  con- 
flicts and  the  like,  but  the  Council  was  di- 
rected to  choose  as  early  dates  in  April  as 
possible.  Dr.  Tate  Miller,  Dallas,  was  install- 
ed as  President  of  the  State  Medical  Asso- 
ciation, and  Mrs.  S.  M.  Hill,  Dallas,  as  Presi- 
dent of  the  Woman’s  Auxiliary.  Dr.  G.  V. 
Brindley,  Temple,  was  named  President- 
Elect  of  the  Association,  and  Mrs.  Joe  B. 
Foster,  Houston,  President-Elect  of  the 
Auxiliary. 

The  House  of  Delegates  at  Houston  was 

the  center  of  much  activity  at  the  annual 
session  and  several  momentous  questions 
which  will  have  far-reaching  effects  upon 
the  Association  were  settled.  Attention  of 
every  member  of  the  Association  is  called 
to  the  Transactions,  which  are  printed  in  full 
beginning  on  page  87  of  this  issue  of  the 
Journal.  The  meetings  of  the  House  were 
well  attended  with  a total  registration  of  173 
delegates. 

One  of  the  high  points  in  the  transactions 
of  the  House  of  Delegates  was  the  complete 
revision  of  the  Constitution  and  By-Laws. 
Changes  were  made  in  the  officer  constitu- 
ents and  a number  were  made  in  councils  and 
committees.  A resolution  was  passed  provid- 
ing for  the  moving  of  the  central  offices  and 
Library  of  the  Association  from  Fort  Worth 


to  Austin.  With  few  exceptions,  each  council, 
standing  committee,  and  special  delegate 
presented  comprehensive  reports  of  its  ac- 
tivities. A number  of  important  resolutions 
that  will  affect  more  or  less  directly  every 
member  of  the  Association  were  also  passed 
by  the  House. 

The  revisions  of  the  Constitution  and  By- 
Laws  provided  for  a number  of  changes  in 
an  effort  to  streamline  the  organization  and 
expedite  the  work  of  the  House  and  the 
various  councils  and  committees.  The  major 
changes  with  respect  to  officers  were  to  re- 
place the  three  vice-presidents  of  the  Asso- 
ciation with  one  vice-president  and  to  add  a 
speaker  of  the  House  who  is  to  serve  as  the 
presiding  officer  at  all  future  meetings  of 
the  House  of  Delegates.  The  officers  of  the 
Association  now  include  the  president,  vice- 
president,  secretary,  treasurer,  speaker  of 
the  House  of  Delegates,  trustees,  and  coun- 
cilors. 

The  membership  of  the  Executive  Council 
was  changed  to  include  all  the  officers  just 
mentioned  plus  the  chairman  of  each  council 
and  the  chairman  of  the  Committee  on  Pub- 
lic Relations.  The  duties  of  the  Executive 
Council  were  changed  so  that  this  council 
now  serves  in  the  interim  between  annual 
sessions  to  advise  the  officers,  the  councils, 
and  the  committees  of  the  Association  in  the 
management  and  coordination  of  its  several 
activities,  to  administer  the  affairs  assigned 
to  it  by  the  House  of  Delegates,  and  to  fix 
the  policy  of  the  Association  subject  to  the 
affirmative  approval  of  the  ensuing  House 
of  Delegates.  “If  for  any  reason  a member 
of  the  Association  holding  any  office  may 
not  perform  the  duties  of  such  office,  the 
Executive  Council  shall  request  the  President 
to  call  for  the  resignation  of  said  member.” 
Provision  was  made  for  the  council  to  meet 
at  two  times  during  the  year,  the  last  Sat- 
urday of  August  and  the  last  Saturday  of 
January,  and,  in  addition,  on  call  by  the 
President. 

Provision  was  made  also  for  a War  Coun- 
cil consisting  of  the  same  membership  as  the 
Executive  Council.  In  the  event  of  war  or 
widespread  civil  disorder  making  it  impos- 
sible for  the  House  of  Delegates  to  meet, 
this  council  can  carry  on  the  work  of  the 
House  of  Delegates  and  thus  allow  the  af- 
fairs of  the  Association  to  continue.  It  will 
be  recalled  that  during  the  last  war,  because 
of  curtailment  in  transportation  facilities 
and  government  requirements  that  not  more 
than  fifty  persons  requiring  transportation 
be  allowed  to  meet  for  the  purpose  of  trans- 
acting business  such  as  is  carried  on  by  the 
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State  Medical  Association  of  Texas,  the 
House  of  Delegates  was  not  able  to  convene. 
There  was  a considerable  amount  of  discus- 
sion with  regard  to  establishment  of  a War 
Council,  and  some  change  in  the  membership 
from  that  originally  recommended  by  the 
Committee  on  Revision  of  the  Constitution 
and  By-Laws  was  made  before  final  passage 
of  the  amendment  providing  for  such  a coun- 
cil. However,  the  consensus  was  that  making 
provision  for  this  body  may  be  of  real  value 
if  we  are  again  confronted  with  a national 
emergency  such  as  resulted  from  the  last 
war. 

Definite  effort  was  made  to  preserve  the 
prestige  and  authority  of  the  President.  The 
object  of  providing  for  a speaker  of  the 
House  of  Delegates  was  primarily  to  relieve 
the  President  of  tedious  and  time-consuming 
duties  which  in  the  past  have  prevented  him 
from  serving  as  the  official  host  at  the  an- 
nual session  and  fulfilling  other  duties 
which  can  best  be  performed  by  the  Presi- 
dent. 

Other  changes  of  significance  in  the  coun- 
cils and  committees  were  as  follows : The 
Committee  on  Legislation  was  changed  to  the 
status  of  a council  and  is  now  the  Council 
on  Legislation.  The  Council  on  Postgraduate 
Medical  Education,  the  Committee  on  Health 
Problems  in  Education,  and  the  Committee 
on  Medical  Education  and  Hospitals  were 
replaced  by  one  council  to  be  known  as  the 
Council  on  Medical  Education  and  Hospitals ; 
the  duties  of  all  three  councils  and  commit- 
tees were  combined  in  the  newly  formed 
council.  The  Committee  on  Mental  Health 
was  changed  from  a special  committee  with 
the  entire  membership  appointed  by  the  in- 
coming President  each  year  to  a standing 
committee,  the  members  of  which  have 
overlapping  terms  of  office.  The  committee 
was  given  more  specific  duties  and  responsi- 
bilities in  the  field  of  mental  health. 

The  reports  of  many  of  the  councils  and 
committees  were  outstanding  and  are  worthy 
of  careful  consideration  by  the  members  of 
the  Association. 

Several  resolutions  were  presented.  Chief 
among  these  from  the  standpoint  of  an  im- 
mediate effect  upon  the  Association  are  those 
dealing  with  the  moving  of  the  headquarters 
and  central  offices  of  the  Association  from 
Fort  Worth  to  Austin,  that  concerned  with 
the  construction  of  a new  central  office 
and  library  building,  and  that  concerned 
with  the  expansion  of  blood  banking  facili- 
ties in  the  state.  Other  matters  of  note  which 
will  be  of  interest  to  every  member  of  the 


Association  were  the  revision  of  the  Consti- 
tution to  provide  for  an  increase  in  dues 
from  $20  to  $35  per  year  and  a recommenda- 
tion to  the  Board  of  Trustees  that  $1  of  the 
dues  be  set  aside  for  the  use  of  the  Woman’s 
Auxiliary.  Financially  the  Association  was 
shown  to  be  in  the  black,  but  the  proposed 
move  of  the  central  offices  and  Library  and 
the  need  for  a new  building  program  to  house 
them,  the  increased  impetus  in  activities 
from  the  public  relations  and  legislative 
standpoint,  and  the  general  increase  of  ac- 
tivities within  the  central  office,  all  clearly 
demonstrated  the  need  for  additional  rev- 
enue. The  increase  in  dues  voted  will  serve 
some  of  these  needs  but  probably  will  be  in- 
sufficient for  the  building  program  which 
will  be  necessary  to  provide  adequate  facili- 
ties. In  the  motion  for  increasing  dues  this 
was  considered ; the  decision  was  “that  we 
raise  the  dues  at  this  time  to  $35  and  that  the 
Board  of  Trustees  go  into  the  matter  more 
extensively  as  to  the  cost  of  making  the 
move  to  Austin  and  that  they  report  back  at 
a later  date  and  if  necessary  a called  meeting 
be  held  to  vote  additional  dues,  whether  it 
be  $10,  $15,  or  $25,  to  take  care  of  the  move 
and  the  building  of  our  home  office.” 

The  report  of  the  Secretary  showed  that 
the  membership  on  April  7,  1948,  the  date 
the  report  was  prepared  for  publishing,  was 
5,382  of  which  5,029  were  regular  members, 
6 emeritus,  96  honorary,  190  intern,  and  61 
military. 

Technical  Exhibits  in  Houston  proved 
again  to  be  one  of  the  greatest  attractions  of 
the  annual  session.  As  has  been  increasingly 
true  in  recent  years,  space  available  for  ex- 
hibit booths  was  insufficient  to  meet  the  de- 
mands of  commercial  concerns  which  wished 
to  participate  in  the  sessions,  and  several  old 
friends  of  the  State  Medical  Association 
could  not  be  accommodated.  Most  of  those 
who  secured  space,  however,  expressed  them- 
selves as  pleased  with  their  visit  with  the 
medical  profession  of  Texas. 

The  exhibitors  suffered  a few  inconven- 
iences along  with  everybody  else.  Overload- 
ing the  electrical  system  resulted  in  a tem- 
porary black-out  one  day  and  chairs  had  to 
be  hauled  through  the  aisles  on  several  oc- 
casions, but  the  exhibitors  generously  over- 
looked these  unavoidable  hindrances  and 
thought  instead  of  the  outstanding  registra- 
tion figures,  which  included  more  physicians 
than  have  ever  previously  registered  at  a 
meeting  of  the  State  Medical  Association  of 
Texas. 

Exhibiting  concerns  and  their  representa- 
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tives  at  the  1948  session  included  the  follow- 
ing: 

BOOKS 

J.  B.  Lippincott  Company,  Philadelphia — J.  L. 
Rosecrants. 

J.  A.  Majors  Company,  Dallas — J.  A.  Majors,  Jr., 

L.  A.  Shaver. 

C.  V.  Mosby  Company,  St.  Louis — Mrs.  S.  G. 
Cooke. 

DIETETIC  SUPPLIES 

Borden  Company,  New  York — Mr.  and  Mrs.  H.  W. 
Bauer,  Virgil  Reed. 

H.  W.  Kinney  & Sons,  Columbus,  Ind. — A.  G.  Boyd, 
W.  L.  Crowdus,  R.  Y.  Dillard. 

M & R Dietetic  Laboratories,  Inc.,  Columbus,  Ohio 
— E.  J.  Bryant. 

Mead  Johnson  & Co.,  Evansville,  Ind. — B.  B.  Bat- 
ten, Ed  Brady,  Pat  Owens,  P.  A.  de  Tarnowski. 

A.  P.  Cary  Co.,  Houston — Charlie  Bigham,  Joe 
Clark,  Dave  Embry,  Tom  Keller,  Fred  Roger,  John 
Neidbalski,  B.  A.  Ragland,  Fred  Schrandt,  Jim 
Taylor. 

INSTRUMENTS,  APPARATUS,  AND  SUPPLIES 
A.  S.  Aloe  Company,  St.  Louis — Mark  Leopold,  M. 
Charles  Smith. 

H.  G.  Fischer  & Company,  Chicago— A.  E.  Magill, 
A.  E.  Magill,  Jr.,  Frank  Mayfield,  C.  W.  Riggs. 

J.  E.  Hanger,  Inc.,  Dallas— Mrs.  W.  E.  Findley. 
Holland-Rantos  Company,  Inc.,  New  York — H.  0. 
Derryberry,  Milton  Smith. 

Houston  Oxygen  Company,  Houston — Robert  Cam- 
eron, J.  F.  Hury,  W.  L.  Winstead. 

Karmac  Company,  Dallas — D.  S.  McCrary. 

W.  A.  Kyle  Co.,  Houston — John  Craig,  Jack  Heron, 
Fred  Hover,  W.  A.  Kyle,  Larry  McDonald. 

V.  Mueller  & Company,  Chicago — Mr.  and  Mrs. 
Ford  Dixon. 

Pendleton  & Arto,  Inc.,  Houston — James  H.  Aylor, 
M.  Pat  Galey,  D.  H.  Hanna,  W.  R.  McPheeters. 

Terrell  Supply  Company,  Fort  Worth — Tom  Cur- 
tis, 0.  Coffman,  Jim  Gothard,  C.  Johnson. 

Universal  Products  Corporation,  Norristown,  Pa. 
— W.  F.  Kell,  B.  C.  Shaffer. 

Westinghouse  Electric  Corporation,  St.  Louis — L. 
G.  Rieves,  W.  A.  Ross,  D.  H.  Wise. 

INSURANCE 

Medical  Protective  Company,  Fort  Wayne,  Ind. — 
Cal  Bimer,  Mark  Myers. 

MISCELLANEOUS 

Camel  Cigarettes,  Winston-Salem,  N.  C. — Paul  T. 
Allen,  M.  H.  Bergstrom. 

Philip  Morris  & Company,  New  York — Fred  Genz. 

PHARMACEUTICALS  AND  BIOLOGICALS 
Cutter  Laboratories,  Berkeley,  Calif. — W.  A.  Flint, 

E.  L.  Hamilton,  Jim  Williams. 

Eaton  Laboratories,  Norwich,  N.  Y. — W.  S.  Hart- 
well, G.  C.  LaChance. 

Eli  Lilly  and  Company,  Indianapolis — E.  E.  De- 
laney, Jr.,  J.  E.  Greene,  W.  D.  Vinson,  R.  M.  Walls, 

L.  A.  Williams. 

E.  S.  Miller  Laboratories,  Inc.,  Los  Angeles — E.  D. 
Reason,  Eldon  Savage,  Dexter  Woods. 

Pitman-Moore  Company,  Indianapolis — Paul  D. 
LaHue,  Claude  P.  Rose. 

Sandoz  Chemical  Works,  Inc.,  New  York — James 

F.  Villere. 

Schering  Corporation,  Bloomfield,  N.  J. — Edwin 

M.  Shull,  James  L.  Wright. 

G.  D.  Searle  & Co.,  Chicago — James  S.  Garrett, 
A1  Johnson,  Frank  McRae. 

Sharp  & Dohme,  Philadelphia — G.  G.  Havard,  F. 
C.  Hodges,  W.  C.  Newberry,  E.  G.  Smith,  Homer 
White. 


Smith,  Kline  & French  Laboratories,  Philadelphia 
— Ivan  Higgins,  L.  C.  Stricklen. 

U.  S.  Standard  Products  Co.,  Woodworth,  Wis. — 
E.  A.  Dornbach,  E.  D.  Hill. 

U.  S.  Vitamin  Corporation,  New  York — Presley  P. 
Hamilton,  William  M.  Patterson. 

X-RAY  AND  PHYSIOTHERAPY  EQUIPMENT 

General  Electric  X-Ray  Corporation,  Chicago — C. 
D.  Burgy,  Tom  L.  Uhr,  A.  R.  Weishampel. 

Gilbert  X-Ray  Company  of  Texas,  Dallas — M.  K. 
Gilbert,  Charles  A.  Rodeck. 

R.  P.  Kincheloe  Company,  Dallas — R.  P.  Kinche- 
loe,  Jr.,  Q.  B.  Schaefer,  H.  D.  Wright. 

Southern  X-Ray  Engineering  Co.,  Houston — B.  H. 
Carpenter,  R.  J.  Fitzsimmons,  R.  B.  Melanson,  Wil- 
liam B.  Robinson. 

Stevenson  X-Ray  Company,  Houston  — Frank 
Breedlove,  R.  J.  Stevenson,  H.  E.  Yeager. 

United  Medical  Equipment  Company,  Kansas  City 
— E.  C.  Lipsky,  Hal  Mettler,  Ed  Sherman,  Ralph 
Streckfuss. 

The  Woman’s  Auxiliary  will  be  featured  in 
the  July  issue  of  the  Journal  with  publica- 
tion of  the  Auxiliary  membership  list  and 
transactions  of  the  annual  meeting  held  in 
Houston  in  April.  The  shortage  of  paper  dur- 
ing the  past  two  years  made  it  impossible  to 
include  the  Auxiliary  material  in  the  same 
issue  as  the  State  Medical  Association  trans- 
actions and  membership  list,  and  while  the 
shortage  has  eased  somewhat  this  year, 
everybody  concerned  seems  to  like  the  idea 
of  a special  Auxiliary  number,  and  the  plan 
of  publication  begun  under  stress  will  be 
continued  as  a convenience  and  to  pay  special 
honor  to  and  to  emphasize  the  Auxiliary. 

CURRENT  EDITORIAL  COMMENT* 

Voluntary  Prepayment  Medical  Care  Plans. 

— The  earliest  voluntary  plan  for  prepaid 
medical  care  was  established  in  1882  by  the 
Northern  Pacific  Railroad  Benefit  Associa- 
tion and  is  still  in  successful  operation.  In 
1911  the  state  of  Washington  enacted  a work- 
men’s compensation  law  covering  the  more 
hazardous  industries.  Oregon  in  1913  enacted 
a similar  law,  and  in  1917  passed  a medical 
aid  act  providing  that  employer  and  em- 
ployee contribute  equally  to  medical  care 
costs.  This  resulted  in  hospital  associations 
and  private  clinics  agreeing  to  furnish  the 
service  under  contract.  After  a short  time 
these  services  were  expanded  to  include  all 
medical  and  surgical  care,  later  the  depen- 
dents were  added,  and  soon  the  pattern 
which  still  exists  in  that  section  of  the 
United  States  was  set. 

About  1930  hospital  administrators  were 
confronted  with  the  serious  problem  of  pa- 

♦This  department  of  the  Journal  presents  editorial  comments 
on  current  items  pertaining  to  the  science,  art  and  practice  of 
medicine,  contributed  by  members  of  the  State  Medical  Associa- 
tion and  scientists  closely  associated  with  the  medical  profession 
of  Texas.  Invitation  is  hereby  extended  to  any  member  of  the 
State  Medical  Association  of  Texas  to  submit  such  discussions 
for  this  department.  The  discussions  should  not  be  more  than 
500  words  in  length. 
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tients  unable  to  pay  for  hospital  accommo- 
dations, thus  resulting  in  increasing  operat- 
ing deficits  for  the  hospitals.  Individual  hos- 
pitals began  forming  hospital  service  asso- 
ciations to  spread  the  cost  of  hospital  ser- 
vice among  large  groups  of  subscribers  and 
relieve  individual  patients  of  excessive  de- 
mands in  case  of  catastrophic  illness.  While 
the  early  contracts  made  it  necessary  for  the 
patient  to  go  to  the  individual  hospital  where 
he  held  membership,  reciprocity  arrange- 
ments between  hospitals  were  soon  arrang- 
ed. The  American  Hospital  Association  ap- 
proved the  plan,  and  it  became  known  as  the 
“Blue  Cross  Hospital  Plan.” 

The  success  of  the  Blue  Cross  Plan  gave 
impetus  ta  state  medical  societies  to  experi- 
ment with  similar  plans  for  easing  the  bur- 
den of  costs  of  medical  care.  In  1934  the 
House  of  Delegates  of  the  American  Medical 
Association  promulgated  ten  principles  for 
the  guidance  of  medical  societies  entering 
upon  these  new  experiments.  The  California 
Physicians  Service  and  Michigan  Medical 
Service  began  operation  in  1939  and  1940, 
and  by  1946  there  were  fifty-one  plans  in 
operation.  In  1943,  the  House  of  Delegates 
of  the  American  Medical  Association  created 
a Council  on  Medical  Service  and  Public  Re- 
lations to  facilitate  the  exchange  of  data  and 
provide  accurate  information  on  the  develop- 
ment of  plans  affecting  the  distribution  of 
medical  care.  A Division  on  Prepayment 
Plans  was  set  up  by  the  Council,  and  from 
detailed  studies  of  existing  plans  w7ere  form- 
ulated standards  of  acceptance  for  medical 
care  plans,  including  local  approval,  profes- 
sional control,  arbitration,  free  choice  of 
physician,  patient-physician  relationship, 
statement  of  benefits,  honest  promotional  ac- 
tivities, sound  enrollment  practices,  and 
duration  of  acceptance.  Plans  which  meet 
all  of  these  standards  are  granted  the  Coun- 
cil’s seal  of  acceptance. 

The  House  of  Delegates  in  1945  resolved 
that  “The  Board  of  Trustees  and  the  Coun- 
cil on  Medical  Service  will  proceed  as 
promptly  as  possible  with  the  development 
of  a specific  national  health  program  with 
emphasis  on  the  nationwide  organization  of 
locally  administered  prepayment  medical 
care  plans  sponsored  by  medical  societies.” 
These  two  bodies  evolved  and  recommended 
a ten-point  program  for  national  health 
which  has  received  wide  approval,  and  the 
Council  assisted  in  the  reorganization  of 
Associated  Medical  Care  Plans,  Inc.,  which 
cooperates  closely  with  the  Council. 

The  Council  has  aided  medical  society 
sponsored  voluntary  prepayment  medical  and 
surgical  care  plans  by  disseminating  infor- 


mation regarding  successful  practices  and 
warning  against  unsound  procedures,  and 
since  1919  no  medically  sponsored  plan  has 
failed  financially. 

Medical  society  sponsored  plans  furnish 
indemnity,  service,  or  a combination  of  the 
two ; they  are  organized  under  special 
enabling  legislation,  under  provisions  of  gen- 
eral statutes,  are  underwritten  by  private 
insurance  carriers,  or  attach  a rider  of  cash 
indemnity  benefits  to  the  Blue  Cross  Hos- 
pital Service  certificate.  With  this  diversity 
of  method  of  organization  and  operation, 
much  valuable  experience  is  being  gained  for 
use  in  determining  future  patterns. 

One  important  matter  for  the  future  of 
prepayment  medical  care  is  the  extension  of 
coverage,  particularly  to  include  rural  com- 
munities. Another  is  the  adequate  education 
of  individual  medical  society  members.  A 
third  is  to  educate  the  administrators  in 
sound  insurance  practice.  The  final  step  is  to 
educate  the  public. 

James  R.  McVay,  M.  D.,  Chairman, 
American  Medical  Association 
Council  on  Medical  Service, 

Kansas  City,  Missouri. 


406  West  Thirty-Fourth  Street. 


SURGICAL  INSURANCE  CLAIMS 

Boys  incur  15  per  cent  more  surgical  operations 
than  girls,  with  60  per  cent  of  all  children’s  opera- 
tions being  tonsillectomies  and  20  per  cent  appendec- 
tomies or  fractures,  according  to  an  analysis  of 
100,000  surgical  benefit  claims  of  all  ages  made  by 
a committee  of  the  Actuarial  Society  of  America  and 
presented  at  the  annual  meeting  of  the  society  May 
14  in  New  York.  This  was  one  of  a long  list  of 
findings  from  the  study  which  covered  group  sur- 
gical insurance  claims  reported  by  companies  do- 
ing 70  per  cent  of  this  type  of  insurance  and  cover- 
ing a period  of  eight  months  of  last  year. 

Group  surgical  insurance,  first  written  in  1938, 
now  covers  10,000,000  persons,  the  repor't  stated. 
This  insurance,  added  to  protection  on  an  additional 
10,000,000  covered  by  Blue  Cross,  individual  con- 
tracts, or  other  plans,  gives  a total  of  over  20,- 
000,000  persons  now  protected  by  surgical  benefit 
insurance. 

Eight  types  of  operations  were  found  to  account 
for  the  greater  part  of  all  surgical  benefit  claims: 
tonsillectomy,  appendectomy,  benign  tumor  or  cyst, 
hemorrhoidectomy,  fracture,  hysterectomy,  herni- 
otomy, and  dilation  or  curettage.  These  accounted 
for  60  per  cent  of  all  claims. 


BLUE  SHIELD  AND  BLUE  CROSS  COOPERATE 

Blue  Shield,  representing  prepayment  medical 
plans,  and  Blue  Cross,  representing  prepayment  hos- 
pital plans,  have  agreed  to  form  a joint  executive 
committee  of  six  members.  Dr.  Paul  R.  Hawley, 
formerly  medical  director  of  the  Veterans  Admin- 
istration, became  chief  executive  officer  of  both 
groups  on  April  1.  He  will  report  to  the  joint  com- 
mittee on  matters  of  concern  to  both  organizations 
and  to  each  group  separately  on  matters  of  individ- 
ual concern. 
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ORIGINAL  ARTICLES 

BLUEPRINT  FOR  ACTION 
B.  E.  PICKETT,  SR.,  M.  D. 

CARRIZO  SPRINGS,  TEXAS 

Has  socialization  of  the  medical  profession 
become  a political  issue  in  the  United  States? 

This  is  a question  demanding  earnest  con- 
sideration. American  political  history  reveals 
that  shadows  which  in  the  beginning  were 
no  larger  than  a man’s  hand  have  engulfed 
this  nation  in  ominous  darkness — and  at  one 
time  plunged  the  United  States  into  sectional 
strife  and  bloodshed.  Just  whether  such  a 
catastrophic  culmination  was  justified  is  not 
a topic  for  discussion  at  this  point;  but  cer- 
tainly we  are  now  confronted  with  a matter 
of  similar  gravity. 

I feel  it  incumbent  upon  me  to  deal  with 
this  subject  in  all  candor  and  with  all  clarity. 
It  is  my  belief  that  socialized  medicine  has 
become  a political  issue  whether  we  like  to 
admit  it  or  not. 

It  is  generally  understood  that  regimenta- 
tion of  the  medical  profession  would  be  a 
decisive  step  toward  establishing  centralized 
federal  control  of  all  professions  and  of  in- 
dustry. 

Socialized  medicine  on  a scale  far  beyond 
anything  we  dreamed  of  a few  years  ago  is 
now  about  to  go  into  operation  in  Great 
Britain.  Thousands  of  Britain’s  56,000  doc- 
tors are  against  the  plan  because  it  means 
they  will  become  regimented  and  dominated. 
They  threaten  a boycott — but  they  cannot 
stop  the  plan.  The  law  is  passed.  Here  in  this 
country  we  have  been  warned  of  the  menace 
that  is  approaching.  Will  we  act  in  time? 

England,  for  centuries  a great  conserva- 
tive nation  that  is  at  present  controlled  by 
the  Labor  Party,  has  given  its  doctors  until 
July  5 to  sign  up  for  the  state  system;  and 
the  Labor  Government  says  its  plan  can  work 
even  if  only  a third  of  the  doctors  conform. 
So,  we  see  England,  where  this  “cradle  to  the 
grave”  paternalism  started,  has  swung  so 
far  to  the  left  as  to  be  almost  in  Stalin’s  lap. 
The  proposed  Wagner-Murray-Dingell  legis- 
lation is  the  commencement  of  the  same  thing 
here. 

Not  only  are  public  health  and  American 
medicine  threatened,  but  the  whole  industrial 
and  business  life  of  the  nation.  We  hoped  that 
with  the  ending  of  the  war  American  busi- 
ness would  be  left  to  pursue  the  even  tenor  of 
its  way;  that  taxes,  while  remaining  high, 
would  not  be  so  excessive  as  during  war  time  ; 
that  free  enterprise  would  have  a chance 

President’s  address  delivered  at  the  Eighty-First  Annual  Ses- 
sion of  the  State  Medical  Association  of  Texas,  Houston,  April 
27,  1948. 


again  and  the  American  way  of  life  once 
more  prevail.  Instead  of  taxes,  it  now  appears 
that  we  are  likely  to  have  levied  upon  us  vast 
compulsory  contributions  which  will  continue 
indefinitely  during  years  of  peace. 

We  of  the  American  medical  profession  op- 
pose socialized  medicine — not  for  any  selfish 
reasons,  but  simply  because  we  know  that  if 
these  measures  become  law  the  public  health 
of  America  will  suffer  dire  consequences.  In 
opposing  this  threat  we  feel  that  we  cannot 
stand  idly  by  and  see  Americanized  medicine 
destroyed  by  any  such  fantastic  and  finan- 
cially unbalanced  ideas  emanating  from  com- 
munistic crack-pots  in  Europe.  We  know  that 
this  legislation  will  destroy  once  and  forever 
the  cherished  relationship  between  doctor  and 
patient,  and,  more  than  that,  all  initiative  for 
scientific  advancement,  research,  and  im- 
provement in  skill  and  treatment. 

Linder  the  American  medical  system, 
American  doctors  have  developed  the  most 
effective  and  the  most  widely  distributed 
medical  care  that  has  ever  been  provided  for 
any  comparable  number  of  people  anywhere 
at  any  time. 

Free  men  with  fearless  minds  provided  a 
higher  and  higher  quality  of  medical  care. 
This  constantly  improving  system  of  treat- 
ment has  been  continuously  more  widely  dis- 
seminated and  made  more  generally  avail- 
able. Many  of  the  great  historical  killing  dis- 
eases have  been  conquered.  A majority  of  the 
most  deadly  of  the  others  are  being  brought 
under  control  by  scientific  research  by  our 
profession. 

Plans  are  being  made  and  steps  are  being 
taken  to  bring  to  every  American  more  effec- 
tive medicines  and  medical  procedures  than 
were  ever  before  known  or  imagined. 

This  is  the  question  we  must  answer: 
Shall  we  permit  the  destruction  of  the  es- 
sential pattern  of  a free  and  progressive 
medical  profession? 

IDEOLOGIC  TREND 

A number  of  factors  have  brought  this 
issue  into  the  foreground.  A universal  social 
trend  has  brought  to  the  shores  of  America 
a horde  of  social  uplifters,  known  as  “bleed- 
ing hearts.”  They  are  attempting  to  indoc- 
trinate the  people  of  our  nation  with  Euro- 
pean ideology  that  has  long  been  present  in 
the  old  world.  During  the  past  decade,  as 
Congressman  Clare  Hoffman’s  report  shows, 
the  administration  in  Washington  has  been 
sympathetic  toward  this  ideology,  and  the 
do-gooders  and  uplifters  have  received  no 
small  amount  of  aid  and  comfort  in  their 
efforts. 

It  might  be  pertinent  here  to  define  this 
ideology.  It  is  a theory  that  all  people  of  all 
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nations  should  be  under  one  leadership;  that 
political  freedom  as  we  understand  it  is  a 
failure  and  should  give  way  to  regimenta- 
tion and  dictatorship ; that  all  political  units 
— precincts,  counties,  districts,  states,  and 
national — should  be  obliterated.  This  phil- 
osophy has  flourished  only  in  decadent 
periods  of  civilization,  and  has  never  been 
able  to  fasten  its  putrid,  festering,  and  hys- 
terical prescriptions  upon  any  nation  where 
the  fires  of  democracy  burned  brightly  and 
the  people  were  an  informed  citizenship. 

It  is  not  necessary  for  me  to  discuss  the 
actual  motivation  of  these  leftists.  The  facts 
speak  for  themselves.  The  proposals  are  of 
such  magnitude  and  of  such  sinister  purport 
that  they' are  for  all  practical  purposes  in- 
comprehensible to  the  average  American. 

The  process  proposed  and  the  mechanisms 
indicated  are  designed  to  act  as  the  catalyst 
in  transforming  a rapidly  expanding  federal 
bureaucracy  into  an  all-powerful  totalitarian 
state  control.  The  issue  may  be  even  more 
simply  stated : human  rights  must  be  defend- 
ed against  the  opposition  of  state  slavery. 

For  too  long  a semi-complacent  medical 
profession,  too  proud  really  to  protest,  too 
busy  and  concerned  with  patient-care  to  give 
adequate  consideration  to  basic  organiza- 
tional problems,  has  contented  itself  with 
the  sophistry  “It  can’t  happen  here.” 

It  is  happening — now.  The  issue  is  being 
forced  by  a determined  band  upon  a misin- 
formed and  confused  public.  The  settlement 
will  be  final.  Doctors — informed,  under- 
standing, unified — can  be  the  deciding  fac- 
tor in  this  ultimate  determination. 

State  medicine — political  control  of  medi- 
cal service — has  always  meant  and  will  al- 
ways mean  medical  care  for  the  mass  of  peo- 
ple through  and  by  physicians  who  are  polit- 
ically amenable  rather  than  by  those  with 
superior  abilities  and  skills.  For  the  doctor, 
state  medicine  means  abject  slavery,  the 
necessity  of  catering  to  the  ward  committee- 
man or  the  precinct  captain  rather  than  to 
the  needs  of  the  human  beings  who  are  his 
patients. 

At  this  moment  we  have  a choice:  (1)  We 
can  demand  a continuation  of  the  practice 
of  medicine  under  the  Christian  concept  of 
the  sanctity  of  human  personality  — the 
American  way — with  continuing  progress  in 
the  science  of  medicine  and  the  art  of  medi- 
cal practice;  or  (2)  we  can  refuse  to  be  con- 
cerned and  refuse  to  assume  our  part  of  the 
responsibility.  The  result  in  the  latter  in- 
stance will  be  the  sacrifice  of  our  medical 
heritage,  becoming  mere  pawns  of  politicians, 
the  forfeiture  of  self-respect,  and  inevitable 
deterioration. 


The  obvious  conclusion  is  that  the  medical 
profession  of  this  state  must  meet  this  issue 
head  on. 

The  matter  has  already  achieved  alarm- 
ing proportions.  Not  only  have  some  mem- 
bers of  the  United  States  Senate  and  House 
of  Representatives  stated  that  socialized 
medicine  is  a political  issue,  but  we  have  the 
weight  of  President  Truman  endorsing  it  and 
asking  that  such  legislation  be  given  speedy 
consideration  toward  its  passage.  So  far  as 
I have  been  able  to  determine,  the  entire  per- 
sonnel of  the  United  States  Public  Health 
Service,  possibly  excepting  the  recently  ap- 
pointed surgeon  general,  is  publicly  advocat- 
ing socialized  medicine.  Government  bureaus 
and  departments  are  honeycombed  with 
department  heads  and  subordinates  who  sub- 
scribe to  this  ideology — and  all  are  on  the 
government  payroll. 

PROPAGANDA  ACTIVITY 

I should  like  to  direct  attention  to  the  sub- 
committee for  publicity  and  propaganda 
which  is  a division  of  the  Committee  on  Ex- 
penditures in  the  Executive  Department  in 
Washington,  D.  C.  Congressman  Clare  Hoff- 
man, Michigan,  is  chairman  of  the  commit- 
tee of  the  whole.  The  subcommittee  is  com- 
posed of  Forrest  A.  Harness,  chairman; 
James  Wadsworth,  Henry  Latham,  Carter 
Mascoe,  and  our  own  Congressman  J.  Frank 
Wilson.  In  its  third  signed  report,  the  sub- 
committee on  July  2,  1947,  gives  the  follow- 
ing significant  statements: 

1.  “YTour  committee  finds  that  at  least  6 different 
agencies  in  the  executive  branch  of  the  United 
States  government  are  using  government  funds 
in  an  improper  manner  for  propaganda  activi- 
ties, supporting  compulsory  national  health  in- 
surance or  what  certain  witnesses  and  authors 
of  propaganda  refer  to  as  socialized  medicine 
in  the  United  States.” 

2.  “The  departments,  bureaus,  and  agencies 
known  to  have  participated  in  this  campaign 
are  the  U.  S.  Public  Health  Service,  Children’s 
Bureau,  Office  of  Education,  U.  S.  Employment 
Service,  Department  of  Agriculture,  Bureau  of 
Research  and  Statistics  and  the  Social  Security 
Board.” 

In  1946,  45,000  members  of  these  depart- 
ments and  bureaus  were  actively  engaged  in 
the  spreading  of  this  propaganda  and  in  the 
pursuit  of  allied  activities.  One  of  the  main 
procedures  is  to  organize  so-called  “health 
workshops”  in  various  sections  of  the  United 
States.  These  “health  workshops”  attempt 
artificially  to  stimulate  public  demand  upon 
Congress  for  the  legislation  of  compulsory 
health  insurance. 

The  committee  further  finds  that  in  the 
year  1946  over  $75,000,000  of  the  taxpayers’ 
money  was  spent  to  promote  such  activities. 
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Just  who  in  addition  to  government  agencies 
and  personnel  are  allied  with  these  move- 
ments? According  to  the  committee  report, 
the  C.  I.  O.,  the  A.  F.  of  L.,  the  Farmers’ 
Union,  and  more  recently  other  lay  agencies 
have  joined  in  the  fomentation  of  discord. 
The  present  Congress  has  shown  evidence  of 
challenging  the  right  of  governmental  bu- 
reaus, departments,  and  agencies  in  this  glar- 
ing misuse  of  funds.  Yet  these  pernicious 
uplifters  have  allied  themselves  with  like- 
minded  groups  and  with  cultists. 

It  is  apparent  that  the  medical  profession 
has  been  chosen  as  the  spearhead  of  activi- 
ties in  mass  regimentation.  To  carry  through 
the  nefarious  scheme  of  domination  of  the 
people,  the  primary  move  is  to  break  the  re- 
lationship between  the  doctor  and  his  patient. 
The  plan  is  to  establish  the  government  as 
the  official  dispenser  of  medical  care.  Thus 
the  family  doctor  as  he  is  now  known  is 
pushed  out  of  the  picture;  gradually,  by  bu- 
reaucratic bungling,  the  doctor  is  discredited 
by  being  deprived  of  the  opportunity  of  giv- 
ing good  medical  care. 

As  the  titular  head  of  the  State  Medical 
Association  of  Texas,  I would  do  organized 
medicine  a disservice  should  I fail  to  declare 
to  you  the  whole  gospel,  as  I understand  it.  I 
have  referred  earlier  to  advocates  of  social- 
ized medicine  in  our  national  Congress  and  in 
other  governmental  agencies.  If  these  were 
all,  the  medical  profession  might  continue  in 
its  role  of  complacency,  even  if  labor  organi- 
zations with  their  committees  and  pressure 
groups  advocated  the  passage  of  this  legisla- 
tion. But  when  we  find  the  Farmers’  Union, 
cooperative  groups,  various  alliances  and 
auxiliaries  all  sending  representatives  to  ap- 
pear before  the  Committee  on  Education  and 
Labor  before  Congress  to  advocate  Senate 
Bill  1320,  the  Murray-Wagner-Dingell  so- 
cialized medicine  scheme,  its  acceptance 
looms  dangerously  close.  The  director  of  the 
Washington  office  of  the  American  Medical 
Association,  Dr.  Joseph  S.  Lawrence,  states 
in  a summary  in  special  bulletin  12,  August 
4,  1947,  that  the  only  groups  recommending 
that  national  health  be  run  by  a medical  man 
are  the  American  Medical  Association  and  its 
picked  affiliates,  while  professional  organi- 
zations, public  health  officials,  social  work- 
ers, labor  organizations,  and  farm  groups  are 
in  violent  opposition. 

I am  reliably  informed  that  a bill  to  so- 
cialize the  medical  profession  in  Texas  is  to 
be  introduced  in  the  State  Legislature  that 
convenes  in  Austin  next  January.  I have  not 
believed  that  the  people  of  Texas  or  their 
representatives  in  the  state  capitol  in  Austin 
would  favor  or  encourage  such  legislation ; 


but  hedged  about  as  the  medical  "rofession 
of  Texas  is  at  this  time  with  cultist  propa- 
ganda, and  with  other  interests  distracting 
the  attention  of  the  people  from  the  value 
that  organized  medicine  has  rendered  the 
public,  it  could  be  that  in  a squeeze  play  in 
Austin  we  would  lose. 

I do  not  want  it  understood  that  I am  in 
any  way  an  alarmist ; but  I do  want  it  under- 
stood that  during  the  past  two  years  I have 
given  much  time  and  thought  to  this  subject, 
both  as  President-Elect  and  President,  and  as 
a member  from  this  state  in  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion. 

MEETING  THE  MENACE 

How  can  we  best  meet  this  menace?  I shall 
give  you  my  prescription : Recognize  it  for 
what  it  is,  and  meet  it  head  on  ; raise  the  dues 
of  the  medical  associations  and  go  to  work; 
give  to  the  political  and  economic  phase  of 
medicine  what  it  must  have  to  succeed.  Or- 
ganized medicine  in  Texas  now  has  the  set- 
up, and  the  councils  and  committees,  togeth- 
er with  the  Woman’s  Auxiliary,  have  the 
will  to  do  if  they  are  properly  led  and  prop- 
erly financed.  If  this  effort  is  to  succeed,  it 
must  move  forward  now  on  a strong,  united 
front. 

The  hour  is  indeed  late. 

We  cannot  expect  maximum  active  lead- 
ership in  this  field  or  in  any  other  field  to 
be  achieved  by  referring  the  problem  to  a 
committee  composed  of  busy  practitioners  of 
medicine  who  must  sacrifice  a part  of  their 
livelihood  every  day  they  spend  working  on 
the  problem,  unless  such  a committee  is  sup- 
plemented by  our  efforts  and  provided  with 
adequate  assistance  to  follow  through  the 
vast  amount  of  detail  which  must  be  handled 
if  concrete  results  are  to  be  attained.  That  is 
why  we  must  be  willing  to  help  them  carry 
on  the  all-important  phases  of  the  public  re- 
lations program. 

That  applies,  of  course,  not  only  to  the 
problem  of  rural  health,  but  also  to  every 
other  problem  in  the  solution  of  which  the 
State  Medical  Association  desires  to  exercise 
active  leadership,  whether  it  be  sanitation, 
cancer  control,  industrial  health,  mental  hy- 
giene, or  the  care  of  disabled  veterans. 

In  the  personnel  of  medical  society  coun- 
cils and  committees  there  exists  a remark- 
able pooling  of  the  best  medical  talent  avail- 
able. Through  their  expert  services,  gener- 
ously contributed,  effective  solutions  to  im- 
portant health  problems  can  be  achieved 
which  would  be  impossible  for  employees 
alone  or  individual  members  working  sep- 
arately to  approach.  Medical  society  commit- 
tees are  the  workshops  in  which  basic  policies 
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are  forged  into  concrete  programs.  We  sa- 
lute the  busy  practitioners  who  bring  to  such 
council  and  committee  endeavors  a quality 
of  service  that  could  not  be  purchased  at 
any  price.  But,  speaking  as  President  of  the 
State  Medical  Association,  I think  it  is  utter- 
ly unfair  to  expect  that  they  alone  can 
execute  our  important  program. 

In  such  a maelstrom  of  contending  social 
forces  as  exists  today  it  must  be  remembered 
above  all  else  that — regardless  of  whether 
their  decision  is  right  or  wrong — ultimate- 
ly the  voice  of  the  people  will  prevail.  Con- 
sequently, in  matters  of  health  it  behooves 
scientific  and  ethical  medicine  to  guide  the 
public  to  a sane  conclusion.  As  the  initial 
step  in  this  direction,  public  confidence  must 
be  secured. 

The  medical  profession,  however,  cannot 
hope  to  get  close  to  the  soul  of  the  heter- 
ogeneous American  public  by  national  or 
state  activities  alone.  Together  these  form 
an  excellent  foundation ; but  the  superstruc- 
ture must  be  built  to  fit  into  the  local  land- 
scape. 

Even  the  most  casual  reader  of  medical 
history  must  be  impressed  by  the  glorious 
achievements  of  the  profession  in  its  con- 
quest of  baffling  scientific  problems.  He 
must  be  particularly  thrilled  when  he  dis- 
covers, on  looking  more  closely,  that  the 
brilliance  which  shines  through  almost  every 
page  of  the  history  of  medicine  is  but  the  re- 
flection of  an  unparalleled  devotion  to  the 
duties  of  humanitarian  service  on  the  part  of 
countless  thousands  of  individual  physicians. 

Worth-while  progress  in  the  field  of  medi- 
cal public  relations  will  be  achieved  once  we 
have  applied  that  traditional  devotion  to  duty 
which  has  characterized  the  medical  profes- 
sion in  its  unwavering  service  to  humanity. 

PUBLIC  RELATIONS  PROGRAM 

The  machinery  by  means  of  which  the 
State  Medical  Association  proposes  to  carry 
on  an  effective  public  relations  program  is 
now  in  motion.  Briefly,  it  is  along  these  lines : 

1.  That  which  is  essentially  internal  and 
designed  to  provide  inspiration,  information, 
leadership,  and  help  for  county  societies. 

2.  That  which  is  essentially  external  and 
designed  to  convey  the  view  of  the  medical 
profession  direct  to  the  general  public. 

3.  That  which  is  designed  to  convey  the 
views  of  the  State  Medical  Association  and 
county  societies  to  the  opinion-molding  seg- 
ments of  the  public — the  press,  radio,  teach- 
ers, clergy,  heads  of  women’s  organizations, 
luncheon  clubs,  local  and  county  political  of- 
ficials. 


We  must  undertake  an  aggressive  exploita- 
tion of  our  public  relations  policies  among  all 
public  groups  involved,  with  an  interpreta- 
tion of  these  policies  and  practices  to  the 
public  and  its  reaction  back  to  the  profession. 
Intensified  activity  must  be  expanded  as  a 
unified,  cohesive  effort  by  this  organization 
in  order  that  the  people  of  our  state  will  take 
action  to  aid  the  medical  profession  and  will 
reject  socialistic  proposals  which  are  de- 
signed to  hinder  it. 

I previously  suggested  that  we  meet  this 
problem  head  on  and  defeat  it  in  Texas  in  its 
incipience.  To  do  this,  we  must  indeed  have 
our  own  house  in  order.  At  the  present  time, 
in  the  over-all  pattern,  the  State  Medical 
Association,  working  through  its  Commit- 
tees on  Legislation  and  Public  Relations, 
complemented  by  the  Woman’s  Auxiliary,  is 
alerted  and  is  uniformly  active.  There 
is  one  precaution  to  which  I wish  to  direct 
attention,  and  that  is  the  necessity  for  good 
professional  relations  between  doctor  and 
doctor.  Without  this  the  progress  of  our  pro- 
gram will  suffer.  In  the  closing  hours  of  my 
administration,  permit  me  to  urge  that  petty 
differences  be  treated  just  as  such,  and  not 
be  permitted  to  disrupt  in  any  degree  the  ad- 
vancement of  progressive  medical  activities. 
It  has  been  well  said  that  “the  capacity  of 
anyone  to  perform  pleasingly  and  well  in  a 
test  can  be  gauged  only  by  the  willingness  to 
forgive.”  Again  “in  a world  that  seems  no 
longer  to  value  consideration  for  others,  we, 
as  members  of  a profession  that  has  been 
privileged  to  serve  mankind,  should  even  in 
the  face  of  vexing  problems  always  conduct 
our  affairs  with  good  manners  and  cour- 
tesy.” 

I have  made  a straightforward  attempt  to 
reduce  to  comprehensible  terms  the  actual 
meaning  of  these  incredible  proposals  that 
face  us  today.  Appraise  the  facts — reach 
your  own  conclusions.  Under  conditions  as 
they  now  exist,  you  have  a moral  and  pro- 
fessional obligation  to  act — to  unite  and  wage 
a vigorous,  organized  fight  to  save  Ameri- 
can Medicine. 

May  I close  with  a quotation  from  Holy 
Writ,  “I  believe  therefore  have  I spoken.” 


SMOKING  MAY  INCREASE  HEART  DISEASE 
Four  groups  of  1,000  patients  each  of  smokers, 
nonsmokers,  coronary  thrombosis  patients,  and  non- 
thrombosis  patients  were  subjected  to  statistical 
analysis  and  on  the  average,  smokers  were  found  to 
get  coronary  thrombosis  ten  years  earlier  than  non- 
smokers,  an  article  in  the  March,  1948,  issue  of 
Hygeia  by  Irene  E.  Soehren,  Dallas,  Oregon,  re- 
ports. Although  it  is  not  a cause  of  the  disease, 
smoking  is  considered  by  many  heart  specialists  to 
be  a factor,  Miss  Soehren  states. 
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MEMORIAL  ADDRESS 
J.  W.  TORBETT,  SR.,  M.  D.,  F.  A.  C.  P. 

MARLIN,  TEXAS 

An  hour  each  year  is  designated  for  me- 
morial services  to  pay  a tribute  of  respect 
and  appreciation  to  those  fellow  workers  who 
have  passed  on  from  the  tasks  of  service  to 
the  realms  of  hoped-for  realization.  We  have 
just  heard  their  names  read  in  respectful 
silence  and  each  one  of  us  has  felt  a tug  at 
his  heart  strings  as  the  name  of  some  one 
near  and  dear  was  called. 

We  must  of  necessity  deal  in  generalities 
summarizing  the  virtues  of  love,  loyalty, 
sympathetic  understanding,  and  devotion  to 
those  services  common  to  all  who  follow  in 
the  footsteps  of  the  Master  who  went  about 
doing  good,  healing  the  sick,  soothing  the 
sorrowful,  and  bringing  hope  and  comfort  to 
those  in  distress.  Each  one  of  these  departed 
friends  had  his  own  specific  virtues  and 
qualities  of  mind  and  heart  that  served  as  a 
dynamic  power  stimulating  the  mental, 
physiological,  and  spiritual  healing  functions 
in  all  who  became  trusting  friends  and  pa- 
tients. We  all  have  a personal  pride  in  our 
profession. 

In  reading  the  biographical  sketches  of 
each  one  we  see  that  the  whole  group  stands 
well  above  the  average  in  influence,  positions 
of  honor  and  trust  in  the  community.  They 
were  usually  leaders  in  one  or  more  realms 
of  community  service.  Those  we  honor  here 
today  have  left  their  lasting,  loving  influ- 
ence on  the  minds  and  hearts  and  bodies  of 
those  they  served  from  birth  through  all  the 
busy  years  of  childhood.  Their  places  can- 
not be  readily  filled. 

Flowers  for  the  living  is  a motto  of  ours 
Fashioned  in  beauty  by  nature’s  great  powers, 
But  flowers  for  those  so  recently  gone 
Leave  fragrance  to  tell  us  that  we  soon 
follow  on. 

The  doctor  deals  with  the  physical  body 
and  its  organic  functions  besieged  with  in- 
fectious organic  diseases.  His  methods  of 
prevention  and  cure  of  those  infections  of 
infancy  and  childhood  are  constantly  increas- 
ing in  number  and  efficiency  and  because  of 
this  great  progress,  the  average  span  of  life 
in  the  past  fifty  years,  has  increased  from 
above  30  to  more  than  64  years. 

The  American  Medical  Association  gives 
programs  on  medical  and  dental  subjects 
over  the  National  Broadcasting  Company 
network  every  Saturday  at  3 p.  m.  of  which 
physicians  should  tell  their  patients.  The 
doctor  has  the  only  profession  which  tries 
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to  teach  itself  out  of  a job  through  preventive 
medicine. 

The  family  doctor  bears  the  most  sacred 
and  confidential  relationship  to  the  home  life 
and  family  of  any  profession.  He  immunizes 
the  infants  and  children  against  whooping 
cough,  measles,  diphtheria,  small  pox,  and 
diseases  of  early  life  and  childhood.  He 
guides  the  sons  and  daughters  safely  through 
the  pitfalls  of  adolescence  and  advises  safe 
and  sane  books  to  be  read  on  the  holy  rela- 
tionship of  marriage.  He  should  be  one  of  the 
most  dependable  advisers  in  all  the  problems 
of  family  life  in  periods  of  joy  as  well  as 
pain  and  sorrow.  He  should  cooperate  with 
the  minister  in  building  hope,  faith,  and 
courage. 

It  is  estimated  by  Weiss  and  English  in 
their  book  “Psychosomatic  Medicine”  that 
fully  40  per  cent  of  all  cases  treated  are  func- 
tional or  psychosomatic  in  origin.  The  stress 
and  strain  of  modern  society,  worldwide  in- 
security, and  war  fear  have  helped  cause  the 
increase.  The  practical  use  of  child  psy- 
chology, psychiatry,  and  personal  prayer 
with  common  sense,  dietetic,  and  hygienic 
measures  are  the  best  methods  for  their  cor- 
rection. 

A vibrant,  sympathetic,  understanding 
personality  is  the  physician’s  greatest  equip- 
ment for  such  cases.  The  ability  to  arouse  an 
enthusiastic  cooperation  after  the  patient  un- 
derstands thoroughly  the  psychosomatic  na- 
ture of  the  case  is  the  next  factor.  Many  of 
those  called  away  this  past  year  had  those 
qualities  and  each  of  you  will  recognize  them 
and  breathe  a prayer  of  gratitude  that  you 
knew  them  as  devoted  friends. 

The  doctor  now  has  a greater  responsi- 
bility than  ever  in  this  modern  world  of  ours. 
He  must  be  a worthy  and  religious  example, 
not  a fanatic.  He  must  deal  now  more  than 
ever  with  the  neglected  mental  and  spiritual 
natures  in  his  professional  service. 

Goodbye,  kind  friends,  and  God  bless  you. 
You  will  not  be  forgotten.  May  the  good 
you’ve  done  live  on  forever  in  those  you’ve 
served,  and  the  bad  be  buried  in  your  casket. 

We  do  not  grieve,  but  will  rejoice 
For  all  the  good  you’ve  done; 

Your  will  and  freedom  of  your  choice 
Have  made  the  joys  you’ve  won. 

So  rest  in  peace  until  you  rise 

And  meet  the  angels  in  the  skies. 

A word  to  myself  and  you,  good  lingering  men 
Who’ve  lived  and  loved  past  three  score  years  and 
ten: 

We’ve  wandered  down  life’s  waning  ways 
And  seen  much  joy  and  sorrow; 

We’ve  reached  the  evening’s  golden  haze 
That  paints  a bright  tomorrow; 

We’ve  left  our  imprints  on  the  friends 
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In  life  who  chanced  to  meet  us. 

Now  when  this  hallowed  twilight  ends, 

May  angels  gladly  gi'eet  us. 

Thanks  for  coming.  May  mellow  sweet 
memories  of  this  occasion  linger  with  you 
to  lighten,  brighten,  and  sanctify  the  days 
that  swiftly  come  and  go  as  you  toil  on  to- 
wards heaven. 


MEDICAL  LEGISLATION 
GEORGE  F.  LULL,  M.  D.,  D.  P.  H. 

Secretary  and  General  Manager,  American  Medical  Association 
CHICAGO,  ILLINOIS 

I have  been  asked  to  talk  to  you  something 
about  legislation,  the  pending  legislation  and 
what  might  happen. 

As  you  know,  the  so-called  Wagner-Mur- 
ray-Dingell  Bill  is  a hardy  perennial  which 
blossoms  forth  at  every  session  of  the  na- 
tional Congress.  At  the  present  time,  our 
President,  Mr.  Truman,  is  heartily  in  favor 
of  some  form  of  tax-supported  bureaucratic 
medicine.  I do  not  know  whom  we  could  pick 
out  who  would  be  better  to  lead  the  opposi- 
tion than  Mr.  Truman,  but  nevertheless  we 
do  not  know  how  the  tide  may  turn  and  we 
cannot  sit  on  the  sidelines  and  wait  for  some- 
thing to  happen.  The  organized  minorities 
are  still  working  for  this  bill. 

TAFT  BILL 

The  Taft  Bill  is  in  a similar  position  to  the 
Wagner-Murray-Dingell  Bill.  This  bill  is 
also  in  the  committee  and  will  probably  not 
come  out. 

As  you  know,  the  American  Medical  As- 
sociation has  approved  the  Taft  Bill  in  prin- 
ciple. What  is  meant  by  approving  this  bill 
in  principle?  I feel  sure  that  when  the  As- 
sociation approved  this  bill  in  principle  those 
concerned  were  thinking  of  the  fact  pri- 
marily that  anything  that  was  done  along  the 
lines  of  public  health  or  welfare  should  be 
placed  in  the  hands  of  the  local  authorities 
and  not  run  by  the  federal  government. 

Any  group  or  groups  who  take  federal  aid 
must  realize  that  there  are  always  strings 
attached  to  it  and  that  Washington  will  be 
able  to  call  the  turn  on  the  groups  who  ac- 
cept this  aid.  Probably  you  and  I as  tax- 
payers would  approve  this  procedure.  We 
do  not  want  our  money  to  be  given  away  or 
to  be  spent  by  thoughtless  persons.  We  need 
some  checks  on  it;  but  it  must  always  be  re- 
membered that  when  something  looks  par- 
ticularly good  for  the  community,  if  it  is  to 
be  brought  about  by  the  acceptance  of  federal 
aid,  the  community  must  be  guided  by  the 
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provisions  of  the  law  which  call  for  certain 
federal  supervision. 

These  bills  probably  will  remain  in  com- 
mittee and  will  not  get  to  the  floor.  I say 
“probably”  because  no  one  knows  just  what 
will  happen. 

DEPARTMENT  OF  HEALTH 

There  was  another  important  piece  of  leg- 
islation introduced  into  this  Congress.  That 
was  the  establishment  of  a new  cabinet  of- 
ficer to  head  a Department  of  Health,  Edu- 
cation, and  Social  Security.  The  American 
Medical  Association  opposed  this  bill  and  we 
appeared  before  the  congressional  commit- 
tee in  opposition.  Back  in  1880  your  national 
organization  went  on  record  as  being  in  fa- 
vor of  a Department  of  Health  combining  all 
of  the  health  activities  of  the  government 
in  such  a department  under  a cabinet  officer. 
As  a matter  of  fact,  such  a law  was  passed 
by  the  Congress,  but  no  funds  were  ever  ap- 
propriated for  carrying  it  out  and  the  bill 
was  removed  from  the  statutes  after  a 
few  years.  We  still  believe  that  a Depart- 
ment of  Health  would  be  an  excellent  thing 
to  have  in  our  federal  government  with  a 
cabinet  officer.  We  believe  that  health  is 
important  enough  to  warrant  a department 
without  education  and  social  security. 

I was  asked  one  time  why  the  American 
doctor  objected  to  having  a Department  of 
Health,  Education,  and  Social  Security,  and 
I said  that  our  primary  objection  was  to  the 
fact  that  social  security  was  mixed  up  in  it. 
We  have  no  real  objection  to  the  educator, 
but  we  certainly  do  have  a lot  of  antipathy 
to  being  tied  in  with  a top-heavy  social  se- 
curity program  where  the  public  health  is  the 
tail  of  the  dog. 

This  legislation  providing  for  a Depart- 
ment of  Health,  Education,  and  Social  Se- 
curity was  sponsored  by  Mr.  Taft,  the  Re- 
publican leader,  and  Mr.  Fulbright,  It  is 
known  as  the  Taft-Fulbright  Resolution. 
Whether  or  not  that  will  even  come  out  on 
the  floor  to  be  voted  on,  we  do  not  know.  We 
have  serious  doubts  as  to  whether  a Republi- 
can Congress  will  give  the  Democratic  ad- 
ministration another  cabinet  officer. 

Now,  that  is  just  plain  politics.  This  game 
of  politics  is  played  by  poker-faced  individ- 
uals who  hold  their  cards  close  to  their  vest 
buttons,  but  we  never  know  when  someone  is 
going  to  raise  the  ante  high  enough  so  that 
everyone  else  drops  out.  That  is  something 
with  which  we  have  to  take  a chance. 

HEALTH  UNITS 

Another  important  piece  of  legislation  is 
the  legislation  calling  for  federal  aid  to  estab- 
lish county  and  local  health  units.  There  was 
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an  excellent  study  made  by  a group  headed 
by  Dr.  Haven  Emerson  who  evaluated  the 
health  activities  in  various  locations  in  the 
United  States  and  who  made  certain  recom- 
mendations as  to  what  health  activities  were 
needed  so  that  every  person  would  be  pro- 
tected by  some  type  of  health  unit.  These 
would  be  minimum  in  some  places  and  in 
other  places  they  might  be  enlarged  so  as  to 
constitute  a complete  health  organization. 

The  American  Medical  Association  has  ap- 
proved this  bill  in  principle.  The  Association 
went  on  record,  however,  as  stating  that  we 
believed  the  bill  as  written  had  possibilities 
of  including  the  treatment  of  the  sick.  That 
is,  there  was  a possible  chance  that  the 
health  units  might  take  over  treatment  in 
certain  locations.  Of  course,  health  units 
now  treat  the  insane ; they  have  something 
to  do  in  many  places  with  the  treatment  of 
tuberculosis ; and  they  have  charge  of  the 
treatment  of  venereal  diseases.  The  medical 
profession  as  a whole  does  not  like  to  have 
the  health  departments  get  more  involved 
in  the  treatment  of  the  sick  than  they  are 
at  the  present  time.  This  was  a minor  ob- 
jection to  the  bill  because  one  of  the  points 
in  our  ten-point  program  is  to  have  the 
United  States  adequately  covered  by  health 
services.  The  number  of  health  units  is  being 
increased  rapidly,  but  there  are  many  places 
where  they  do  not  have  even  the  minimum 
health  service.  We  believe  that  we  should 
have  such  a service  all  over  the  United 
States. 

There  have  been  some  peculiar  bills  intro- 
duced into  the  Congress.  There  was  one 
senator  who  introduced  into  the  Congress  a 
bill  to  provide  for  two  urinalyses  for  every 
citizen  each  year  with  an  appropriation  of 
$17,000,000.  Just  who  would  do  them  and 
who  would  interpret  them  no  one  knows.  Of 
course  that  bill  did  not  even  come  up  for  a 
vote,  but  it  was  introduced  and  you  never 
know  when  such  legislation  is  going  to  be 
brought  out  to  the  front  and  maybe  voted 
upon. 

“BLEEDING  HEARTS’’ 

I returned  recently  from  California  where 
they  told  me  an  interesting  and  amazing 
experience  in  the  State  Legislature.  They 
had  a bill  introduced  into  the  Legislature, 
which  has  recently  been  an  annual  custom,  in 
which  a system  of  state  medicine  was  set  up 
with  a tax-supported  medical  service.  Some 
legislators  immediately  introduced  into  the 
Legislature  a bill  calling  for  state  control  of 
the  legal  profession.  The  bill  was  identical 
with  the  medical  bill  except  that  it  controlled 
all  the  lawyers.  Both  bills  disappeared. 


That  shows  what  the  trend  is.  The  feder- 
alization, or  whatever  we  wish  to  call  the 
control  of  our  profession  by  the  government, 
is  an  entering  wedge  and  members  of  other 
professions  and  businessmen  should  be  on 
their  guard  because  once  the  wedge  is  in,  it 
is  only  a question  of  time  until  other  wedges 
are  placed  in  and  there  will  be  governmental 
control  of  other  professions,  of  industry,  and 
of  business.  They  have  picked  us  out  be- 
cause we  have  more  public  appeal.  When 
they  can  tell  you  how  the  people  are  suffer- 
ing from  mental  ill  health,  it  sounds  bad, 
and  you  feel  like  following  along  with  what 
the  President  calls  “the  bleeding  hearts.” 

I heard  a woman  one  day  make  a state- 
ment with  a lot  of  emphasis  as  to  how  the 
mothers  and  infants  were  dying  in  her 
state,  what  a terrible  thing  it  was  and  how 
we  needed  some  system  of  control  in  that 
state  whereby  federal  funds  could  be  sent 
and  the  lives  of  these  mothers  and  these 
babies  could  be  saved.  If  you  listened,  it 
would  move  you  to  think  that  something 
should  be  done  immediately.  I looked  up 
the  maternal  mortality  rate  and  the  infant 
mortality  rate  in  that  state  and  found  it  was 
well  up  toward  the  top,  approximately  No.  3 
on  the  list  in  the  whole  United  States.  Either 
that  state  does  not  need  so  much  help,  or  else 
the  other  states  are  in  pretty  bad  shape.  But 
that  actually  happened  and  the  appeal  can  be 
made  in  this  manner. 

The  appeal  can  also  be  made  from  our 
draft  statistics  to  the  effect  that  our  people 
are  growing  up  with  their  health  impaired 
and  that  they  have  diseases  which  could  be 
corrected  if  they  received  adequate  medical 
care.  I think  this  point  of  view  was  exploded 
by  Dr.  Maurice  Friedman  when  he  appeared 
before  the  subcommittee  on  health  of  the 
Senate  and  made  a careful  analysis  of  the 
draft  statistics.  I want  to  pay  tribute  to  Dr. 
Friedman.  He  worked  this  out  on  his  own, 
just  because  he  was  interested  in  it  and 
thought  that  the  statements  that  had  been 
made  before  these  various  committees  prob- 
ably were  not  true.  Dr.  Friedman  was  an 
instructor  at  the  University  of  Pennsylvania 
and  then  later  moved  to  Washington  to  prac- 
tice. He  did  this  work  as  an  individual  and 
a private  practitioner,  but  he  made  a com- 
prehensive study  of  these  figures  and  it  ap- 
pears in  the  record.  It  would  be  well  for 
all  of  you  who  are  interested  to  read  his 
analysis  of  just  what  happened  or  just  why 
there  were  so  many  men  rejected  for  the 
draft,  for  what  reason,  and  why  we  are  not 
in  such  a state  of  decay  as  we  are  led  to 
believe  by  some  people  who  oppose  us  at  this 
time. 
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DRAFT  BILL 

There  is  another  piece  of  legislation  that 
has  been  recently  introduced  into  Congress 
and  upon  which  there  were  hearings  imme- 
diately behind  closed  doors  even  before  the 
number  was  placed  on  the  bill.  That  is  the 
new  draft  law.  In  this  new  draft  law,  there 
is  a provision  that  would  make  all  doctors 
under  45  years  of  age  subject  to  draft.  This 
was  in  addition  to  the  ordinary  draft.  We 
have  opposed  this  provision  and  we  have 
wired  some  of  the  states  to  send  messages  to 
their  Congressmen  in  opposition  to  this  pro- 
vision. We  believe  if  we  do  have  a draft  and 
our  young  men  are  taken  into  the  service, 
they  should  receive  adequate  medical  care, 
but  to  discriminate  against  the  medical  pro- 
fession and  to  put  this  into  the  law,  a profes- 
sion which  has  been  outstanding  in  its  volun- 
tary services  to  the  people  of  the  United 
States,  to  place  it  in  the  eyes  of  the  public  as 
being  drafted  when  no  other  profession  and 
no  other  group  is  being  given  such  treatment 
seems  unfair.  Lawyers  say  that  to  put  this 
thing  into  the  law  is  probably  unconstitu- 
tional, but  nevertheless  it  was  there.  Our 
Council  on  Emergency  Medical  Service  pro- 
tested vigorously  through  the  Board  of  Trus- 
tees. 

That  leads  me  to  say  a word  about  the 
Council  on  Emergency  Medical  Service.  The 
Council  on  Emergency  Medical  Service  was 
formed  by  the  Association  after  a vote  of  the 
House  of  Delegates ; it  continues  the  old  Com- 
mittee on  Emergency  Medical  Service.  They 
are  formulating  plans  as  to  what  would  hap- 
pen if  we  entered  into  another  national  emer- 
gency. They  hope  to  interest  similar  coun- 
cils and  committees  at  the  state  level,  so 
when  it  is  time  to  go  into  a national  emer- 
gency, if  such  a time  should  come,  we  would 
be  united  and  we  would  know  just  what  we 
are  going  to  do  and  where  we  are  going.  We 
do  not  want  any  law  passed  that  does  not 
have  the  stamp  of  approval  of  organized 
medicine.  There  may  be  another  national 
manpower  law  passed  in  case  of  an  emer- 
gency. You  know  one  was  introduced  into 
Congress  at  the  end  of  the  war,  but  it  was 
too  late  since  the  end  of  the  war  was  in  sight. 
If  a national  manpower  act  were  needed,  I 
believe  that  it  would  be  more  equitable  for 
all  concerned  if  such  an  act  were  passed  at 
the  beginning  of  the  war. 

The  Council  on  National  Emergency  Medi- 
cal Service  is  now  working  on  a section  of 
this  national  manpower  act  which  would  con- 
trol the  disposition  or  distribution  of  the 
members  of  the  medical  profession.  We  have 
to  go  further  back  than  members  of  the 


medical  profession;  we  have  to  go  back  and 
protect  the  men  who  are  becoming  doctors ; 
and  we  have  to  go  back  even  further  by  some 
method  to  protect  the  men  prior  to  their 
entry  into  medical  school. 

Here  is  where  the  draft  gets  them  just  be- 
fore their  entry  into  medical  school  while 
they  are  premedical  students.  Now  who  is  to 
say  which  premedical  student  is  to  be  de- 
ferred to  enter  medicine  and  which  one  is  to 
be  taken?  We  know  there  are  many  hundreds 
of  boys  who  enter  college  as  premedical  stu- 
dents who  never  reach  medical  school.  Some 
machinery  will  have  to  be  worked  out  for 
that. 

We  are  thinking  only  of  our  own  profes- 
sion, but  remember  there  are  other  profes- 
sions, the  dental  profession,  engineers,  chem- 
ists, physicists,  and  others.  In  any  long  con- 
tinued war,  we  have  to  continue  to  train  men 
in  these  various  professions  in  order  that  the 
places  left  by  the  older  men  as  they  drop  off 
may  be  kept  filled.  We  were  somewhat  de- 
fective in  this  respect  in  the  recent  war  as 
the  only  provision  for  educational  deferment 
was  for  divinity  students.  Selective  Service 
did  aid  us  by  preventing  medical  students 
from  being  drafted  where  the  specific  in- 
stance could  be  brought  to  their  attention 
prior  to  such  students  actually  being  accepted 
for  the  armed  services. 

The  case  of  the  premedical  student  is 
something  else.  I have  no  answer  to  the  prob- 
lem as  to  a proper  method  of  handling  this 
group.  Almost  any  college  student  can  claim 
to  be  preparing  for  medicine.  This  calls  for 
much  thought  on  the  part  of  the  persons  who 
draw  up  our  selective  service  laws.  The 
thinking  should  not  be  postponed  until  the 
emergency  is  upon  us. 

535  North  Dearborn  Street,  Chicago  10. 


FOLIC  ACID  IN  SPRUE  THERAPY 

Importance  of  folic  acid  as  a weapon  for  attack- 
ing sprue  has  been  demonstrated  by  clinical  studies 
completed  at  the  Vanderbilt  University  School  of 
Medicine  and  the  Tennessee  Department  of  Public 
Health,  Nashville,  supported  in  part  by  a grant 
from  the  National  Vitamin  Foundation,  and  re- 
ported in  the  December  Jssue  of  Journal  of  Nutri- 
tion. 

Six  adult  patients  with  sprue  were  kept  under  ob- 
servation. The  sole  specific  therapeutic  agent  ad- 
ministered was  synthetic  pteroylglutamic  acid  in 
doses  of  either  5 mg.  per  day  orally  or  15  mg.  per 
day  intramuscularly.  Inflammation  of  the  tongue 
was  relieved  within  from  three  days  to  a week  after 
institution  of  therapy.  In  all  the  cases  cessation  of 
diarrhea  was  observed  within  a period  of  from  three 
to  nine  days.  Patients  gained  from  6 to  45  pounds, 
reflecting  increased  appetite  and  “the  better  ab- 
sorptive capacity  of  the  gastro-intestinal  tract  with 
the  consequent  conservation  of  calories  and  fluid.” 
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THE  PRESENT  STATUS  OF  SYNERGIS- 
TIC AND  ADDITIVE  CHEMOTHERAPY 
JOHN  A.  KOLMER,  M.  D. 

Professor  of  Medicine,  School  of  Medicine  and  School  of 
Dentistry,  Temple  University  ; Director  of  The  Research 
Institute  of  Cutaneous  Medicine 
PHILADELPHIA,  PENNSYLVANIA 

The  possible  advantages  of  administering 
two  or  more  compounds  conjointly  in  the 
chemotherapy  of  severe  infections  has  long 
commanded  considerable  interest,  especially 
since  the  advent  of  sulfonamide  and 
antibiotic  therapy.  Thus,  more  than  forty 
years  ago,  Ehrlich  was  greatly  impressed 
with  the  possibilities  of  such  combination 
therapy  in  the  treatment  of  experimental 
trypanosomal  and  spirochetal  diseases  based 
upon  the  principle  that  “to  attack  the  enemy 
simultaneously  from  two  or  three  sides  may 
produce  a completely  successful  result  by  the 
combination  of  several  different  substances, 
each  of  which  alone  may  not  show  a suf- 
ficient effect.”  Since  such  combined  therapy 
usually  permits  the  administration  of  small- 
er doses  of  each  compound  than  ordinarily 
are  required  of  either  alone,  the  possibility 
of  preventing  or  reducing  toxic  effects  and 
reactions  is  readily  apparent,  aside  from  the 
fact  that  it  frequently  offers  a means  for  the 
successful  treatment  of  mixed  infections. 
Furthermore,  it  is  possible  that  such  com- 
bined chemotherapy  may  sometimes  prevent 
or  reduce  the  chances  of  so-called  acquired 
drug  resistance  of  infecting  micro-organisms 
and  especially  in  relation  to  the  sulfonamide 
and  antibiotic  compounds. 

MECHANISM  OF  SYNERGISTIC  AND  ADDITIVE 
CHEMOTHERAPY 

It  is  now  practically  certain  that  the  ef- 
fectiveness of  chemotherapeutic  compounds 
is  due  to  interference  with  essential  metab- 
olic processes  or  metabolites  of  the  living 
agents  of  disease  resulting  in  their  complete 
destruction  or  genesistasis,  followed  by  their 
removal  from  the  body  by  immunologic  pro- 
cesses and  especially  phagocytosis. 

Theoretically  there  would  appear  to  be  at 
least  three  possible  explanations  for  the  en- 
hanced therapeutic  effects  of  combination 
chemotherapy.  In  the  first  place,  one  com- 
pound may  aid,  cooperate  with,  or  potentiate 
the  other  with  a pronounced  increase  of 
antimicrobial  effects  designated  as  synergis- 
tic activity.  Indeed,  this  potentiating  effect 
may  not  require  the  presence  of  a second  bac- 
teriostatic or  bactericidal  agent  at  all,  since 
nicotinamide,  thiamine,  certain  amino  acids, 
cobalt  chloride,  and  other  substances  have 
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been  reported  as  enhancing  the  antimicrobial 
effects  of  penicillin  and  certain  sulfonamide 
compounds  in  vitro  or  in  vivo. 

On  the  other  hand,  the  enhanced  effects 
may  be  merely  a summation  of  the  anti- 
microbial activities  of  the  two  compounds 
acting  independently  of  each  other,  designat- 
ed as  additive  activity;  or,  as  suggested  by 
Klein  and  Kalter,7  the  effects  may  be  due  to 
the  fact  that  one  compound,  like  penicillin, 
may  sharply  reduce  the  total  number  of 
micro-organisms,  permitting  another,  like  a 
sulfonamide  compound,  which  is  only  par- 
tially effective  in  the  presence  of  a large 
number  of  bacterial  cells,  to  become  more 
effective  in  the  presence  of  a smaller  num- 
ber of  cells. 

Consequently,  true  synergistic  activity  is 
apparently  quite  different  from  mere  addi- 
tive activity  but  it  is  not  always  easy  to  dif- 
ferentiate clearly  between  the  two  processes 
either  in  vitro  or  in  vivo.  Both  require  sus- 
ceptibility on  the  part  of  micro-organisms 
to  the  compounds  employed,  although  sus- 
ceptibility to  one  compound  may  be  much 
greater  than  to  the  other.  Furthermore,  it  is 
to  be  expected  that  the  results  observed  by 
different  investigators  working  with  the 
same  compounds  and  the  same  micro-organ- 
ism will  vary  according  to  the  susceptibility 
of  the  particular  strain  or  culture  employed 
and  to  other  technical  factors  as  well. 

EXPERIMENTAL  OBSERVATIONS 

I have  elsewhere  reviewed  the  results  re- 
ported by  various  investigators  on  the  syner- 
gistic or  additive  effects  of  chemotherapeutic 
compounds  in  vitro  and  in  the  treatment  of 
experimental  infections  of  the  lower  ani- 
mals.10 Insofar  as  results  in  vitro  are  con- 
cerned, it  would  appear  that  the  majority  of 
investigators  have  observed  synergistic  or 
additive  effects  of  mixtures  of  various  sul- 
fonamide compounds  and  penicillin  not  only 
against  staphylococci,  various  streptococci, 
and  gonococci,  but  against  the  brucella  and 
other  gram-negative  bacilli  as  well.  These 
effects  were  usually  brought  out  in  experi- 
ments employing  minimal  effective  concen- 
trations of  penicillin  in  mixture  with  mini- 
mal effective  concentrations  of  the  sul- 
fonamide compounds  since  the  latter  may  not 
alter  the  bactericidal  activity  of  penicillin 
used  in  amounts  above  its  minimal  effective 
concentration.  Indeed,  in  my  laboratory  it 
has  been  found  necessary  to  use  a large  range 
of  various  concentrations  of  penicillin  and 
the  sulfonamide  compounds  in  order  to  as- 
certain the  best  concentrations  to  employ  in 
mixture  for  eliciting  the  maximum  degree  of 
synergistic  or  additive  activity.  I have  also 
observed  evidences  of  synergistic  or  additive 
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activity  in  mixtures  of  streptomycin  and 
some  of  the  sulfonamide  compounds  against 
various  enteric  gram-negative  bacilli  al- 
though the  effects  of  mixtures  of  penicillin 
and  streptomycin  against  strains  of  Staphy- 
lococcus aureus  appeared  to  be  merely  addi- 
tive rather  than  truly  synergistic  in  nature. 

Much  less  attention  has  been  given  to  syn- 
ergistic and  additive  chemotherapy  in  the 
treatment  of  various  experimental  infections 
of  the  lower  animals.  And  yet  such  investiga- 
tions would  appear  to  be  of  maximum  im- 
portance in  relation  to  clinical  medicine  in 
spite  of  the  limitations  and  caution  required 
in  interpreting  the  results  observed  in  the 


Table  1. — Synergistic  or  Additive  Chemotherapy  of  Experimen- 
tal  Bacterial  Infections  of  Mice. 


-Percentages  of  Survivals- 


Infections 

Con- 

trols 

Antibiotic  Alone 

Sulfonamide  Alone 

Combined 

Treatment 

Hemo.  strept. 

0 

P (120  units)  : 30 

Sulfadiaz.  (12  mg.)  : 

10 

70 

Pneu.  (type  I) 

0 

P (120  units):  20 

Sulfadiaz.  (40  mg.)  : 

25 

75 

Staph,  aureus 

13.3 

P (240  units)  : 30 

Sulfathiaz.  (12  mg.)  : 

20 

80 

E.  rhusiopath. 

0 

P (1,450  units)  : 40 

Sulfan.  ( 145  mg.)  : 

0 

90 

Eber.  typhosa 

0 

P (2,000  units)  : 0 

Sulfathiaz.  (80  mg.)  : 

15 

25 

Kleb.  pneu. 

0 

S (1.5  mg.):  30 

Sulfadiaz.  (75  mg.)  : 

20 

80 

P=penicillin  ; S=streptomycin  ; total  dosage  of  compounds  per  mouse. 


treatment  of  the  acute  and  chronic  infectious 
diseases  of  human  beings. 

Soo-Hoo  and  Schnitzer  have  reported  that 
penicillin  and  sulfapyridine,  as  well  as  pen- 
icillin and  sulfanilamide,  in  subtherapeutic 
doses  had  a pronounced  synergistic  activity 
in  the  treatment  of  experimental  streptococ- 
cal infections,  while  Sultan  and  his  colleagues 
stated  that  in  pneumococcal  and  streptococcal 
infections  in  mice  slightly  more  favorable 
results  were  observed  by  simultaneous  treat- 
ment with  penicillin  and  sulfadiazine  than  to 
treatment  with  either  compound  alone.  Miss 
Rule  and  I10  have  also  observed  well  defined 
synergistic  or  additive  effects  in  the  treat- 
ment of  various  experimental  bacterial  infec- 
tions of  mice  with  penicillin  or  streptomycin 
administered  in  conjunction  with  sulfonam- 
ide compounds,  the  results  being  briefly  sum- 
marized in  table  1,  which  also  shows  the  re- 
sults observed  by  Klauder  and  Miss  Rule  in 
my  laboratory  in  the  treatment  of  experi- 
mental Erysipelothrix  rhusiopathiae  infec- 
tions of  mice  with  penicillin  and  sulfanil- 
amide. 

Smith  and  McClosky  and  their  colleagues18 
have  also  reported  that  the  combined  treat- 
ment of  experimental  tuberculosis  of  guinea 
pigs  with  streptomycin,  promin,  and  other 
sulfone  compounds  gave  better  results  than 
streptomycin  alone,  since  they  were  more 
pronounced  than  the  sum  of  effects  from  the 
individual  compounds.  Callomon  and  his  as- 
sociates1 have  likewise  observed  that  while 
diasone,  and  especially  streptomycin,  alone, 
exerted  suppressive  effects  in  the  treatment 


of  experimental  tuberculosis  of  guinea  pigs, 
particularly  noteworthy  therapeutic  effects 
were  observed  following  combined  strep- 
tomycin and  diasone  therapy  which  were 
highly  suggestive  of  a synergistic  or  addi- 
tive chemotherapeutic  activity.  Recently 
Madigan  and  his  colleagues14  have  also  re- 
ported that  favorable  results  have  been  ob- 
served in  the  combined  treatment  of  experi- 
mental tuberculosis  of  guinea  pigs  with 
streptomycin  and  a new  sulfone  compound 
designated  as  “sulphetrone,”  the  results  be- 
ing slightly  more  effective  than  observed  in- 
combined  treatment  with  streptomycin  and 
promin  or  diasone. 

Pronounced  synergistic  effects 
have  been  observed  by  Eagle,  Mag- 
nuson,  and  Fleischman3  in  the 
treatment  of  experimental  syphilis 
of  rabbits  with  penicillin  and  ma- 
pharsen  (oxophenarsine  hydro- 
chloride). Similar  results  have  also 
been  observed  by  Miss  Rule  and 
me9-  10  in  the  treatment  of  this  ex- 
perimental infection  not  only  with 
single  ancl  multiple  doses  of  penicillin  and 
mapharsen  but  with  multiple  doses  of  peni- 
cillin and  potassium  bismuth  tartrate  and 
multiple  doses  of  mapharsen  and  bismuth 
subsalicylate. 

CLINICAL  OBSERVATIONS 
Much  fewer  data  of  a precise  nature  are 
available  for  appraising  the  status  of  syner- 
gistic or  additive  activity  of  chemotherapeu- 
tic compounds  in  the  treatment  of  various 
acute  and  chronic  infections  of  man.  Such 
studies  would  require  the  treatment  of  cases 
of  any  particular  disease  with  each  of  two 
compounds  alone  and  of  cases  with  the  same 
two  compounds  conjointly  for  the  appraisal 
of  therapeutic  results.  Thus,  while  the  aver- 
age mortality  in  the  treatment  of  883  cases  of 
pneumococcal  pneumonia  with  penicillin 
alone  has  been  about  8 per  cent,8  Dowling 
and  his  associates2  have  observed  a mortality 
of  9.6  per  cent  in  94  cases  treated  with  sul- 
fadiazine alone  but  only  4.3  per  cent  in  94 
cases  treated  with  sulfadiazine  and  penicillin. 
Combined  treatment  with  penicillin  and  sul- 
fadiazine has  also  been  found  highly  effec- 
tive by  Stivelman  and  Kavee  in  the  treatment 
of  putrid  lung  abscess,  aside  from  the  fact 
that  such  combined  treatment  has  been  wide- 
ly and  successfully  employed  for  the  preven- 
tion of  infections  following  resections  of  the 
lungs,  transurethral  prostatectomies,  in  the 
treatment  of  pilonidal  cysts  by  primary  clo- 
sure, and  so  forth. 

The  combined  ti'eatment  of  pneumococcal 
and  staphylococcal  meningitis  with  penicillin 
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and  sulfonamide  compounds  has  also  appar- 
ently proved  more  effective  than  treatment 
with  these  compounds  alone.6’  17’  20  In  strep- 
tococcal meningitis  the  mortality  has  been 
about  35  per  cent  in  treatment  with  the  sul- 
fonamide compounds  alone  and  about  44  per 
cent  in  treatment  with  penicillin  alone;8 
whether  or  not  combined  treatment  with 
these  compounds  results  in  a further  reduc- 
tion in  mortality  cannot  be  stated,  but  this 
combined  treatment  appears  to  be  indicated 
in  this  highly  mortal  disease.  The  same  is 
probably  true  in  the  treatment  of  influenzal 
meningitis  with  streptomycin  and  sulfadia- 
zine along  with  or  without  the  conjoint  ad- 
ministration of  Alexander’s  rabbit  anti- 
influenzal  globulin  in  the  treatment  of  type 
B infections.13’  15  The  same  may  be  true  in 
the  treatment  of  meningococcal  meningitis, 
even  though  the  mortality  under  prompt  and 
adequate  sulfonamide  therapy  may  be  less 
than  10  per  cent,  and  about  12  per  cent  in 
cases  treated  with  penicillin  alone.8 

Whether  or  not  combined  penicillin  and 
sulfonamide  therapy  is  better  than  penicillin 
alone  in  the  treatment  of  subacute  bacterial 
endocarditis  due  to  infection  with  Strepto- 
coccus viridans  cannot  be  stated  at  present 
except  to  mention  that  in  such  combined 
treatment  of  7 cases,  with  or  without  hepar- 
inization, Levy  and  McKrill11  have  reported  a 
mortality  of  only  28.6  per  cent.  I am  in  favor 
of  such  combined  treatment  if  the  infecting 
streptococcus  is  found  susceptible  in  the  lab- 
oratory to  sulfadiazine  and  especially  to  sul- 
fapyridine.  Certainly  this  combined  chemo- 
therapy appears  to  be  clearly  indicated  in  the 
treatment  of  the  highly  fatal  acute  endocar- 
ditides  due  to  infections  with  hemolytic 
streptococci,  staphylococci,  pneumococci, 
gonococci,  and  meningococci,  while  in  infec- 
tions due  to  Hemophilus  influenzae,  Kleb- 
siella pneumoniae,  or  other  gram-negative 
bacilli  combined  treatment  with  streptomycin 
and  sulfadiazine  appears  to  be  worthy  of 
clinical  trial. 

Eisele  and  McCullough1  have  also  reported 
that  combined  treatment  with  streptomycin 
and  sulfadiazine  resulted  in  the  prompt  clini- 
cal and  bacteriologic  cure  of  a case  of  brucel- 
losis while  Pulaski  and  Amspacher16  stated 
that  this  combined  treatment  was  effective 
in  3 cases  of  the  disease.  Spink  and  his  col- 
leagues19 have  also  reported  that  the  com- 
bined treatment  of  brucellosis  with  strep- 
tomycin and  sulfadiazine  yielded  more  sat- 
isfactory results  in  the  treatment  of  9 cases 
than  sulfonamides  alone  in  the  treatment  of 
20  cases,  or  streptomycin  alone  in  the  treat- 
ment of  7 cases.  Under  the  circumstances 
they  have  advised  intramuscular  injections 


of  0.5  Gm.  of  streptomycin  every  six  hours 
for  seven  days  combined  with  an  initial  dose 
of  4 Gm.  of  sulfadiazine  followed  by  1 Gm. 
every  four  hours  for  two  and  preferably 
three  weeks. 

Whether  or  not  combined  treatment  of 
typhoid  fever  with  large  doses  of  penicillin 
and  sulfathiazole  will  prove  effective  cannot 
be  stated  at  present,  although  McSweeney 
has  reported  this  combined  treatment  as  be- 
ing successful  in  6 cases.  Comerford  and  his 
associates  have  also  found  this  combined 
chemotherapy  effective  in  the  treatment  of  2 
typhoid  carriers.  Whether  or  not  the  treat- 
ment of  these  typhoid  infections  with  strep- 
tomycin and  sulfathiazole  will  prove  more 
effective  than  treatment  with  streptomycin 
alone  would  appear  to  be  well  worthy  of  ex- 
perimental and  clinical  investigation. 

Whether  or  not  the  combined  treatment  of 
tuberculosis  with  streptomycin  and  the  sul- 
fone  compounds  will  prove  more  effective 
than  treatment  with  streptomycin  alone 
awaits  the  outcome  of  clinical  experience.  In 
this  connection  it  appears  that  promin  and 
diasone  may  be  too  toxic  from  the  standpoint 
of  producing  hemolytic  anemia.  However, 
promizole  and  “sulphetrone”  are  much  less 
toxic  and  the  compounds  of  choice.  If  em- 
ployed it  would  appear  sufficient  to  give  0.4 
Gm.  of  streptomycin  by  intramuscular  injec- 
tion five  times  daily  over  a period  of  four 
months,  although  0.2  Gm.  five  times  daily 
over  the  same  period  of  time  may  be  suf- 
ficient, with  a material  reduction  in  the  in- 
cidence of  vertigo  and  deafness  due  to  toxic 
effects  upon  the  auditory  nuclei  or  nerves. 
Promizole  may  be  given  orally  at  the  same 
time  in  dose  of  1.0  Gm.  every  four  to  six 
hours,  totalling  4.0  to  6.0  Gm.  per  day.  Ap- 
parently Madigan  and  his  colleagues11  have 
been  favorably  impressed  with  the  results 
observed  in  the  treatment  of  17  cases  of  tu- 
berculosis treated  with  streptomycin  by  in- 
termittent intramuscular  injection  in  com- 
bination with  the  oral  administration  of 
“sulphetrone”  in  a total  daily  dose  of  from 
6 to  9 Gm.  per  day.  Furthermore,  Lincoln  and 
her  colleagues12  have  reported  the  apparent 
recovery  of  6 in  a series  of  7 cases  of  tuber- 
culous meningitis  following  combined  treat- 
ment with  streptomycin  and  promizole.  In 
adults  the  total  daily  dose  of  streptomycin 
was  2 Gm.  and  in  infants  and  small  children 
from  0.5  to  1.0  Gm.  in  divided  doses  every 
six  hours,  with  0.1  Gm.  by  intrathecal  in- 
jection daily  during  the  first  week,  followed 
by  0.1  Gm.  every  other  day  or  every  three 
or  four  days.  The  dose  of  promizole  was  such 
as  to  maintain  a blood  concentration  of  from 
2 to  3 mg.  per  100  cc.  during  the  first  six 
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months  of  treatment,  followed  by  1.0  Gm. 
daily  as  a maintenance  dose. 

Insofar  as  combination  chemotherapy  in 
syphilis  is  concerned,  most  interest  up  to 
the  present  time  has  been  in  its  effectiveness 
in  the  treatment  of  primary  and  secondary 
syphilis,  not  only  for  as  rapid  control  of  in- 
fectiousness as  is  consistent  with  maximum 
safety,  but  for  complete  biologic  cure.  My 
own  practice  is  to  give  50,000  units  by  intra- 
muscular injection  every  three  hours  for  120 
injections,  totalling  6,000,000  units,  over  a 
period  of  fifteen  days,  or  600,000  units  of 
procain-penicillin  once  a day  for  fifteen  days, 
totalling  9,000,000  units.  Beginning  on  the 
first  day  of  treatment,  40  mg.  of  mapharsen 
is  given  intravenously  every  other  day  for  8 
injections,  totalling  320  mg.  Heller,  however, 
has  reported  that  there  has  been  no  signif- 
icant difference  in  results  in  the  treatment  of 
early  syphilis  with  penicillin  alone  and  small- 
er doses  of  penicillin  along  with  mapharsen, 
although  it  appeared  that  the  curative  ac- 
tivity of  penicillin  was  enhanced  by  the  con- 
joint administration  of  bismuth.  Other 
syphilologists  are  of  the  opinion  that  this 
kind  of  combination  chemotherapy  should  be 
reserved  for  the  treatment  of  the  first  in- 
fectious or  serologic  relapse  with  the  aban- 
donment of  penicillin  therapy  and  the  institu- 
tion of  regular  mapharsen  and  bismuth 
treatment  in  the  second  or  subsequent  re- 
lapses. 

In  addition  to  the  diseases  discussed  it  is 
my  impression  that  many  physicians  and  sur- 
geons employ  combined  treatment  with  peni- 
cillin and  the  sulfonamide  compounds  in  the 
therapeutic  management  of  many  other  se- 
vere infections  with  micro-organisms  sus- 
ceptible to  both  agents.  This  has  been  my 
custom  during  the  past  several  years  in  the 
routine  treatment  of  the  septicemias,  cavern- 
ous sinus  thrombosis,  Ludwig’s  angina, 
staphylococcal  and  streptococcal  pneumonias, 
lung  abscess,  clostridial  gangrene  and  celluli- 
tis, peritonitis,  the  suppurative  arthritides, 
acute  osteomyelitides,  actinomycosis,  and  so 
forth.  It  is  not  readily  possible  to  reach  a de- 
cision on  the  merits  of  such  synergistic  or 
additive  chemotherapy,  but  in  the  final  ana- 
lysis it  seems  to  me  advisable  to  do  every- 
thing possible  within  the  range  of  safety  in 
the  treatment  of  severe  and  dangerous  in- 
fections. 

In  conclusion,  it  may  be  stated  that  objec- 
tions may  be  raised  to  synergistic  and  addi- 
tive chemotherapy  on  the  basis  of  toxic  re- 
actions; this  hardly  appears  to  be  justified. 
Certainly  there  have  been  no  indications  of 
increased  toxicity  in  the  treatment  of  experi- 
mental infections  of  the  lower  animals.  In- 


deed, it  would  appear  that  the  reverse  is  true 
since  the  smaller  doses  of  each  of  the  com- 
pounds employed  are  usually  less  than  of 
either  compound  alone.  Some  cases  of  hem- 
orrhagic encephalitis  due  to  mapharsen  have 
been  reported  in  the  treatment  of  early 
syphilis  with  this  compound  in  combination 
with  penicillin  by  intensive  methods,  but  the 
incidence  has  been  lower  than  observed  with 
mapharsen  alone  because  of  the  smaller  total 
dosages  employed  in  the  combined  methods 
of  treatment.  Indeed,  if  a sulfone  compound 
like  promizole  in  combination  with  strep- 
tomycin is  found  upon  clinical  trial  to  be 
helpful  in  the  treatment  of  tuberculosis,  it 
is  possible  that  smaller  total  doses  of  the 
latter  may  not  only  be  employed  with  a re- 
duction in  the  incidence  of  both  reversible 
and  irreversible  injury  of  the  labyrinth  and 
auditory  nerves,  resulting  in  tinnitus  and 
vertigo,  but  possibly  such  doses  will  reduce 
the  chances  of  so-called  acquired  resistance 
of  tubercle  bacilli  to  streptomycin  as  well. 

In  this  connection  it  should  also  be  stated 
that  Lehr  and  other  investigators5  have  ob- 
served that  mixtures  of  equal  parts  of  micro- 
crystalline sulfathiazole,  sulfadiazine,  and 
sulfamerazine  not  only  reduce  or  completely 
eliminate  renal  obstruction  due  to  crystal- 
luria  without  the  need  for  adjuvant  alkali 
therapy,  but  likewise  reduce  the  incidence  of 
allergic  reactions  while  providing  higher 
blood  and  urine  concentrations  along  with 
enhanced  antibacterial  or  therapeutic  effec- 
tiveness. 

SUMMARY 

1.  Combinations  of  chemotherapeutic 
compounds  frequently  show  synergistic  or 
additive  effects  upon  susceptible  micro- 
organisms in  vitro.  Such  combinations  may 
also  reduce  the  incidence  of  acquired  resis- 
tance of  bacteria  in  the  treatment  of  disease. 

2.  Undoubtedly  combination  chemo- 
therapy has  shown  evidence  of  synergistic  or 
additive  activity  in  the  treatment  of  various 
bacterial  and  spirochetal  infections  of  the 
lower  animals. 

3.  Synergistic  or  additive  chemotherapy 
has  also  proved  of  sufficient  value  in  the 
prevention  and  treatment  of  various  serious 
bacterial  infections  of  human  beings  and, 
possibly,  also  of  early  syphilis  to  merit  furth- 
er clinical  trial. 

4.  Toxic  reactions  are  not  necessarily  a 
contraindication  to  combined  chemotherapy; 
on  the  contrary,  it  appears  that  such  treat- 
ment may  reduce  their  incidence  by  reason  of 
the  smaller  total  dosages  required  than  of 
either  compound  alone. 
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STREPTOMYCIN  SENSITIVITY 

Nurses,  pharmacists,  laboratory  technicians,  and 
others  concerned  with  the  administration  or  handling 
of  streptomycin  are  in  danger  of  developing  a sen- 
sitivity to  the  drug,  three  doctors  state  in  the  Feb- 
ruary 28  issue  of  The  Journal  of  the  American  Medi- 
cal Association. 

The  writers  are  Solomon  M.  Rauchwerger,  M.  D., 
Frederick  A.  Erskine,  M.  D.,  and  Walter  L.  Nalls, 
M.  D.,  from  the  Department  of  Medicine  and  Sur- 
gei’y,  Veterans  Administration,  Oteen,  N.  C.  They 
report  that  when  over  a period  of  20  months  strep- 
tomycin was  administered  to  233  patients  in  the 
tuberculosis  hospital  at  Oteen,  6 nurses  developed 
such  a sensitivity.  In  every  case  the  first  symptom 
was  a rash  on  the  hands,  followed  by  intense  itching. 
Five  of  the  6 nurses  also  showed  involvement  of  the 
area  around  the  eye  socket.  Pyribenzamine  proved 
more  effective  than  benadryl  for  relief  of  symptoms. 


YOUR  HEALTH  AND  THE  SOIL 

E.  P.  McKINNEY,  M.  D. 

NACOGDOCHES,  TEXAS 

Numerous  writings  emphasizing  the  fun- 
damental relationships  between  soil  fertility 
and  plant,  animal,  and  human  nutrition  are 
available.  I hope  to  reemphasize  some  of 
these  fundamental  truths  and  stimulate  in- 
terest and  thinking  in  this  direction. 

I do  not  believe  that  the  era  of  the  capsuled 
meal  is  in  the  foreseeable  future.  Studies  in 
ecology  and  nutrition  have  repeatedly  shown 
the  close  relationships  between  the  fertility 
of  the  soil  and  the  health  of  the  peoples  sub- 
sisting on  foods  produced  from  such  soil. 

The  basic  heritage  of  a nation  is  its  soil. 
The  vigor  and  enterprise  of  peoples,  the  rise 
and  fall  of  civilizations,  wars  and  pestilence 
can  be  closely  correlated  with  the  exploita- 
tion, erosion,  and  exhaustion  of  soil  fertility. 
Aside  from  the  quantitative  caloric  value  of 
foods  produced,  a fertile  soil  reflects  in  a 
qualitative  sense  the  vitamins  and  accessory 
food  factors  present  and  available  in  foods 
produced  from  such  soil. 

The  nutritional  importance  of  the  vitamins 
and  accessory  food  factors  is  too  well  known 
to  require  review  or  emphasis  here.  If  de- 
ficiency states  commonly  presented  them- 
selves in  pure  form,  their  recognition  and 
treatment  would  not  be  too  difficult.  Such  is 
not  the  case;  the  majority  of  nutritional  de- 
ficiency states  are  of  mixed  borderline  or 
subclinical  variety.  The  wide  prevalence  of 
such  conditions  cannot  be  emphasized  too 
strongly.  Treatment  of  these  borderline 
states  with  relatively  pure  vitamins  and  ac- 
cessory food  substances  is  frequently  un- 
satisfactory because  of  ignorance  of  the  ap- 
proximate dosage  required,  and  a lack  of 
specific  diagnostic  criteria.  It  is  uneconom- 
ical because  of  the  tendency  to  use  multiple 
prescriptions  with  the  attendant  waste  of 
some  factors  and  increased  costs  to  the  pa- 
tient. 

A basic  approach  to  this  problem  is  ur- 
gently needed  through  the  improvement  of 
the  fertility  of  our  soil  and  its  corollary,  soil 
conservation.  An  article  in  a recent  issue  of 
a popular  magazine  cites  some  startling  fig- 
ures : Each  person  has  about  2 acres  of  this 
earth’s  surface  to  furnish  him  with  food  and 
fiber,  and  the  yield  from  that  area  is  steadily 
declining  while  the  total  world  population 
is  steadily  increasing. 

A fertile  soil  is  a dynamic  synergism  of 
soil  chemicals,  plants,  animal,  and  bacterial 
life.  Through  the  interaction  of  these  factors, 

Read  before  the  Section  on  Public  Health,  State  Medical  Asso- 
ciation of  Texas,  Annual  Session,  Dallas,  May  6,  1947. 
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nitrogen  is  drawn  from  the  air  and  solar 
energy  is  translated.  Soil  fertility  is  largely 
dependent  on  mycorrhizal  activity  in  the  or- 
ganic matter  of  soil  collectively  known  as 
humus.  Without  the  presence  of  adequate 
organic  matter,  the  proper  functioning  of  the 
bacterial,  animal,  and  plant  life  that  consti- 
tutes the  Edaphon,  along  with  the  presence 
of  adequate  moisture,  trace  minerals,  and  all 
the  complex  factors  involved  in  soil  chemis- 
try, the  food  plants  grown  will  be  deficient 
in  both  quantity  and  quality. 

A cabbage  would  be  a cabbage  to  be  sure, 
but  what  is  more  important,  the  total  caloric 
value  might  be  depleted,  and  the  vitamins 
and  accessory  food  substances  present  in 
such  a plant  might  vary  widely  depending 
on  the  fertility  of  the  soil  that  nurtured  it. 

Efforts  to  improve  soil  fertility  should  be 
matched  with  efforts  to  conserve  the  soil. 
Here  in  our  own  country  since  the  first 
forests  were  felled  and  the  first  furrows 
turned,  the  thieving  trinity  of  wind,  water, 
and  man’s  neglect  have  robbed  us  of  untold 
millions  of  tons  of  fertile  topsoil. 

The  United  States  Soil  Conservation  Serv- 
ice and  other  groups  have  done  much  to  point 
the  way  in  saving  our  lands  from  these  ero- 
sive forces  and  to  enhance  the  fertility  of 
our  soil.  Improved  methods  of  cultivation, 
terracing,  contour  plowing,  strip  cropping, 
diversification,  rotation  of  crops,  winter 
cover,  planting  and  turning  under  legumin- 
ous crops,  liming  of  pastures,  application  of 
chemical  and  natural  fertilizers,  tank  build- 
ing, and  other  measures  are  being  advocated 
to  slow  down  the  rate  of  our  soil  depletion. 
Without  elaborating  on  these  measures,  I 
urgently  suggest  that  those  physicians  not 
close  enough  to  the  soil  to  recognize  these 
technical  practices  talk  to  the  county  agri- 
cultural agent,  the  soil  conservation  repre- 
sentative, or  some  progressive  farmer  in  the 
community  so  as  to  become  informed. 

As  leaders  and  advisers  to  the  public  in 
matters  of  health,  a plea  is  made  to  physi- 
cians to  do  all  in  their  power  to  further  this 
program.  Medically  speaking  it  is  the  basic 
approach  to  enhance  the  health  of  our  people 
and  to  preserve  our  culture  in  the  face  of 
time’s  ravages. 

Without  such  a program  we  are  a doomed 
people — with  it  our  horizons  are  unlimited. 

ABSTRACT  OF  DISCUSSION 

Dr.  M.  L.  Fuller,  Brownwood:  The  relation  of  soil 
and  health  could  be  studied  from  several  angles:  (1) 
sickness  caused  by  disease  organisms  with  which  the 
soil  is  contaminated  or  infected,  (2)  benefits  to  be 
derived  from  antibiotics  obtained  from  the  soil,  and 
(3)  nutrition  and  the  prevention  of  disease. 

Dr.  G.  L.  Wrench  has  made  the  statement  that, 


“In  devising  life  nature  surely  devised  health  with 
it — health  of  the  soil,  health  of  the  river  and  sea, 
health  of  the  plants,  animals  and  man.”  Are  these 
separate  healths  or  do  they  form  a whole?  There 
has  been  little  research  into  these  fields,  conse- 
quently little  is  known. 

There  are  many  types  of  soil  from  the  poorest  to 
the  most  fertile.  Many  farms  that  were  once  fertile 
and  rich  in  minerals  have  been  permitted  to  wash 
away,  blow  away,  or  have  been  overcropped  with 
nothing  put  back  to  replenish  the  minerals. 

A study  of  soil,  vegetables,  and  animals  made  by 
Sir  Albert  Howard  and  his  associates  shows  that  the 
true  role  of  insects,  fungi,  and  so  forth  in  agricul- 
ture is  “that  of  censors  for  pointing  out  the  crops 
that  are  imperfectly  nourished.”  He  says  that  “no 
case  of  infectious  disease  occurred  in  our  well 
nourished  group  of  animals.”  The  high  degree  of 
resistance  could  well  be  described  as  immunity.  A 
further  evidence  of  associated  health  and  soil  as 
pointed  out  by  Dr.  Pleiffer  is  shown  by  the  fact 
that  farmers  of  the  British  Empire  are  finding  out 
that  “by  the  cai'eful  composting  of  all  that  once 
took  life  from  the  soil  and  by  returning  it  to  the 
soil  for  its  food,  they  get  an  altogether  unexpected 
health  upon  their  farms.”  Another  example  is  that 
of  the  Hunza  people  of  nortlrwestern  India.  They 
have  lopg  followed  the  principles  of  nutrition  of  the 
soil  and  are  unsurpassed  by  any  Indian  race  in  per- 
fection of  physique. 

As  early  as  1857,  Owen  of  Kentucky  noted  the  vast 
growth  of  animals  on  limestone  soils  as  compared 
with  animals  on  sandstone  soils.  It  was  noted  that 
analysis  of  these  soils  showed  14  times  as  much 
lime,  3 times  as  much  phosphoric  acid,  and  2 times 
as  much  potash  in  limestone  as  was  found  in  the 
sandstone  soils. 

In  the  face  of  many  such  examples  and  the  record 
of  the  attainment  of  whole  health  in  certain  areas, 
there  must  be  something  to  these  principles  of  nu- 
trition as  stressed  by  such  men  as  Sir  Albert,  Dr. 
Albright,  Dr.  Wrench,  and  others.  Briefly  then  it 
seems  that  health  is  a continuous  process  starting 
from  the  dieting  and  nuti'ition  of  the  soil,  because 
where  man  destroys  the  balance  between  the  natural 
processes  of  growth  and  decay,  the  health  suffers. 
As  Dr.  Albright  has  said,  “Human  deficiencies  point 
the  way  back  to  the  soil,  not  to  the  drug  store.” 

Dr.  L.  W.  Fetzer,  Dallas:  I was  very  much  im- 
pressed with  Dr.  McKinney’s  paper.  It  is  far  reach- 
ing, and  although  much  is  not  new,  it  is  timely  and 
can  be  of  worldwide  significance.  It  reminds  me  of 
the  interest  in  soil  nutrition  other  physicians  have 
shown.  Medicine  has  come  to  recognize  the  contri- 
butions which  have  come  from  the  Morril  and  Hatch 
Acts,  the  Adams  fund,  the  Smith-Lever  Act,  and 
the  extension  services  rendered  to  rural  and  other 
communities  with  the  potent  aid  from  the  land 
grant  colleges. 


When  two  hundred  consecutive  autopsies  were 
done  in  a general  hospital  which  does  not  knowingly 
admit  tuberculous  patients,  41  cases  of  tuberculosis 
of  all  types  were  found.  Of  the  41  cases,  31  died 
of  causes  other  than  tuberculosis,  and  the  patients 
as  well  as  the  physician  were  completely  unaware 
of  the  disease.  In  view  of  the  high  incidence  of  un- 
detected tuberculosis,  the  conclusion  is  that  no  pa- 
tient should  he  admitted  to  a general  hospital  with- 
out x-ray  examination  of  the  chest. — A.  dePaula, 
Prensa  Med.  Argent.,  Abst.,  Am.  Rev.  Tuberc.,  Aug., 
1947. 
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EIGHTY-FIRST  ANNUAL  SESSION 

OF  THE 

STATE  MEDICAL  ASSOCIATION 

OF  TEXAS 

Houston,  Texas,  April  26,  27,  28,  and  29,  1948 


MONDAY,  APRIL  26,  1948 
Minutes  of  the  House  of  Delegates 
First  Meeting 

The  House  of  Delegates  was  called  to  order  by 
the  President,  Dr.  B.  E.  Pickett,  Sr.,  of  Carrizo 
Springs,  at  8 a.  m.,  in  the  South  American  Room, 
Rice  Hotel,  Houston,  with  an  attendance  of  eighty- 
four  delegates. 

The  Reference  Committee  on  Credentials  reported, 
as  follows: 

First  Report,  Reference  Committee 
on  Credentials 

Dr.  Troy  A.  Shafer,  Cameron-Willacy : Mr.  Presi- 
dent, we  have  eighty-four  members  registered. 

President  Pickett:  I declare  we  have  a quorum. 
We  will  now  have  the  roll  call. 

The  roll  was  called  by  Secretary  Harold  M.  Wil- 
liams, and  the  membership  of  the  House  of  Dele- 
gates, as  developed  by  this  roll  call  and  subsequent 
additions,  was  established  with  139  elected  dele- 
gates and  34  ex-officio  members  as  follows: 

Membership  of  the  House  of  Delegates 

Anderson-Houston-Leon — R.  H.  Bell. 

Angelina — L.  H.  Denman. 

Armstrong-Donley-ChAldress-Collingsworth-Hall — 
Elmer  W.  Jones. 

Atascosa — T.  P.  Ware. 

Austin-W alter — S.  C.  Walker. 

Bastrop — Joe  V.  Fleming. 

Baylor-Knox-Haskell — T.  S.  Edwards. 

Bee-Live  Oak-McMullen — E.  E.  Miller. 

Bell — A.  C.  Scott,  R.  D.  Moreton. 

Bexar — J.  L.  Cochran,  Charles  L.  McGehee,  J.  H. 
Burleson,  J.  R.  Nicholson,  Robert  F.  Gossett. 

Bosque — Russell  D.  Holt,  Jr. 

Bowie — William  Hibbitts,  (S.  A.  Collom,  Jr.). 

Brazoria — Ralph  E.  Gray. 

Brazos-Robertson — S.  C.  Richardson. 

Brown  - Comanche  - Mills  - San  Saba  — Harry  L. 
Locker. 

Burleson — George  V.  Pazdral. 

Caldwell — Walter  P.  Watkins. 

Cameron-Willacy — Troy  A.  Shafer. 

Camp — R.  Y.  Lacy. 

Cass-Marion — W.  S.  Terry,  Jr. 

Cherokee — George  M.  Hilliard. 

Clay-Montague-Wise — J.  T.  Darwin. 

Coleman — J.  M.  Nichols. 

Collin — Charley  E.  Wysong. 

Colorado-Fayette — James  H.  Wooten,  Jr. 

Comal — A.  W.  C.  Bergfeld. 

Cooke — Rufus  C.  Whiddon. 

Coryell — Kermit  R.  Jones. 

Crane-U pton-Reagan — J.  L.  Wright,  Jr. 

Dallas — Edward  White,  Hall  Shannon,  D.  W.  Car- 
ter, Jr.,  G.  E.  Brereton,  Charles  L.  Martin,  G.  A. 
Schenewerk,  R.  A.  Trumbull. 

Dawson-Lynn-T erry-Gaines-Y oakum  — Andrew  S. 
Tomb. 

Denton — Albert  E.  Wyss. 

DeWitt — J.  Gillett  Burns 

Eastland-Callahan — E.  C.  Blackwell. 


Ector-Midland-Martin-Howard-A  ndrezus-Glasscock 
— J.  E.  Hogan. 

Ellis — S.  H.  Watson. 

El  Paso — R.  B.  Homan,  Jr.,  George  Turner. 
Erath-Hood-Somervell—J.  C.  Terrell. 

Falls — Edgar  P.  Hutchings. 

Fannin — James  M.  Donaldson. 

Galveston — Truman  G.  Blocker,  Jr.,  John  McGiv- 
ney. 

Gonzales — David  M.  Shelby. 

Grayson — William  A.  Lee. 

Gray-Wheeler — Paul  C.  Christian. 

Gregg — Joe  D.  Roberts. 

Grimes — S.  D.  Coleman. 

Guadalupe — N.  A.  Poth. 

Hamilton — Charles  C.  Cleveland. 
Hardeman-Cottle-Foard-Motley — A.  C.  Traweek, 
Sr. 

Hardin-Tyler — Watt  Barclay. 

Harris — Mylie  E.  Durham,  Sr.,  William  Brumby, 
(Edward  T.  Smith),  W.  W.  Coulter,  J.  R.  Blundell, 
Denton  Kerr,  L.  L.  D.  Tuttle,  John  T.  Moore,  John 
H.  Wootters. 

Harrison — Frank  V.  Mondrik. 

Hays-Bianco — York  Lancaster. 

Hidalgo-Starr — H.  E.  Whigham. 

Hill—  Nellins  C.  Smith. 

Hunt-Rockw all-Rains — W.  B.  Reeves. 
Hutchinson-Carson — W.  G.  Stephens. 
Jasper-Newton — A.  J.  Richardson,  Sr. 

Jefferson — L.  C.  Heare,  J.  C.  Crager. 

Johnson — R.  W.  Kimbro. 

Karnes-Wilson — Jerry  W.  Oxford. 

Kaufman — D.  H.  Hudgins. 

Kerr  - Kendall  - Gillespie  - Bandera — D wight  R. 
Knapp. 

Kimble-Mason-Menard-McCulloch — B.  A.  Hallurn. 
Kleberg -Kenedy — C.  G.  Brindley. 

Lamar — J.  A.  Stephens. 

Lamb -Bailey -Hockley -Cochran — G.  V.  Edgar. 
Lampasas-Burnet-Llano — Ray  L.  Shepperd. 
LaSalle-Frio-Dimmit — Judson  E.  Beall. 

Lavaca — Frank  M.  Wagner. 

Lee — Charles  A.  Parker. 

Liberty-Chambers — A.  R.  Shearer. 

Limestone — C.  C.  Edgar. 

Lubbock-Crosby — Allen  T.  Stewart. 

McLennan — Howard  R.  Dudgeon,  H.  F.  Connally. 
Medina-Uvalde-Maverick-Val  Verde-Edwards-Real- 
Kinney-Terrell-Zavala — Dean  P.  Dimmitt. 

Milam — T.  L.  Denson. 

Nacogdoches — Stephen  B.  Tucker. 

Navarro — J.  Wilson  David. 

N olan-Fisher -Mitchell — Robert  L.  Price. 

Nueces — G.  T.  Moller,  C.  P.  Yeager. 

Orange — Oliver  Seastrunk. 

Palo  Pinto-Parker — H.  D.  McCall. 

Panola — H.  D.  Kuykendall. 

Pecos-Jeff  Davis-Presidio-Brewster — J.  W.  Pate. 
Polk-San  Jacinto — William  W.  Flowers. 

Potter — A.  E.  Winsett. 

Randall-Deaf  Smith-Parmer-Castro-Oldham — Rob- 
ert C.  Stokes. 

Reeves-W  ard-Winkler-Loving-Culberson-Hudspeth 
— C.  A.  Robinson. 

Runnels — C.  F.  Bailey. 

Rusk — Lloyd  Deason. 

San  Patricio-Aransas-Refugio — John  H.  Finn. 
Scurry-Dickens-Kent-Garza- Borden  - King  - Stone- 
wall— C.  R.  Cockrell. 

Shelby-San  Augustine-Sabine — William  H.  War- 
ren. 

Smith — E.  H.  Caldwell. 

Stephens-Shackelford-Throckmorton — G.  C.  Wood. 
Tarrant — W.  B.  West,  Theron  Funk,  Hobart  0. 
Deaton,  (S.  J.  R.  Murchison),  E.  P.  Hall,  Jr. 

Taylor -Jones — Clinton  Adams. 
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Titus — T.  R.  Bassett. 

Tom  Green  - Coke  - Crockett  - Concho-Irion-Sterling- 
Sutton-  Schleicher — Robert  E.  Windham. 

Travis — C.  P.  Hardwicke,  William  M.  Gambrell. 

Van  Zandt — George  Hilliard,  Jr. 

Victoria-Calhoun-Goliad — Rawley  W.  Ward. 

Washington — Robert  A.  Hasskarl. 

Webh-Zapata-Jim  Hogg — E.  M.  Longoria. 

Wharton  - Jackson  - Matagorda  - Fort  Bend — R.  G. 
Johnson. 

Wichita — Bailey  R.  Collins. 

Williamson — Jay  J.  Johns. 

Wood — Roscoe  0.  Moore. 

Young-Jack-Archer — R.  E.  L.  Gowan. 

Ex-Officio  Membership,  House  of  Delegates 

President — B.  E.  Pickett,  Sr.,  Carrizo  Springs. 

President-Elect — Tate  Miller,  Dallas. 

Vice-Presidents — Frank  A.  Selecman,  Dallas;  X. 
R.  Hyde,  Fort  Worth;  E.  W.  Jones,  Wellington. 

Secretary*—  Harold  M.  Williams,  Fort  Worth. 

Treasurer — T.  H.  Thomason,  Fort  Worth. 

Board  of  Trustees — T.  C.  Terrell,  Chaimian,  Fort 
Worth;  Merton  M.  Minter,  San  Antonio;  F.  J.  L. 
Blasingame,  Wharton;  J.  B.  McKnight,  Sanatorium. 

Board  of  Councilors — Ralph  H.  Homan,  El  Paso; 
R.  B.  G.  Cowper,  Big  Spring;  H.  H.  Latson,  Ama- 
rillo; 0.  N.  Mayo,  Brownwood;  Cary  Poindexter, 
Crystal  City;  W.  E.  Whigham,  McAllen;  R.  T.  Wil- 
son, Secretary,  Austin;  Harvey  Renger,  Halletts- 
ville;  L . C.  Powell,  Beaumont;  J.  M.  Travis,  Jackson- 
ville; G.  V.  Brindley,  Chairman,  Temple;  R.  G. 
Baker,  Fort  Worth;  C.  C.  Nash,  Dallas;  Joe  D. 
Nichols,  Atlanta. 

Council  on  Medical  Defense — L.  B.  Jackson,  Chair- 
man, San  Antonio;  T.  R.  Hannon,  Houston;  Thomas 
M.  Jarmon,  Tyler;  B.  E.  Pickett,  Jr.,  Crystal  City. 

Committee  on  Legislation — Joseph  B.  Copeland, 
Chairman,  San  Antonio;  L.  H.  Reeves,  Fort  Worth; 
Elliott  Mendenhall,  Dallas;  G.  W.  Cleveland,  Austin; 
John  K.  Glen,  Houston. 

Secretary  Williams:  Mr.  President,  there  are  now 
ninety-four  delegates  present. 

President  Pickett:  I declare  a quorum  present. 
The  first  order  of  business  is  the  reading  of  the 
minutes  of  our  last  meeting.  The  Secretary  will 
now  read  the  minutes  unless  it  is  the  will  of  this 
body  that  that  be  passed. 

Dr.  John  T.  Moore,  Harris:  Mr.  President,  inas- 
much as  they  are  printed  in  the  June,  1947,  issue  of 
the  Journal  and  available  for  reading  by  every  one 
I move  that  we  dispense  with  the  reading  of  the 
minutes. 

Dr.  J.  B.  Copeland,  San  Antonio:  I second  the 
motion. 

The  motion  was  then  put  and-  adopted. 

President  Pickett:  Next  is  the  announcement  of 
reference  committees.  As  each  committee  is  called 
by  the  Secretary,  the  members  will  stand  until  they 
are  recognized  by  this  House  and  recognize  each 
other. 

The  Secretary  announced  the  appointment  of  the 
reference  committees  of  the  House,  as  follows : 

Reference  Committees 

Reference  Committee  on  Credentials — Troy  A. 
Shafer,  Chairman,  Cameron-Willacy ; W.  B.  West, 
Tarrant;  S.  H.  Watson,  Ellis;  J.  Frank  Clark,  Wil- 
liamson; J.  E.  Beall,  LaSalle-Frio-Dimmit. 

Reference  Committee  on  Reports  of  Officers  and 
Committees — R.  B.  Homan,  Jr.,  El  Paso;  S.  C.  Rich- 
ardson, Brazos-Robertson ; H.  L.  Locker,  Brown- 
Comanche-Mills-San  Saba;  J.  H.  Wooten,  Jr.,  Colo- 
rado-Fayette ; A.  C.  Scott,  Bell. 

Reference  Committee  on  Resolutions  and  Memo- 
rials— R.  H.  Bell,  Anderson-Houston-Leon ; J.  L. 


Cochran,  Bexar;  John  H.  Wootters,  Harris;  R.  E. 
Windham,  Tom  Green-Coke-Crockett-Concho-Irion- 
Sterling-Sutton-Schleicher ; W.  B.  Reeves,  Hunt- 
Rockwall-Rains. 

Refere?ice  Committee  on  Amendments  to  the  Con- 
stitution and  By-Laivs — Charles  P.  Hardwicke,  Trav- 
is; A.  R.  Shearer,  Liberty-Chambers;  A.  W.  C.  Berg- 
feld,  Comal;  D.  H.  Hudgins,  Kaufman;  Hall  Shan- 
non, Dallas. 

Reference  Committee  on  Finance — Hobart  0.  Dea- 
ton, Tarrant;  A.  E.  Winsett,  Potter;  C.  P.  Yeager, 
Nueces;  L.  C.  Heare,  Jefferson;  S.  D.  Coleman, 
Grimes. 

Reference  Committee  on  Scientific  Work — George 
A.  Schenewerk,  Dallas;  Truman  C.  Blocker,  Jr.,  Gal- 
veston; D.  R.  Knapp,  Kerr-Kendall-Gillespie-Ban- 
dera;  H.  R.  Dudgeon,  McLennan;  D.  P.  Dimmitt, 
Medina-Uvalde-Maverick-Val  Verde-Edwards  - Real- 
Kinney-Terrell-Zavala. 

Reference  Committee  on  Medical  Service  arid  Pub- 
lic Relations — L.  L.  D.  Tuttle,  Chairman,  Harris;  H. 
F.  Connally,  McLennan;  J.  R.  Nicholson,  Bexar;  W. 
M.  Gambrell,  Travis;  H.  E.  Whigham,  Hidalgo-Starr. 

President  Pickett:  It  will  be  observed  that  many 
of  the  members  of  these  committees  have  not  been  on 
committees  previously,  and,  although  I said  that  I 
selected  you  because  I have  every  confidence  in 
you,  you  must  remember  that  you  are  not  sup- 
posed to  make  decisions  for  this  House  of  Delegates. 
You  are  supposed  to  hear  the  facts,  weigh  them,  and 
bring  to  this  House  of  Delegates  your  recommenda- 
tions in  regard  to  them. 

If  there  occur  in  your  committee  or  befoi'e  your 
committee  arguments  that  generate  some  heat, 
don’t  you  break  out  with  a rash  about  it.  You  are 
expected  to  hear  patiently  and  respectfully  those 
that  come,  but  confine  the  presentation  to  the  facts. 

Again,  if  there  should  come  before  your  commit- 
tee recommendations,  resolutions,  reports,  or  memo- 
rials of  such  a nature  that  there  is  a conflict  be- 
tween two  or  more  of  them  and  you  feel  that  this 
House  of  Delegates  should  have  an  opportunity  to 
pass  on  both,  make  that  as  your  recommendation. 
You  are  not  to  fail  to  give  to  the  side  of  the  ques- 
tion in  your  recommendation  that  which  you  be- 
lieve should  be  stated  as  your  findings,  but  the 
House  should  have  the  right  to  pass  on  a contro- 
versial issue. 

On  the  agenda  you  are  supposed  to  meet  in  the 
morning  at  8 o’clock,  but  if  you  find  that  you  can 
have  meetings  before  that,  by  all  means  get  active. 
Speed  is  the  essence  of  a good  program  provided 
that  all  matters  are  given  the  time  and  attention 
they  should  have. 

Secretary  Williams:  Mr.  President,  one  additional 
matter  that  might  help  facilitate  this  a bit  is  for 
each  reference  committee  to  get  together  for  just  a 
moment  immediately  following  the  session  tonight 
so  that  you  will  have  specific  understanding  of  where 
and  when  you  are  going  to  meet.  One  other  thing, 
the  central"  office  has  prepared  for  each  reference 
committee  one  of  these  Handbooks  and  placed  on  it 
the  reports  that  will  normally  be  referred  to  your 
committee.  It  may  assist  you  considerably  if  each 
of  you  chairmen  of  reference  committees,  at  the  end 
of  this  meeting,  will  come  to  the  desk  and  get  your 
copy. 

President  Pickett:  Next  we  will  have  the  report  of 
the  Secretary. 

The  Secretary  then  read  his  annual  report,  as  fol- 
lows: 

REPORT  OF  SECRETARY 

The  change  of  the  fiscal  year  of  the  Association 
has  resulted  in  some  confusion  over  the  period  of 
time  covered  by  the  Secretary’s  Report  and  other 
annual  reports  presented  to  the  House  of  Delegates. 
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This  report  covers  the  period  from  the  last  annual 
session  through  the  month  of  March,  1948,  and  that 
portion  of  the  preceding  fiscal  year  not  covered  by 
the  1947  Report  of  the  Secretary. 

Changes  in  Official  Family. — This  report  con- 
cerns primarily  the  activities  within  the  Associa- 
tion during  the  administration  of  our  late  lamented 
Dr.  Holman  Taylor,  who  for  thirty-seven  years  was 
Secretary  of  the  Association.  Following  his  death 
on  December  4,  1947,  the  present  Secretary  served 
as  Acting  Secretary  until  a meeting  of  the  Board 
of  Trustees  on  January  17,  1948,  at  which  time  he 
was  appointed  to  serve  as  Secretary  until  the  elec- 
tion of  officers  at  the  April  meeting  of  the  House  of 
Delegates. 

During  the  past  year  other  changes  that  have  oc- 
curred in  the  Official  Family  are  as  follows: 

Dr.  A.  H.  Fortner,  Sweetwater,  resigned  as  coun- 
cilor of  the  Second  District,  and  was  replaced  by  Dr. 
R.  B.  G.  Cowper,  Big  Spring.  Dr.  L.  C.  Powell, 
Beaumont,  was  appointed  councilor  of  the  Tenth 
District,  filling  the  vacancy  created  by  the  death  of 
Dr.  A.  E.  Sweatland,  Lufkin,  on  March  9,  1948. 

Dr.  W.  D.  Jones,  Dallas,  resigned  from  the  Council 
on  Medical  Defense  on  December  22,  1947,  and  Dr. 
L.  B.  Jackson,  San  Antonio,  a member  of  the  council, 
was  appointed  chairman.  Dr.  B.  E.  Pickett,  Jr., 
Crystal  City,  was  appointed  to  fill  the  vacancy  in 
membership  created  by  the  resignation  of  Dr.  Jones. 

The  death  of  Dr.  A.  0.  Singleton,  Galveston,  June 
12,  1947,  caused  a vacancy  in  the  Council  on  Post- 
graduate Medical  Education,  which  was  filled  by 
Dr.  L.  F.  Schuhmacher,  Jr.,  Houston. 

Dr.  J.  Allen  Kyle,  Houston,  resigned  from  the 
Committee  on  Legislation,  and  Dr.  John  K.  Glen, 
Houston,  was  appointed  to  succeed  him.  The  resigna- 
tion of  Dr.  Z.  T.  Scott,  Austin,  caused  another  va- 
cancy on  this  committee,  which  was  filled  by  Dr.  G. 
W.  Cleveland,  Austin. 

Dr.  Frank  C.  Beall,  Fort  Worth,  resigned  from 
the  Committee  on  Cancer,  and  Dr.  Charles  Phillips, 
Temple,  was  appointed  to  succeed  him.  Dr.  C.  B. 
Carter,  Dallas,  resigned  from  the  same  committee 
and  was  replaced  by  Dr.  C.  D.  Bussey,  Dallas. 

The  death  of  Dr.  Holman  Taylor  on  December  4, 
1947,  created  a vacancy  in  hte  Committee  on  Revi- 
sion of  Constitution  and  By-Laws,  which  was  filled 
by  Dr.  Merton  M.  Minter,  San  Antonio. 

Unfinished,  Business. — One  matter  of  unfinished 
business  carried  over  from  the  1947  annual  session 
of  the  Association  concerns  a resolution  adopted  by 
the  House  of  Delegates  at  Galveston  in  1946  which 
calls  upon  Congress  to  extend  to  Dr.  Roger  Post 
Ames  the  honor  of  representation  on  the  Roll  of 
Honor  created  by  an  Act  of  Congress  in  1929  rec- 
ognizing the  high  type  of  service  rendered  by  Major 
Walter  Reed  and  those  associated  with  him  in  the 
discovery  of  the  cause  and  means  of  transmission 
of  yellow  fever.  In  his  Secretary’s  Report  given  at 
Dailas,  Dr.  Taylor  pointed  out  that  because  of  con- 
ditions beyond  his  control,  this  matter  had  not  yet 
been  attended  to.  Dr.  Taylor  had  been  working  on 
this  matter  further  at  the  time  of  his  death._  The 
press  of  duties  in  the  central  office  has  made  it  im- 
possible for  the  Secretary  to  carry  out  the  wishes 
of  the  House  of  Delegates  in  this  regard:  however, 
the  matter  will  be  attended  to  as  soon  as  possible 
and  results  reported  to  the  House. 

There  are  a number  of  other  unfinished  business 
matters  held  over  from  the  last  regular  meeting  of 
the  House  of  Delegates.  Those  not  specifically  re- 
ferred to  councils  or  committees  will  be  considered 
by  the  appropriate  groups  and  reported  on  during 
this  meeting. 

Relocation  Service. — At  the  last  regular  meeting 
of  the  House  of  Delegates  at  Dallas,  the  Reference 
Committee  on  Medical  Service  and  Public  Relations 


made  the  following  recommendation  relative  to  the 
report  of  the  Committee  on  Military  Affairs:  “That 
its  duties  continue  to  be  expanded  to  include  reloca- 
tion service  in  the  central  office  of  the  Association 
and  such  other  activities  along  this  line  as  may  be 
developed  later.”  The  Secretary  wishes  to  point  out 
that  the  relocation  service  referred  to  in  this  recom- 
mendation has  been  carried  on  in  the  central  office 
since  the  war  as  a continuation  of  the  service 
begun  during  the  war  by  the  Committee  on  Procure- 
ment and  Assignment  of  Physicians.  It  has  been 
neither  convenient  nor  expedient  for  the  Committee 
on  Military  Affairs  to  concern  itself  with  this  mat- 
ter. Although  it  is  not  the  desire  of  the  Secretary 
or  the  chairmen  of  the  Council  on  Medical  Eco- 
nomics to  assume  in  any  way  the  proper  functions 
of  the  Committee  on  Military  Affairs  or  to  lessen 
the  prestige  of  that  committee,  it  is  recommended 
by  the  Secretary  that  in  the  interest  of  efficiency 
and  expediency  the  relocation  service  be  carried  on 
in  the  central  office  of  the  Association  and  under 
the  general  supervision  of  the  Council  on  Medical 
Economics.  A relocation  service  sufficiently  broad 
to  meet  the  needs  of  physicians  and  communities 
which  have  applied  for  assistance  is  actually  of  a 
wider  scope  than  the  Committee  on  Military  Affairs 
might  be  expected  to  foster.  In  this  recommenda- 
tion, the  chairman  of  the  Council  on  Medical  Eco- 
nomics and  the  chairman  of  the  Committee  on  Mili- 
tary Affairs  concur. 

During  the  year  many  physicians  were  assisted  in 
obtaining  locations  in  the  state,  and  numerous  com- 
munities that  were  without  physicians  or  adequate 
medical  service  were  assisted  in  obtaining  the  serv- 
ices needed.  On  January  1,  the  records  of  the  central 
office  showed  the  names  of  approximately  70  phy- 
sicians who  wished  to  locate  in  Texas  and  something 
over  100  localities  requesting  the  services  of  phy- 
sicians. Careful  investigation  is  made  of  each  phy- 
sician requesting  relocation  through  this  office,  to 
determine  his  Drofessional  and  ethical  standing. 
This  requires  considerable  correspondence  in  many 
instances,  usually  with  secretaries  of  other  state 
societies,  American  Medical  Association,  and  often 
the  secretary  of  the  Texas  State  Board  of  Medical 
Examiners.  Before  any  location  is  listed,  the  secre- 
tary of  the  local  medical  society  is  contacted  to  de- 
termine the  need  for  a physician  in  that  community. 
By  these  measures,  a definite  effort  has  been  made 
to  recommend  only  those  physicians  who  are  be- 
lieved to  be  competent  and  ethical  to  the  commu- 
nities which  need  them  and  which  will  assist  the 
doctor  in  getting  started. 

Membership. — A large  number  of  nominations  for 
honorary  memberships  have  been  made  by  various 
county  medical  societies,  and  these  are  officially  sub- 
mitted to  the  House  as  follows: 

Brown-Comanche-Mills-San  Saba  Counties:  Dr. 
J.  M.  Horn,  Brownwood,  born  1873,  member  of  the 
State  Medical  Association  1906-1948. 

Cameron  - Willacy  Cotmties:  Dr.  John  James 
Trible,  Brownsville,  born  1861,  member  of  the  State 
Medical  Association  1911-1912,  1922-1946. 

Dallas  County:  Dr.  E.  W.  Burnet,  Dallas,  born 
1871,  member  of  the  State  Medical  Association  1904, 
1912,  1914-1948. 

Dallas  County:  Dr.  William  Claiborne  Browne, 
Dallas,  born  1874,  member  of  the  State  Medical 
Association  1908-1947. 

Dallas  County:  Dr.  Elisha  S.  Gordon,  Dallas,  born 
1877,  member  of  the  State  Medical  Association 
1907-1925,  1928-1947. 

Dallas  County : Dr.  Harry  Everett  Nelson,  Dallas, 
born  1915,  member  of  the  State  Medical  Association 
1944-1948. 

Dallas  County:  Dr.  Homer  Powell,  Dallas,  born 
1889,  member  of  the  State  Medical  Association  1923- 
1947. 
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Ector-Midland-Martin-H  award-  Andrew  s-Glasscock 
Counties:  Dr.  George  B.  True,  Big  Spring,  born 
1867,  member  of  the  State  Medical  Association  1906- 
1909,  1911-1941,  1943-1944,  honorary  member  1946, 
dues  not  paid  1947,  regular  dues  1948. 

El  Paso  County:  Dr.  M.  L.  Alexander,  Canutillo, 
born  1876,  member  of  the  State  Medical  Association 
1934-1948. 

El  Paso  County:  Dr.  Charles  P.  Brown,  El  Paso, 
born  1876,  member  of  the  State  Medical  Association 
1908-1948. 

El  Paso  County:  Dr.  H.  P.  Deady,  El  Paso,  born 

1875,  member  of  the  State  Medical  Association  1908- 
1912,  1914-1928,  1930-1933,  1938-1946,  1948. 

El  Paso  County:  Dr.  Sylvester  G.  Yon  Almen,  El 
Paso,  born  1876,  member  of  the  State  Medical  Asso- 
ciation 1920-1948. 

Falls  County:  Dr.  Benjamin  M.  Avent,  Rosebud, 
born  1868,  member  of  the  State  Medical  Association 
1908-1913,  1920,  1921,  1926-1947. 

Galveston?  County:  Dr.  William  F.  Starley,  Gal- 
veston, born  1872,  member  of  the  State  Medical 
Association  1908-1912,  1914-1948. 

Hardin-Tyler  Counties:  Dr.  Tilghman  O.  Darby, 
Sour  Lake,  born  1876,  member  of  the  State  Medical 
Association  1917-1923,  1941-1947. 

Harris  County:  Dr.  Andres  P.  Overgaard,  Hous- 
ton, born  1879,  member  of  the  State  Medical  Asso- 
ciation 1940-1946,  1948. 

Harris  County:  Dr.  Ira  E.  Pritchett,  Angleton 
(formerly  of  Houston),  born  1879,  member  of  the 
State  Medical  Association  1908-1946,  1948. 

Hutchinson-Carson  Counties:  Dr.  Lester  E.  Petty, 
Borger,  born  1873,  member  of  the  State  Medical 
Association  1904,  1915,  1919-1927,  1936-1948. 

Johnson  County:  Dr.  Mills  Dennis,  Cleburne,  born 
1874,  member  of  the  State  Medical  Association, 
1908-1923,  1925-1939,  1941,  1943-1947. 

Johnson  County:  Dr.  Albert  F.  Garner,  Grand- 
view, born  1865,  member  of  the  State  Medical  Asso- 
ciation 1918-1924,  1926-1940. 

Kleberg -Kenedy  Counties:  Dr.  William  T.  Wiles, 
Riviera,  born  1874,  member  of  the  State  Medical 
Association  1924,  1926-1938. 

McLennan  County:  Dr.  E.  A.  Milam,  Waco,  born 

1876,  member  of  the  State  Medical  Association 
1904,  1910-1912,  1914,  1924-1948. 

Nueces  County:  Dr.  Harry  Gilbert  Heaney,  Cor- 
pus Christi,  born  1878,  member  of  the  State  Medical 
Association  1905-1912,  1914-1920,  1922-1947. 

Nueces  County:  Dr.  Minor  L.  Williams,  Robs- 
town,  born  1870,  member  of  the  State  Medical  Asso- 
ciation 1905-1907,  1916-1919,  1922-1947. 

Pecos-Jeff  Davis-Presidio-Brewster  Counties:  Dr. 
Alfred  E.  Barrett,  Fort  Stockton,  born  1869,  mem- 
ber of  the  State  Medical  Association  1908,  1910- 
1912,  1916,  1917,  1919,  1922,  1926,  1928-1930,  1933, 
1942-1948. 

Tarrant  County:  Dr.  Edmond  Chaille  Hancock, 
Arlington,  born  1892,  member  of  the  State  Medical 
Association  1911,  1919-1947. 

Tarrant  County:  Dr.  G.  V.  Morton,  Fort  Worth, 
born  1873,  member  of  the  State  Medical  Association 
1905-1936. 

Tarrant  County:  Dr.  James  Langdon  Spivey,  Fort 
Worth,  born  1894,  member  of  the  State  Medical 
Association  1924,  1925,  1927-1944. 

Tom  Green-Eight  Counties:  Dr.  James  P.  Mc- 
Anulty,  San  Angelo,  born  1887,  member  of  the  State 
Medical  Association  1912,  1915-1917,  1919-1947. 

Travis  County:  Dr.  Joe  Gilbert,  Austin,  born 
1873,  member  of  the  State  Medical  Association  1905, 
1906,  1909-1947. 

Travis  County:  Dr.  W.  R.  Houston,  Austin,  born 
1873,  member  of  the  State  Medical  Association  1936- 
1947. 

Travis  County:  Dr.  Paul  E.  Suehs,  Austin,  born 


1874,  member  of  the  State  Medical  Association  1915- 
1948. 

The  following  honorary  members  died  during  the 
past  year,  and  their  names  have  been  removed  from 
the  rolls  of  county  medical  societies  concerned: 

Dr.  Walton  W.  Cobb,  Fort  Worth,  May  17,  1947. 

Dr.  Benjamin  L.  Cole,  Brownsville,  December  20, 
1947. 

Dr.  E.  L.  Howard,  Fort  Worth,  June  22,  1947. 

Dr.  W.  E.  Howard,  Dallas,  February  21,  1948. 

Dr.  Lee  Knight,  Temple,  July  6,  1947. 

Dr.  James  M.  Martin,  Dallas,  September  26,  1947. 

Dr.  Arthur  J.  Mynatt,  Houston,  April  17,  1947. 

Dr.  John  W.  Sherman,  Charleston,  S.  C.,  formerly 
of  Mirando  City,  Texas,  June  19,  1947. 

Dr.  Dallas  Southard,  Stamford,  October  27,  1947. 

Dr.  C.  D.  Williamson,  Three  Rivers,  October  4, 
1947. 

Annual  reports  concerning  membership  and  other 
matters  have  been  received  from  all  county  medical 
societies  except  the  following:  Cherokee,  Denton, 
Freestone,  Gonzales,  Hansford-Hemphill-Lipscomb- 
Roberts-Ochiltree,  Harrison,  Nolan-Fisher-Mitchell, 
and  Scurry  - Kent  - Garza  - Borden  - King  - Stonewall. 
Freestone  County  Medical  Society  has  submitted 
neither  annual  report  nor  dues. 

Membership  in  the  Association  has  increased  from 
5,040  as  of  December  31,  1946,  to  5,401  as  of  De- 
cember 31,  1947.  On  April  7,  1948,  the  total  mem- 
bership was  5,382,  of  which  5,029  were  regular  mem- 
bers, 6 emeritus,  96  honorary,  190  intern,  and  61 
military. 

At  the  House  of  Delegates  meeting  last  year  in 
Dallas,  the  names  of  the  following  members  were 
submitted  by  the  Board  of  Councilors  with  the  rec- 
ommendation that  they  be  elected  emeritus  members- 
elect  for  the  year  1947  to  become  full  emeritus  mem- 
bers at  the  1948  meeting  of  the  House  of  Delegates: 
Dr.  Sam  E.  Thompson,  Kerrville;  Dr.  W.  B.  Russ, 
San  Antonio;  Dr.  A.  A.  Ross,  Lockhart;  Dr.  John 
H.  Burleson,  San  Antonio;  and  Dr.  E.  H.  Cary,  Dal- 
las. The  names  of  the  following  members  are  there- 
fore submitted  for  election  as  emeritus  members  of 
the  Association:  Dr.  Sam  E.  Thompson,  Dr.  W.  B. 
Russ,  Dr.  A.  A.  Ross,  Dr.  John  H.  Burleson,  and 
Dr.  E.  H.  Cary. 

It  has  been  emphasized  by  various  members  of  the 
Association  that  there  should  be  an  effort  made  by 
members  of  county  societies  to  encourage  interns 
and  residents  of  hospitals  within  the  state  to  seek 
membership  in  the  Association.  One  recommenda- 
tion which  the  Secretary  thinks  worthy  of  mention 
and  which  is  followed  by  one  of  the  large  hospital 
groups  in  the  state  is  that  the  dues  of  interns  and 
residents,  whose  salaries  are  nominal  in  most  in- 
stances and  totally  lacking  in  others,  be  paid  by  the 
hospital  which  employs  them.  This  plan  is  thought 
to  be  an  incentive  which  might  persuade  more  of 
these  young  doctors  to  become  interested  in  the  ac- 
tivities of  their  county  medical  societies  and  at  this 
stage  of  their  medical  careers,  become  greater  assets 
to  the  medical  profession  in  the  localities  in  which 
they  are  located. 

Central  Office. — The  staff  of  the  central  office 
has  undergone  a number  of  changes  during  the  year, 
both  in  personnel  and  in  duties  assigned.  In  addi- 
tion to  the  appointment  of  the  Assistant  Secretary 
in  July,  1947,  who  subsequently  assumed  the  duties 
of  Secretary  upon  the  death  of  Dr.  Holman  Taylor 
in  December,  Mr.  Jeff  Reese,  legislative  counsel  of 
the  Association  for  many  years,  retired.  At  the  rec- 
ommendation of  the  Committee  on  Public  Relations, 
Mr.  Joe  A.  Clark  was  employed  by  the  Board  of 
Trustees  as  executive  secretary  of  the  Committee 
on  Public  Relations,  and  to  perform  other  duties 
which  might  be  assigned  him  by  the  Secretary.  In 
addition  to  his  relationship  with  the  Committee  on 


1948 


TRANSACTIONS 


91 


Public  Relations,  Mr.  Clark  assumed  the  duties  of 
administrative  assistant  after  the  death  of  Dr.  Tay- 
lor. Also  an  additional  member  has  been  employed 
for  the  Library  staff.  The  entire  central  office  staff 
has  been  cooperative,  and  without  the  conscientious 
and  hard  work  of  each  member,  the  tremendous  task 
of  preparing  for  this  annual  session  could  never 
have  been  accomplished. 

The  Board  of  Trustees  has  been  most  cooperative 
and  helpful  in  providing  for  the  purchase  of  a 
number  of  new  pieces  of  office  equipment  which  has 
made  possible  the  modernization  of  office  practices. 
These  include  the  purchase  of  the  latest  type  of 
mechanical  dictation  recording  equipment,  inter- 
office communication  system,  new  and  improved 
typewriters  and  adding  machines,  and  an  automatic 
postage  machine  which  seals  and  stamps  envelopes 
at  a rapid  rate.  The  general  morale  of  the  central 
office  has  also  been  raised  by  the  approval  by  the 
Board  of  Trustees  of  a retirement  pension  plan  for 
those  employees  who  remain  with  the  Association  a 
sufficient  number  of  years  to  obtain  the  benefits  of 
the  plan. 

The  untimely  death  of  Dr.  Holman  Taylor,  who 
for  so  many  years  was  Secretary  of  the  Association 
and  editor  of  the  Texas  State  Journal  of  Medi- 
cine, has  been  sorely  felt  by  members  of  the  staff 
of  the  central  office  as  well  as  by  members  of  the 
Official  Family,  particularly  those  who  have  been 
associated  with  Dr.  Taylor  for  so  many  years.  The 
staff,  as  well  as  Mrs.  Taylor  and  Dr.  Holman  Tay- 
lor, Jr.,  were  highly  appreciative  of  the  many  ex- 
pressions of  condolence  which  poured  into  the  cen- 
tral office. 

As  Secretary  of  the  Association,  I wish  to  express 
my  appreciation  to  the  Board  of  Trustees,  the 
President  and  other  members  of  the  Official  Family, 
and  to  the  staff  of  the  central  office  for  their  un- 
faltering allegiance  and  assistance  during  these  dif- 
ficult days  of  transition. 

Respectfully  submitted, 

Harold  M.  Williams,  Secretary. 

Dr.  Cary  Poindexter,  Crystal  City:  Will  it  be  per- 
missible for  me  to  nominate  Dr.  T.  B.  Taylor,  Jour- 
danton,  Atascosa  County,  born  1861,  for  honorary 
membership?  I do  not  have  the  other  data  about 
membership  but  he  has  been  a member.  His  name 
was  passed  upon  at  a recent  meeting  of  the  County 
Medical  Society. 

President  Pickett:  The  name  of  Dr.  T.  B.  Taylor 
will  be  submitted  to  the  Board  of  Councilors  as  a 
nominee  for  honorary  membership. 

In  memory  of  our  late  lamented  Dr.  Holman  Tay- 
lor, who  for  forty-two  years  labored  with  this  or- 
ganization, I am  going  to  ask  you  to  stand  briefly 
as  a tribute  to  him.  (The  delegates  stood  a moment 
in  silence.) 

At  this  time  I am  going  to  call  for  a supplementary 
report  of  the  Reference  Committee  on  Credentials. 

Second  Report,  Reference  Committee  on 
Credentials 

Dr.  Troy  Shafer:  We  now  show  ninety-four  elect- 
ed delegates  registered  and  twenty-nine  ex-officio, 
members.  And  we  have  four  matters  for  final  clari- 
fication. 

First,  Dr.  Albert  E.  Wyss  of  Denton.  His  society 
lists  neither  a delegate  nor  an  alternate  on  our 
official  list.  However,  I remember  that  this  man 
was  present  and  served  as  a delegate  at  the  meeting 
in  January  in  Fort  Worth. 

Dr.  S.  H.  Watson,  Ellis:  I move  that  he  be  seated 
as  a delegate. 

Dr.  Truman  C.  Terrell,  Fort  Worth:  I second  the 
motion. 

The  motion  was  then  put  and  carried,  and  Dr. 


Albert  E.  Wyss  was  seated  as  the  delegate  from 
Denton  County. 

Dr.  Shafer:  We  have  Dr.  C.  C.  Edgar  of  Lime- 
stone, who  has  his  credential  card  signed  by  the 
secretary  of  Limestone  County  Medical  Society,  but 
our  list  shows  Dr.  M.  M.  Brown  as  the  delegate  and 
Dr.  C.  P.  McKenzie  as  the  alternate. 

Dr.  L.  H.  Reeves,  Fort  Worth:  I move  that  Dr. 
Edgar  be  seated. 

Dr.  J.  Wilson  David,  Navarro:  I second  the  motion. 

The  motion  was  then  put  and  carried,  and  Dr.  C. 
C.  Edgar  was  seated  as  the  delegate  from  Limestone 
County. 

Dr.  Shafer:  We  have  the  case  of  Dr.  Paul  Christian 
of  Gray-Wheeler,  who  is  in  a similar  situation.  The 
list  that  we  have  shows  Dr.  Malcolm  Brown  as  the 
delegate  and  Dr.  H.  E.  Nicholson  as  the  alternate. 
Dr.  Christian,  however,  has  his  credential  card  in 
order  signed  by  the  secretary  of  his  society,  and  a 
transfer  from  Dr.  Brown,  although  our  list  does  not 
show  this  man  as  an  alternate. 

Dr.  C.  P.  Yeager,  Nueces:  I move  he  be  seated. 

Dr.  J.  M.  Travis,  Jacksonville:  I second  it. 

The  motion  was  then  put  and  carried,  and  Dr. 
Paul  Christian  was  seated  as  the  delegate  from 
Gray-Wheeler  Counties. 

Dr.  Shafer:  Then  we  have  the  case  of  Dr.  Frank 
V.  Mondrik  from  Harrison  County  with  his  card 
signed  by  James  H.  Harris  as  secretary  of  the  Har- 
rison County  Society.  Our  list  shows  Dr.  Lee  Rice 
as  secretary  of  the  society. 

Dr.  B.  E.  Pickett,  Jr.,  Crystal  City:  I move  he 
be  seated. 

Dr.  Travis:  I second  the  motion. 

The  motion  was  then  put  and  carried,  and  Dr. 
Frank  Y.  Mondrick  was  seated  as  the  delegate  from 
Harrison  County. 

President  Pickett  then  delivered  his  address  to 
the  House  of  Delegates,  as  follows: 

Address  of  President  Pickett  to  House  of 
Delegates 

There  is  a tendency  in  the  world  today  to  treat 
bestowed  trust  lightly;  likewise,  an  unwillingness  to 
accept  responsibility. 

With  your  permission,  in  this  presentation  I wish 
to  direct  your  attention  to  the  meaning  of  the  word 
delegate.  ‘ More  particularly,  I wish  to  direct  atten- 
tion to  its  meaning  as  touching  the  office  to  which 
you  have  been  elected  and  called  to  serve  the  med- 
ical profession  of  Texas.  When  I speak  of  “delegate- 
ship,”  I do  not  refer  only  to  those  here  present  who 
have  been  elected  as  delegates  by  component  societies, 
but  rather  include  also  all  elected  or  appointed  offi- 
cials who  have  to  do  with  the  shaping  of  the  policies 
or  carrying  through  of  the  activities  of  the  State 
Medical  Association. 

Webster’s  definition  of  the  word  “delegate”  is  “one 
sent  to  represent  another”;  thus,  it  was  not  feasible, 
much  less  possible,  for  all  members  of  component 
societies  to  be  present  and  take  part  in  deliberations 
such  as  this;  yet,  in  you  they  speak. 

Then,  let  us  examine  ourselves  for  a moment  that 
we  may  realize  truly  that  it  is  great  to  live  in  a 
free  country  and  be  privileged  to  carry  out  the  wish 
or  mandate  of  those  who  have  bestowed  a trust  upon 
us. 

Need  I remind  you  that  when  you  accepted  the 
office  in  which  you  now  serve,  you  became  the 
mouthpiece  of  that  organization  as  here  represented. 
It  is  incumbent  upon  you,  in  these  days  of  labor, 
to  give  of  the  best  that  you  have  so  that  those  who 
have  called  you  out  and  sent  you  to  represent 
them  may  have  cause  to  rejoice  in  that  selection  and 
so  that  thereby  organized  medicine  in  Texas  may, 
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in  a greater  way,  serve  humanity  in  bringing  re- 
lief to  those  who  suffer  because  of  disease. 

This  House  of  Delegates  has  a great  responsi- 
bility; yet,  with  responsibility,  when  and  if  hon- 
estly and  properly  accepted,  comes  equally  the  re- 
ward. For,  I hold,  this  service  is  one  part  of  the 
whole  of  medical  service;  and,  in  representing  faith- 
fully and  well  those  who  have  elected  you,  you  there- 
by make  as  great  a contribution  to  medicine  as  did 
the  discoverers  of  insulin,  penicillin,  and  strepto- 
mycin. 

May  I interpose  here  this  statement:  A delegate 
should  be  selected  by  his  component  society  only  (1) 
if  that  delegate  can  intelligently  represent  his  com- 
ponent society  at  a meeting  of  the  House  of  Dele- 
gates and  (2)  if  he  has  the  interest  of  the  problems 
of  organized  medicine  at  heart  to  the  point  where 
he  will  make  every  effort  not  only  to  attend  a meet- 
ing of  the  House  of  Delegates  but  to  be  present  at 
the  convening  of  that  body. 

There  was -a  question  in  my  mind  what  would  be 
the  most  needful  and  most  valuable  subject  to  which 
I could  this  day  direct  your  attention.  Of  the  vast 
number  of  subjects  which  I could  discuss  that  are 
needful  that  your  attention  be  directed  to,  I chose 
this  subject.  My  reason  in  bringing  this  discussion 
to  your  attention  is  two-fold:  (1)  There  are  coming 
before  this  body  many  momentous  questions  to  be 
considered  that  will  require  your  best  thought  and 
cooperative  effort  to  solve  intelligently.  (2)  Medi- 
cine in  Texas  today  is  suffering  as  it  has  not  in 
the  history  of  its  existence.  It  is  common  knowl- 
edge that  the  fiery  darts  of  the  cultists  would  im- 
pale us,  that  the  barbs  of  an  unfriendly  press  an- 
noy and  make  some  men  afraid  so  that  they  whisper 
“tread  softly.”  If  this  were  all,  I would  not  be 
apprehensive  for  the  future  welfare  of  this  great 
organization ; but,  after  almost  two  years  in  the 
field,  laboring  for  and  with  the  members  of  organ- 
ized medicine  in  Texas,  I come  to  tell  you  that  the 
greatest  threat  to  its  onward  progress  is  members 
of  the  medical  profession  in  this  state  who  are  will- 
ing to  enjoy  the  benefits  that  organized  medicine 
has  brought  them  yet  are  unwilling  in  any  wise,  in 
the  dark  hours  of  its  trial,  to  assist  the  organization 
in  its  struggles.  This,  gentlemen,  is  the  cross  upon 
which  our  organization  is  bleeding  today. 

In  the  closing  hours  of  my  leadership,  I wish  to 
challenge  this  House  of  Delegates  not  only  to  carry 
through  as  expeditiously  and  as  seriously  as  you  can 
in  dealing  with  the  questions  and  problems  before 
us  here;  but  when  you  have  gone  to  your  homes, 
carry  this  message  to  your  component  society: 
Teamwork  all  down  the  line  in  cooperating  with  the 
councilors,  with  the  councils  and  committees  is  one 
great  need  at  this  time. 

It  is  my  sincere  hope  that  you  and  the  members 
of  the  county  societies  will  receive  the  incoming  Pres- 
ident, Dr.  Tate  Miller,  as  you  have  received  me. 
(Applause.) 

President  Pickett:  Now,  gentlemen,  I want  to 
present  to  you  Dr.  George  F.  Lull,  Secretary  of  the 
American  Medical  Association,  who  will  address  yoi; 
at  this  time. 

Dr.  Lull  then  spoke  to  the  House  as  follows: 
Address  of  Dr.  George  F.  Lull 

I consider  it  a singular  honor  to  be  asked  to  ad- 
dress you  and  I will  take  up  very  little  of  your  time 
because  you  have  a number  of  important  subjects 
to  consider. 

I would  like  to  endorse  this  splendid  short  ad- 
dress of  your  President.  One  of  the  most  impor- 
tant things  we  are  faced  with  today  is  unity  in  our 
profession.  This  unity  has  to  go  down  to  the  small- 
est county  society;  it  has  to  go  all  the  way  down 
and  all  the  way  up.  You  know  that  it  is  a thank- 
less job  usually  to  work  in  a county  society.  You  do 


the  work  of  organized  medicine  in  a state  society 
very  often  and  receive  no  thanks — as  a matter  of 
fact  you  do  not  hear  very  often  from  a great  mass 
of  the  profession  unless  something  goes  wrong  and 
then,  of  course,  you  hear  plenty. 

We  are  faced  at  the  present  time  with  a better 
situation  in  organized  medicine  than  we  have  ever 
been  faced  with  in  the  past  twenty-five  years;  how- 
ever, that  does  not  say  that  we  should  let  our  guard 
down  for  a minute.  An  old  campaigner  once  said 
that  the  best  defense  was  a well  organized  offense, 
and  that  is  just  our  situation  today. 

The  Administration’s  bill  to  socialize  or  to  dom- 
inate politically  our  profession  is  still  in  the  com- 
mittee. It  has  no  chance  of  passing  Congress  at 
the  present  time.  However,  times  may  change  and 
we  constantly  have  to  fight  this  threat  in  order  to 
keep  such  bills  well  in  the  background.  Our  posi- 
tion is  better  than  it  was  but  it  is  not  perfect.  There 
are  thirty-some  bills  in  the  various  state  legisla- 
tures all  of  which  would  have  something  to  do  with 
the  political  control  of  our  profession.  They  have 
to  be  watched  just  as  closely  as  the  national  legis- 
lative body  because  if  this  type  of  legislation  gains  a 
foothold  in  any  one  state — and  we  have  had  some 
very  close  calls  out  in  California  and  in  Hawaii— 
there  is  a chance  that  it  will  spread.  If  you  will  go 
back  into  the  history  of  this  type  of  legislation,  you 
will  remember  that  in  many  instances  this  philan- 
thropic or  socialized  type  of  legislation  concern- 
ing other  things  was  passed  in  one  state  and  grad- 
ually it  infiltrated  into  the  other  states  until  it  be- 
came more  or  less  uniform  throughout  the  whole 
United  States. 

Mr.  Oscar  Ewing,  the  Federal  Security  Adminis- 
trator, has  called  a health  conference  for  May  1. 
It  is  a purely  political  move.  You  know  and  I know 
that  any  health  conference  that  is  being  called  to 
improve  the  health  of  the  country  is  not  going  to 
be  gotten  ready  in  a hurry.  The  executive  commit- 
tee met  on  April  19.  I was  unable  to  be  there,  but 
at  the  meeting  shortly  before  the  authorities  in- 
tended to  have  the  agenda  for  the  various  sections 
prepared  on  the  first  day  of  the  meeting.  The  other 
two  days  were  to  be  devoted  to  discussions.  The 
thing  is  loaded  with  people  who  are  antagonistic  to 
medicine  in  many  instances  and  in  other  instances 
is  not,  and  even  some  of  those  people  who  have  been 
our  enemies  have  refused  to  participate  in  panel 
discussions  because  they  said  the  thing  was  political, 
which  came  as  a great  surprise  to  us. 

When  it  started  out  I was  the  only  doctor  on  the 
executive  committee.  I was  associated  with  Mr.  Phil 
Murray  and  Mr.  William  Green,  the  labor  leaders, 
Mrs.  Lasker  of  the  Lasker  Foundation,  and  Mrs. 
Levy,  the  daughter  of  Julius  Rosenwald.  The  only 
two  people  who  know  anything  about  medical  prob- 
lems were  Dr.  Louis  Dublin,  not  a doctor  of  medi- 
cine but  a vital  statistician  of  national  and  inter- 
national reputation,  and  Abel  Wollman,  professor 
of  sanitary  engineering  at  Johns  Hopkins  Univer- 
sity. Eventually  four  other  physicians  were  put  on 
the  committee.  We  have  now  the  President-Elect 
of  the  American  Medical  Association,  the  President 
of  the  American  Medical  Association,  Dr.  Paul  Haw- 
ley, and  Dr.  V.  Getting,  state  health  officer  of 
Massachusetts,  and  other  friends.  It  may  be  some- 
thing that  does  not  amount  to  very  much  in  national 
politics,  but  nevertheless  it  is  a political  move  that 
is  being  played  for  by  the  administration  and  it  is 
not  intended  to  do  our  profession  any  good. 

I want  to  say  in  closing  that  I am  down  here 
not  to  bring  any  special  message  except  greetings 
from  the  Board  of  Trustees  and  from  the  head- 
quarters of  the  American  Medical  Association.  I 
am  here  to  get  better  acquainted  with  you  and  to 
let  you  know  that  you  have  a headquarters  in  Chi- 


1948 


TRANSACTIONS 


93 


cag'o  where  you  are  welcome  at  any  time  as  indi- 
viduals, not  only  as  delegates  from  the  State  Med- 
ical Association  of  Texas.  I am  confident  that 
many  doctors  do  not  realize  that  we  have  a staff 
of  over  700  people  at  headquarters.  It  is  true  that 
about  300  of  them  are  engaged  in  the  production  end 
of  publications,  but  the  rest  are  engaged  in  your 
work.  (Applause.) 

President  Pickett:  Now,  we  will  proceed  with  the 
order  of  business  which  I interrupted  to  present  Dr. 
Lull. 

The  next  order  of  business  is  the  report  of  the 
Treasurer. 

Dr.  T.  H.  Thomason,  Fort  Worth,  then  presented 
his  annual  report  as  follows: 

REPORT  OF  TREASURER 
As  of  December  31,  1947 

The  facts  and  figures  pertaining  to  the  accounts 
of  the  Treasurer  of  the  State  Medical  Association  of 
Texas  are  reflected  in  the  auditor’s  report,  which  will 
be  submitted  by  the  Board  of  Trustees,  and  to  which 
I refer. 

There  is  cash  in  the  Treasury,  as  of  December  31, 
1947,  in  the  sum  of  $67,638.60,  on  deposit  with  the 
Fort  Worth  National  Bank  of  Fort  Worth,  Texas.  In 
addition,  the  sum  of  $4,701.28  is  on  deposit  with  the 
First  National  Bank  of  Fort  Worth,  and  $80.00  is 
held  in  the  office  of  the  State  Secretary,  for  which 
latter  two  amounts  the  Secretary  is  responsible. 

During  the  period  from  January  1,  1947,  to  De- 
cember 31,  1947,  cash  from  all  sources  was  received 
in  the  aggregate  amount  of  $154,406.85.  Disburse- 
ments from  the  Treasurer’s  account  to  the  Associa- 
tion Operating,  or  Secretary’s  account,  totaled 
$135,194.00  and  bank  collection  charges  were  $0.50. 
The  balance  on  deposit  in  the  Treasurer’s  account  at 
the  beginning  of  the  period  was  $48,426.25,  and  at 
the  close  of  the  period,  as  stated  above,  $67,638.60. 

Analysis  showing  changes  effected  in  the  Invest- 
ments of  the  Association  during  the  past  year  is  as 


follows: 

Investments — January  1,  1947 $102,751.84 

Additions: 

22  Shares  American  Telephone  & 

Telegraph  Co.  Stock,  common, 

par  value,  $100.00  per  share 3,305.58 

American  Telephone  & Telegraph 
Co.  2%%  Convertible  Debenture 
Bonds,  face  value  $2,200.00 

costing  2,203.99 

United  States  Savings  Bond — 

Series  “F” 18.50 


$108,279.91 

Reductions: 

American  Telephone  & Telegraph 
Co.  2%%  Convertible  Debenture 
Bonds,  exchanged  for  common 
stock  shown  above ■ 2,205.58 


Investments— Dec.  31,  1947 -$106,074.33 


The  exchange  of  $2,200.00  American  Telephone  & 
Telegraph  Company  Debenture  Bonds  for  22  shares 
of  common  stock  of  said  company  was  made  upon 
payment  of  $50.00  per  share  ($1,100.00). 

A schedule  of  investments  is  submitted  in  the 
audit  report. 

During  the  year  interest  and  dividends  in  the 
aggregate  amount  of  $3,604.41  were  received  on  the 
above  securities. 

As  Treasurer  of  the  Texas  Memorial  Medical 
Library  Association,  I report  the  following  invest- 


ments of  said  Association  as  of  December  31,  1947: 
Shares  of  Building  and  Loan 

Associations  $ 3,000.00 

U.  S.  Savings  Bonds,  Series  “G” 6,000.00 

U.  S.  Savings  Bonds,  Series  “F’ 1,480.00 


$10,480,00 

Summary  of  cash  transactions  of  the  Library  As- 
sociation for  the  year  1947  is  as  follows: 

Cash  on  Deposit — January  1,  1947 $ 2,193.16 

Receipts: 

Woman’s  Auxiliary  of  State 

Medical  Association  $ 33.50 

County  Societies  for  Library 

Building  Fund  49.00 

Income  from  Investments—  225.00  307.50 


$ 2,500.66 

Disbursements : 

Remittance  to  State  Medical  Asso- 
ciation of  Texas,  for  the  use  and 
benefit  of  the  library  of  said 
Association  222.45 


Cash  on  Deposit — - 

December  31,  1947 $ 2,278.21 


Reference  is  made  to  audit  report  of  the  Texas 
Memorial  Medical  Library  Association  for  more 
detailed  information  in  this  connection. 

Respectfully  submitted, 

T.  H.  Thomason,  Treasurer. 

We  certify  that  the  above  is  correct  as  disclosed 
by  audit. 

McCammon,  Morris,  Pickens  & Mayhew. 
January  20,  1948. 

President  Pickett:  We  have  had  the  report  of  the 
Secretary  and  of  the  Treasurer.  The  report  of  the 
Secretary  is  referred  to  the  Reference  Committee  on 
Reports  of  Officers  and  Committees,  except  that  part 
dealing  with  relocation  service,  which  is  referred 
to  the  Reference  Committee  on  Medical  Service  and 
Public  Relations,  and  except  that  part  dealing  with 
honorary  and  emeritus  members,  which  is  referred 
to  the  Board  of  Councilors  as  a Reference  Commit- 
tee. The  report  of  the  Treasurer  is  referred  to  the 
Reference  Committee  on  Finance. 

The  next  report  is  the  report  of  the  Board  of  Trus- 
tees. 

Dr.  Truman  C.  Terrell  then  presented  the  re- 
port of  the  Board  of  Trustees,  as  follows: 

REPORT  OF  BOARD  OF  TRUSTEES 

During  the  year  1947  death  struck  twice  in  the 
home  office  of  our  State  Medical  Association — first, 
Dr.  R.  B.  Anderson,  assistant  secretary-editor,  died 
on  January  2,  then  Dr.  Holman  Taylor,  Secretary- 
editor,  on  December  4.  No  two  men  in  our  Associa- 
tion were  as  valuable  to  the  organization  as  were 
these  two.  They  had  given  the  greater  part  of  their 
lives  to  the  Association  and  had  been  successful  in 
their  activities.  Dr.  Harold  M.  Williams,  Fort 
Worth,  was  appointed  as  assistant  secretary-editor 
and  took  office  on  July  1.  By  his  hard  work  and 
thorough  studying,  he  was  able  to  take  over  the  re- 
sponsibilities of  the  office  of  secretary-editor  at  Dr. 
Taylor’s  death,  and  so  far  he  has  done  a very  good 
job. 

The  Board  of  Trustees  has  authorized  the  pur- 
chase of  several  pieces  of  office  equipment  for  the 
central  office  during  the  past  year.  An  intercom- 
municating system,  dictating  equipment,  and  a post- 
tage  sealing  and  metering  machine  will  help  the 
present  staff  to  keep  up  with  the  increased  volume 
of  work,  which  otherwise  might  require  additional 
personnel. 
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A retirement  plan  has  been  approved  for  the  cen- 
tral office  staff  to  become  effective  in  the  near  fu- 
ture. 

At  his  request,  Mr.  Jeff  Reese,  legislative  counsel, 
was  retired  as  of  September  1,  1947. 

The  Board  has  approved  the  policy  of  paying  the 
expenses  of  delegates  from  the  State  Medical  Asso- 
ciation to  attend  meetings  of  the  American  Medical 
Association  House  of  Delegates,  allowing  transpor- 
tation plus  $15  ner  diem  for  that  purpose. 

All  members  of  the  Association  know  what  has 
happened  to  the  legislative  program  in  the  past 
year;  however,  our  legislative  forces  have  been 
strengthened  by  naming  Mr.  Philip  R.  Overton  and 
Mr.  James  Townsend  as  our  legislative  counsels  in 
Austin.  We  now  have  a strong  Committee  on  Legis- 
lation as  well  as  a strong  Committee  on  Public  Re- 
lations. The  Board  wants  to  assure  members  of  the 
Association  that  any  money  set  aside  for  the  Com- 
mittee on  Public  Relations  will  be  wisely  used.  Dr. 
George  A.  Schenewerk,  Dallas,  chairman  of  this 
committee,  is  working  diligently  to  accomplish  the 
aims  set  forth  for  the  committee.  Watson  Asso- 
ciates, a Dallas  firm  which  has  been  employed  pre- 
viously on  a part-time  basis,  has  been  retained  on  a 
full-time  basis  as  public  relations  counsel. 

The  Journal  year  will  be  changed  to  begin  in 
January  instead  of  in  May  as  in  the  past,  it  has 
been  decided.  The  change  will  become  effective 
January  1,  1949.  The  circulation  of  the  Journal 
has  increased  steadily  despite  efforts  to  hold  sub- 
scriptions to  a minimum  because  of  a continued 
shortage  of  paper.  Partly  because  of  the  greater 
volume  of  production  and  partly  because  of  the  co- 
operative efforts  of  the  Stafford-Lowdon  Company, 
printers  of  the  Journal,  publication  costs  increased 
less  than  1 cent  per  copy  for  the  fiscal  year  1947 
over  the  fiscal  year  1945-1946.  The  total  printing 
and  distribution  costs  have  increased  considerably 
following  the  general  trend  in  the  publishing  in- 
dustry, and  they  have  not  been  entirely  matched  by 
increased  revenue  from  advertising,  dues,  and  sub- 
scriptions. However,  the  Journal  fund  shows  a 
small  net  income  for  1947  without  any  increase  in 
the  subscription  price.  It  is  doubtul  that  the 
Journal  could  be  published  at  any  other  place  in  the 
state  for  the  same  cost.  A review  of  the  financial 
status  of  the  Journal  is  seen  in  table  1. 


Table  1. — Journal  Fhiances. 


IO 

-T 

S 

-1946  (12  mo.; 

Increase,  1947 
) 1947  (12  mo.)  over  1945-1946 

Income 

Dues  

.$10,407.00 

$15,927.00 

$ 5,520.00 

Advertising  

. 30,638.90 

34,407.19 

3,768.29 

Other  

898.27 

696.86 

—201.41 

Total  

.$41,944.17 

$51,041.05 

$ 9,096.88 

Expense 

Printing  & distrib. 

$19,758.48 

$32,165.97 

$12,407.49 

Salaries  & admin. 

16.709.94 

18,370.39 

1.660.45 

Total  

$36,468.42 

$50,536.36 

$14,067.94 

Net  Income  ... 

$ 5,475.75 

$ 504.69 

Circulation 

Total  

..  51,050 

69,910 

18,860 

Av.  per  issue  

. 4,254 

5,826 

1,572 

Average  cost  per  copy 

$ .714 

$ .723 

$ .009 

The  Library,  which  is  supported  by  the  State 
Medical  Association  through  the  allocation  of  funds 
from  the  general  income  of  the  Association  and 
from  contributions  made  by  the  Texas  Memorial 
Medical  Library  Association,  remains  one  of  the 
most  useful  departments  of  the  Association.  There 
has  been  a steady  growth  during  the  past  year  in 


the  package  service,  which  makes  available  to  mem- 
bers of  the  Association,  allied  scientific  groups,  or 
any  other  reputable  persons  packages  of  reprints, 
books,  and  other  materials  compiled  individually 
upon  request,  and  in  the  motion  picture  film  service, 
which  loans  films  on  health  subjects  to  professional 
and  nonprofessional  groups.  These  services  are  car- 
ried on  without  cost  to  the  borrower  except  for  25 
cents  to  cover  postage  and  handling  on  the  packages 
and  express  charges  on  the  films.  As  will  be  noted 
in  the  Auditor’s  Report,  expenditures  for  the  Li- 
brary have  been  comparatively  small.  The  accumula- 
tion of  books,  journals,  and  motion  picture  films  has 
been  largely  dependent  on  gifts  and  loans,  but  the 
effectiveness  of  the  Library  has  continued  to  in- 
crease even  with  the  handicaps  of  a modest  budget, 
insufficient  space,  and  changing  leadership.  Upon 
the  death  of  the  first  librarian,  Dr.  Anderson,  early 
in  the  year,  Dr.  Taylor  was  appointed  acting  librar- 
ian. His  death  in  December  again  left  a vacancy. 
Dr.  Williams,  the  present  secretary-editor,  has  been 
appointed  librarian,  and  Mrs.  Estelle  Parnell,  who 
has  been  with  the  Association  for  the  past  five  years 
as  an  assistant  librarian,  has  been  placed  in  charge 
of  the  Librarv. 

The  financial  status  of  the  Library  is  recorded 
in  the  main  report  of  the  auditor  and  is  also  reflected 
in  the  report  of  the  auditor  to  the  Texas  Memorial 
Medical  Library  Association,  a common  law  trust 
which  receives  and  distributes  funds  to  support  oper- 
ation of  the  Library  and  eventually  to  help  build 
new  quarters  for  it.  The  latter  report  follows: 

Texas  Memorial  Medical  Library  Association 

January  19,  1948. 

Dr.  T.  C.  Terrell,  President 
Texas  Memorial  Medical  Library  Association 
Fort  Worth,  Texas 
Dear  Sir: 

We  have  examined  the  accounting  records  of  the 
Texas  Memorial  Medical  Library  Association  for 
the  period  January  1,  1947,  to  December  31,  1947. 

Statement  of  cash  receipts  and  disbursements  of 
said  Association  for  the  period  reviewed  is  as  fol- 
lows: 

Cash  on  Deposit — January  1,  1947 $ 2,193.16 


Receipts: 

Woman’s  Auxiliary  to  State 

Medical  Association  $ 33.50 

County  Societies  for  Library 

Building  Fund  49.00 

Income  from  Investments: 


Tarrant  County  Building 
and  Loan  Association, 

Fort  Worth  (restricted  to 
use  for  Pediatric  pur- 
poses)   - — 25.00 

Equitable  and  Mutual  Build- 
ing and  Loan  Associa- 
tions, Fort  Worth 50.00 

U.  S.  Savings  Bonds, 

Series  “G”  150.00  307.50 


$ 2,500.66 

Disbursements: 

Remitted  to  State  Medical  Associa- 
tion of  Texas,  for  the  use  and 
benefit  of  the  library  of  said  As- 
sociation   222.45 


Cash  on  Deposit — 

December  31,  1947 -.$  2,278.21 

Assets  and  capital  of  the  Association  as  of  De- 
cember 31,  1947,  were  as  follows: 
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Assets 

Cash  on  Deposit $ 2,278.21 

Investments: 

Shares  of  Building  and 

Loan  Associations  $3,000.00 

U.  S.  Savings  Bonds, 

Series  “G” 6,000.00 

U.  S.  Savings  Bonds, 

Series  “F”  1,480.00  10,480.00 


$12,758.21 


Capital 

Dr.  and  Mrs.  Sam  E.  Thompson 

Memorial  Fund  $ 1,000.00 

Warner  E.  Williams  Memorial  Fund — 1,000.00 

Texas  Pediatric  Society  Library 

Endowment  Fund  1,000.00 

Hattie  Hunt  Memorial  Fund 1,000.00 

Dr.  and  Mrs.  N.  D.  Buie  Fund  — - 1,000.00 

Dr.  Martin  Junius  Taylor  Fund 1,000.00 

Dr.  and  Mrs.  Wm.  Thomas  Cartel- 

Memorial  Fund  1,000.00 

Woman’s  Auxiliary  Library 

Endowment  Fund  2,424.00 

County  Medical  Societies’  Library 

Building  Fund  1,677.00 

Dr.  D.  H.  Hudgins  Memorial  Fund — 740.00 

Dr.  Stirling  E.  Russ  Memorial  Fund.  ..  740.00 

Longview  Foundation  Fund 80.69 

Undistributed  Income  96.52 


$12,758,21 


The  terms  of  the  above  Funds  provide  that  the 
income  therefrom  shall  be  applied  for  the  use  and 
benefit  of  libraries  maintained  and  operated  by  the 
State  Medical  Association  of  Texas.  Income  from 
the  Texas  Pediatric  Society  Library  Endowment 
Fund  is  further  restricted  to  use  in  connection  with 
Pediatric  service. 

Yours  very  truly, 

McCammon,  Morris,  Pickens  & Mayhew. 

The  Auditor's  Report,  particularly  the  statement 
of  income  and  expenses  by  funds  and  the  analysis 
of  expenses  as  submitted  by  the  auditor,  should  be 
studied  by  every  member  of  the  Association;  in  no 
other  way  can  the  average  member  understand  the 
finances  of  the  Association. 

As  will  be  noted  from  this  report,  the  membership 
of  the  Association  increased  from  5,040  in  1946,  to 
5,401  in  1947,  which  figures  include  all  types  of 
memberships:  regular,  military,  intern  and  resident, 
honorary  and  emeritus. 

The  total  income  of  the  Association  during  1947 
was  $140,771.01  and  expenses  for  this  same  period 
were  $123,956.12.  The  net  worth  of  the  Association 
for  the  fiscal  year  ending  December  31,  1947,  was 
$158,452.72,  of  which  $106,074.00  was  in  investments, 
and  the  remainder  in  fixed  assets,  including  value  of 
property  owned  by  the  Association,  furniture,  fix- 
tures, and  so  forth,  and  miscellaneous  deferred  ex- 
penses and  accounts  receivable.  A comparison  with 
the  net  worth  of  the  Association  in  1946,  which  was 
$141,583.83,  shows  an  increase  during  the  past  year 
by  the  amount  of  $16,868.89. 

Report  of  Auditor 

January  15,  1948. 

The  Board  of  Trustees 

State  Medical  Association  of  Texas 

Fort  Worth,  Texas 

Gentlemen: 

Pursuant  to  engagement  we  have  audited  the 
books  of  account  of  the  State  Medical  Association 
of  Texas  for  the  period  from  January  1,  1947,  to 


December  31,  1947,  and  submit  herein  our  report  con- 
taining the  following  statements  and  schedules: 

Statement  of  Assets  and  Net  Worth  as  of  Decem- 
ber 31,  1947. 

Investments. 

Analysis  of  Net  Worth. 

Condensed  Summary  of  Income  and  Expense. 

Statement  of  Income  and  Expense  by  Funds. 

Analysis  of  Expense. 

Assets  and  Net  Worth 

Supplementing  the  schedules  submitted  herein,  we 
offer  the  following  comments  for  your  further  infor- 
mation. 

Investments,  $106,074.33,  as  scheduled  herein,  were 
verified  by  correspondence  with  the  First  National 
Bank  of  Houston  with  respect  to  the  Culmore  first 
mortgage  note  held  for  collection  by  said  bank,  and 
by  inspection  of  the  other  securities  held  in  the 
Treasurer’s  safety  deposit  box  at  the  Fort  Worth 
National  Bank.  The  following  changes  were  effected 
in  Investments  during  the  year: 

Investments — January  1,  1947— $102,751.84 

Additions: 

22  shares  American  Telephone  & 

Telegraph  Co.  Stock,  common, 

par  value  $100.00  per  share 3,305.58 

American  Telephone  & Telegraph 
Co.  2%%  Convertible  Debenture 
Bonds,  face  value  $2,200.00, 

costing  2,203.99 

United  States  Savings  Bond — 

Series  “F”  18.50 


$108,279.91 

Reductions : 

American  Telephone  & Telegraph 
Co.  2%%  Convertible  Debenture 
Bonds,  exchanged  for  common 


stock  shown  above 2,205.58 

Investments — December  31,  1947 $106,074.33 


The  exchange  of  $2,200.00  American  Telephone 
& Telegraph  Company  debenture  bonds  for  22  shares 
of  common  stock  of  said  company  was  made  upon 
payment  of  $50.00  per  share  ($1,100.00). 

interest  and  dividends  were  collected  in  the  ag- 
gregate amount  of  $3,604.41,  or  3.4%  of  the  principal 
sum. 

Fixed  Assets  were  increased  by  $3,917.90,  consist- 
ing of  additions  to  furniture,  fixtures  and  office 
equipment. 

Operations 

Income  from  all  sources  was  received  by  the  As- 
sociation, during  the  year,  in  the  amount  of  $140,- 
771.01,  and  expenses  of  $123,956.12  were  incurred, 
resulting  in  a net  income  of  $16,814.89. 

A comparative  tabulation  of  paid  memberships  for 
the  past  two  years  is  as  follows: 

For  the  Year 


Regular  Members 

1947 

5,068 

1946 

4,578 

284 

Military  Members  

89 

Interns  

131 

88 

Honorary  Members  

110 

87 

Emeritus  Members  

3 

3 

5,401  5,040 


General 

In  accordance  with  advice  of  officers  of  the  Asso- 
ciation, preparation  of  the  budget  for  the  calendar 
year  1948  has  been  deferred  until  after  the  Trustees’ 
meeting  on  January  17,  1948. 
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Fidelity  bonds  are  carried  on  officers  and  em- 
ployees of  the  Association  as  follows: 


Secretary  and  Editor $ 5,000.00 

Assistant  Secretary-Editor  5,000.00 

Treasurer 15,000.00 

Bookkeeper 5,000.00 


Insurance  is  also  carried  on  the  library  books  and 
records,  office  furniture  and  equipment,  the  office 
building  and  garage,  automobile  (full  coverage),  and 
booths  and  materials  for  the  annual  meeting.  The 
Association  also  carries  insurance  covering  forgery 
and  check  alteration,  personal  injury  liability 
(premises),  workmen’s  compensation  and  employers’ 
liability.  Fire  insurance  on  the  office  building  was 
increased  from  $10,000.00  to  $30,000.00  during  the 
year  under  review. 

Scope  of  Audit 

In  addition  to  the  verification  of  assets  described 
hereinbefore,  we  made  routine  substantiation  of  the 
regularity  aqd  accuracy  of  your  records. 

The  recorded  total  of  dues  received  was  balanced 
against  the  membership  roll.  All  receipts  issued  for 
payment  of  advertising  accounts,  income  from  in- 
vestments, etc.,  were  checked  in  detail  against  the 
cash  receipts  record.  Items  of  income  from  invest- 
ments were  compared  with  description  of  the  invest- 
ments; and  income  from  journal  advertising  was 
verified  by  test-check  of  the  advertising  appearing 
in  the  publication  against  charges  to  the  advertisers’ 
accounts. 

Checks  paid  by  the  depository  banks  during  the 
year  under  review  were  inspected,  compared  with  the 
corresponding  entries  in  the  disbursements  record, 
and  the  recorded  totals  proved  by  addition.  Paid 
invoices  were  examined  when  further  substantiation 
of  disbursements  was  considered  advisable. 

Postings  to  the  general  ledger  were  test-checked, 
and  other  tests  were  made  of  the  correctness  and 
regularity  of  your  general  records. 

Conclusion 

Our  examination  reflected  that  all  recorded  cash 
receipts  were  satisfactorily  accounted  for,  and  that 
the  financial  affairs  of  the  Association  were  properly 
administered  during  the  period  reviewed. 

We  are  submitting  a separate  report  on  the  Texas 
Memorial  Medical  Library  Association,  formed  in 
1940  for  the  purpose  of  providing  monies  for  the 
use  and  benefit  of  libraries  maintained  and  operated 
by  the  State  Medical  Association  of  Texas. 

In  our  opinion  the  accompanying  statements,  as 
disclosed  by  records  examined,  correctly  reflect  the 
financial  condition  of  the  State  Medical  Association 
of  Texas  as  of  December  31,  1947,  and  the  results 
of  operations  for  the  year  ended  at  that  date. 

Yours  very  truly, 

McCammon,  Morris,  Pickens  & Mayhew. 

STATEMENT  OF  ASSETS  AND  NET  WORTH 


As  of  December  31,  1947 

ASSETS 

Cash  on  Hand  and  on  Deposit 

On  Hand — Secretary’s  Office ..$ 

On  Deposit — Secretary’s  Account  — . _ 
On  Deposit — Treasurer’s  Account 

80.00 

4,701.28 

67,638.60 

$ 72,419.88 

Investments 

First  Mortgage  Loans $ 

10,000.00 

Stocks  and  Bonds — Cost 

96,074.33 

106,074.33 

Other  Assets 

Accounts  Receivable — for  Journal 

Advertising  . ...  ..  .$ 

Less : Credits  for  Prepaid  Advertising 

2,434.50 

1,718.00 

$ 

Less : Reserve  for  Uncollectible 

Accounts  . - 

716.50 

100.00 

616.50 

Fixed  Assets 

Real  Estate — Land $ 3.000.00 

Office  Building 10,874.51 

Furniture  and  Fixtures 22,906.80 

Automobile 2,753.98 


$ 39,535.29 

Less:  Reserve  for  Depreciation 23,410.25  16,125.04 

Deferred  Expenses 

Prepaid  Insurance $ 1,602.69 

Utility  Deposits  8.00  1,610.69 

Total  Assets i $196,846.44 


RESERVES  AND  NET  WORTH 
Reserves  and  Deferred  Income 
Unearned  Dues: 

Association  Fund $ 14,328.00 

Journal  Fund 5,658.00 

Medical  Defense  Fund 1,886.00 

Public  Relations  Fund 14,328.00 

Unearned  Journal  Subscriptions — 

Non-Members 47.75 

Social  Security  and  Withholding  Taxes  562.76 
Deferred  Income — 1948  Annual 

Meeting __ 1,583.21  $ 38,393.72 


Net  Worth 

Association  Fund .$  48,851.95 

Journal  Fund 32,973.21 

Medical  Defense  Fund 37,141.63 

Public  Relations  Fund 27,831.31 

Unappropriated  Surplus 11,654.62 


Net  Worth 158,452.72 


Total  Reserves  and  Net  Worth $196,846.44 


INVESTMENTS 
As  of  December  31,  1947 

Amount  of  Income 
Investments  Year  1947 

Real  Estate  First  Mortgage  Loans 
March  Culmore  Note: 

Dated  6-6-43  ; Due  6-6-48 $ 10,000.00 

Interest — 4%%  per  annum,  payable 

semi-annually $ 450.00 

Secured  by  first  lien  on  property 
in  Houston,  Texas. 


Total  First  Mortgage  Loans $ 10,000.00  $ 450.00 


Stock  Owned 
Anaconda  Copper  Co. : 

86  Shares  costing $ 5,348.75  $ 258.00 

Par  value  $50.00  per  share. 

American  Telephone  & Telegraph  Co. : 

*151  Shares — common — costing 19,903.09  1,121.40 

Par  value  $100.00  per  share. 


Total  Stocks  Owned $ 25,251.84  $ 1,379.40 


Bonds  Owned 

American  Telephone  & Telegraph  Co. : 

*22— $100.00,  2%%  Convertible  Deben- 
ture Bonds,  costing  $2,205.58 — Ex- 
changed for  common  stock  (above) 

12-12-47  $ 

2— $1,000.00  and  2— $100.00  Convert- 
ible Debenture  Bonds,  purchased 

12-12-47,  costing 

United  States  Savings  Bonds : 


Series  “G’ 

2*4% — maturity 

1-1-1956 

5,000.00 

125.00 

Series  “G’ 

2 — maturity 

12-1-1956 

13,600.00 

340.00 

Series  “G’ 

2 % % — maturity 

5-1-1957 

20,000.00 

500.00 

Series  ’’G’ 

2*4% — maturity 

7-1-195S 

20,000.00 

500.00 

Series  “G’ 

2%% — maturity  11-1-1958 

10,000.00 

250.00 

Series  ”F’ 

1S.50 

Total  Bonds  Owned ... 

.......  s 

70,822.49 

$ 

1,775.01 

Total  Stocks  and  Bonds 

96,074.33 

3,154.41 

Total 

Investments  

$106,074.33 

s 

3,604.41 

*The  22  American  Telephone  & Telegraph  Company  Convertible 
Debenture  Bonds,  purchased  November  19,  1946,  and  costing 
$2,205.58,  were  exchanged  December  12,  1947,  for  22  shares  of 
common  stock  of  that  company  at  an  additional  cost  of  $50.00 
per  share,  or  a total  cost  of  $3,305.58.  The  additional  22  shares 
are  included  in  the  151  shares  shown  in  the  above  statement. 
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ANALYSIS  OF  NET  WORTH 
December  31,  1947 

Association  Fund 

Net  Worth — January  1,  1947 $ 37,434.48 

Additional  Dues  Collected — Prior  Years  16.00 

Revenue — Current  Year $43,787.96 

Expense — Current  Year 32,386.49  ' 11,401.47 

Net  Worth — December  31,  1947 $ 48.851.95 

Journal  Fund 

Net  Worth— January  1,  1947 $ 32,450.52 

Additional  Dues  Collected — Prior  Years  12.00 

Bad  Debts  Collected 6.00 

Revenue — Current  Year $51,041.05 

Expense — Current  Year 50,536.36  504.69 

Net  Worth— December  31,  1947 32,973.21 

Medical  Defense  Fund 

Net  Worth — January  1,  1947 $ 34,111.86 

Additional  Dues  Collected — Prior  Years  4.00 

Revenue — Current  Year $ 5,398.00 

Expense — Current  Year 2,372.23  3,025.77 


Net  Worth — December  31,  1947 37,141.63 

Public  Relations  Fund 

Net  Worth — January  1,  1947 $ 25,932.35 

Additional  Dues  Collected — Prior  Years  16.00 

Revenue — Current  Year $40,544.00 

Expense — Current  Year 38,661.04  1,882.96 


Net  Worth — December  31,  1947 

Special  Appropriations  Fund 

(No  transactions  from  January  1,  1947, 
to  December  31,  1947.) 

Net  Worth — December  31,  1947 


Total  Net  Worth — 

December  31,  1947 $158,452.72 


27,831.31 


11,654.62 


CONDENSED  SUMMARY  OF  INCOME  AND  EXPENSE 


Income 


Year  ended  December  31,  1947 


Association  Fund  $ 

Journal  Fund  

Medical  Defense  Fund 

Public  Relations  Fund 


43,787.96 

51,041.05 

5,398.00 

40,544.00 


Total  Income  

Expense 

Association  Fund  $ 

Journal  Fund  

Medical  Defense  Fund 

Public  Relations  Fund 


$140,771.01 


32,386.49 

50,536.36 

2,372.23 

38,661.04 


Total  Expense  123,956.12 

Total  Net  Income.— - $ 16,814.89 


Net  Income  by  Funds : 

Association  Fund  $ 11,401.47 

Journal  Fund  504.69 

Medical  Defense  Fund 3,025.77 

Public  Relations  Fund 1,882.96 


Total  Net  Income 


$ 16,814.89 


STATEMENT  OF  INCOME  AND  EXPENSE— BY  FUNDS 
Year  ended  December  31,  1947 

Association  Fund 
Income : 

Membership  Dues  $40,544.00 

Interest  Earned  3,243.96  $ 43,787.96 

Expense : 

Annual  Meeting  

Officers’  Traveling,  etc 

Salaries  

Administration  

Library  


$ 3,721.57 
. 1,417.51 

. 12,046.02 
. 6,858.06 

. 8,343.33  32,386.49 


Net  Income — Association 

Fund  $11,401.47 

Journal  Fund 
Income: 

Membership  Dues  $15,927.00 

Non-Membership 

Subscriptions  270.65 

Sale  of  Journals 75.76 

Advertising  34,407.19 

Interest  and  Dividends 360.45  $ 51,041.05 


Expense : 


Printing  and  Distribution. 

$32,165.97 

Salaries  

. 14.483.96 

Administration  

. 3,886.43 

50,536.36 

Net  Income — Journal 

Fund  

Medical  Defense  Fund 

Income : 

Membership  Dues  

$ 

5,398.00 

Expense : 

Attorney  Fees  

.$  1,400.00 

Salaries  

960.00 

Administration  

12.23 

2,372.23 

Net  Income — Medical 

Defense  Fund 

Public  Relations  Fund 

Income : 

Membership  Dues 

$ 

40,544.00 

Expense : 

Legislative  and 

Educational  

.$27,261.02 

Salaries  

. 7.961.49 

Administration  

. 3,438.53 

38,661.04 

Net  Income — Public 
Relations  Fund 


504.69 


3,025.77 


1,882.96 


Total  Net  Income 


$ 16,814.89 


ANALYSIS  OF  EXPENSE 
Year  ended  December  31,  1947 
ASSOCIATION  FUND 


Annual  Meeting  Expense 

Meeting  Places — Sections  and  General— $ 356.31 

General  and  Staff  Expense 2,064.17 

Convention  Literature  and  Badges 1,333.85 

Scientific  Expense 787.60 

Technical  Exhibits  1,267.79 

Guests  Expense  1,464.56 

Entertainment  : 409.90 

Insurance  - 25.70 


$ 7,709.88 

Less : Income  from  Commercial 
Exhibits  3,988.31  $ 3,721.57 


Officers’  Expense 

Traveling,  etc. 1,417.51 

Salaries 

Secretary  $ 4,460.00 

Assistant  Secretary  1,375.02 

Bookkeeper  and  Stenographers 6,211.00  12,046.02 


Administration 

Journal  Space  $ 64.00 

Stationery  and  Printing 454.20 

Postage  727.50 

Telephone  and  Telegraph 400.28 

General  Expense  440.06 

Binding 27.50 

Heat  131.14 

Light  and  Water 145.01 

Janitor’s  Salary  and  Supplies 343.52 

Maintenance  and  Repairs 421.07 

Collection  and  Exchange .50 

Depreciation — Building  271.86 

Depreciation — Furniture  and  Fixtures 628.44 

Depreciation — Automobile 367.20 

Taxes — Property  6.50 

Taxes — Social  Security 244.71 

Audit,  Bonds  and  Insurance... 389.66 

Council  on  Medical  Economics 272.35 

Automobile  Expense  272.56 

Employees  Retirement  1,250.00  6,858.06 


Library  Expense 

Salaries  $ 6,213.02 

Janitor  Service  318.33 

Telephone  and  Telegraph 146.37 

Utilities  275.98 

Supplies  240.01 

Postage  and  Express 168.74 

Books  and  Publications 406.06 

Printing  and  Binding 241.35 

Audit  and  Insurance 249.76 

Taxes  6.49 

Repairs  50.00 

Dues  15.00 

Miscellaneous 12.22  $ 8,343.33 


Total  Expense — Association  Fund $ 32,386.49 
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JOURNAL  FUND 

Cost  of  Printing  and  Distribution 

Printing  $ 28,620.06 


Engraving 928.71 

Mailing  and  Delivery 760.00 

Commissions  and  Discounts 

on  Advertising $3,993.38 

Less : Refunded  by  Coopera- 
tive Medical  Advertising 

Bureau  2,136.18  1,857.20  $ 32,165.97 


Salaries 

Editor  (Secretary). $ 4,460.00 

Assistant  Editor  (Assistant  Secretary)  1,374.96 
Bookkeeper  and  Stenographers 8,649.00  14,483.96 


Administration 

Stationery  and  Printing $ 186.86 

Telephone  and  Telegraph 153.51 

Office  Postage  355.97 

Office  Supplies  and  General  Expense 626.84 

Heat  131.11 

Light  and  Water 145.00 

Janitor’s  Salary  and  Supplies 343.47 

Maintenance  and  Repair 421.02 

Depreciation — Building  271.86 

Depreciation — Furniture  and  Fixtures  ...  628.43 

Taxes — Property  6.50 

Taxes — Social  Security 236.70 

Audit,  Bonds  and  Insurance 349.66 

Bad  Accounts  29.50  $ 3,886.43 


Total  Expense — Journal  Fund $ 50,536.36 


MEDICAL  DEFENSE  FUND 

Attorney  Fees 

Legal  Services  

Salaries 

Secretary  $ 

Bookkeeper  and  Stenographer 


Administration 

Taxes — Social  Security  12.23 


Total  Expense — Medical  Defense 

Fund  : $ 2,372.23 


PUBLIC  RELATIONS  FUND 
Legislative  and  Educational 

Legislative  Expense  $ 3,797.71 

Committee  on  Public  Relations : 

Public  Relations  Counsel  $ 3,118.42 

Salary — Stenographer  790.85 

Postage  and  Express 967.25 

Stationery  and  Printing  ...  1,814.44 

Telephone  and  Telegraph  386.29 

Officers’  Travel,  etc 613.10 

Advertising  115.96 

Sundry  Expense  1,479.82 

Legislative  Counsel  . ....  14,177.18  23,463.31  $ 27,261.02 


Salaries 

Assistant  Secretary  $ 750.00 

Director  4,375.01 

Stenographers  2,836.48  7,961.49 


Administration 

Taxes — Social  Security  ... 

Audit  

Legal  Services  

Automobile  Expense  

Depreciation — Automobile 


Total  Expense — Public  Relations 

Fund  $ 38,661.04 


From  these  figures  it  can  clearly  be  seen  that  al- 
though the  Association  is  entirely  solvent  and  has  a 
surplus,  with  the  anticipated  additional  expenditures 
for  the  coming  year  this  surplus  will  quickly  be  de- 
pleted unless  some  additional  source  of  income  is 
obtained.  In  view  of  these  facts  it  appears  at  this 
time  that  an  increase  in  dues  is  needed.  It  is  there- 
fore recommended  by  the  Board  of  Trustees  that, 
effective  January  1,  1949,  the  dues  of  regular  mem- 
bers of  the  Association  be  raised  from  $20  to  $35  per 
year,  of  which  $5  would  be  set  aside  for  an  Admin- 
istration and  Library  building. 

Dr.  Merton  M.  Minter,  San  Antonio,  was  made 
vice-chairman  of  the  Board  to  replace  Dr.  E.  W. 


Bertner,  Houston,  who  did  not  seek  reelection.  Dr. 
Bertner  was  replaced  as  a member  of  the  Board  by 
Dr.  F.  J.  L.  Blasingame,  Wharton.  No  other  changes 
have  been  made  in  the  personnel  of  the  Board  of 
Trustees  since  the  last  report. 

T.  C.  Terrell,  Chairman, 

E.  A.  Rowley,  Secretary, 

Merton  M.  Minter, 

F.  J.  L.  Blasingame, 

J.  B.  McKnight. 

President  Pickett:  This  report  will  be  referred  to 
the  Reference  Committee  on  Finance. 

The  next  order  of  business  is  the  report  of  the 
Board  of  Councilors,  Dr.  G.  V.  Brindley,  Temple, 
chairman. 

Dr.  Brindley  then  presented  the  report  of  the 
Board  of  Councilors  as  follows: 

REPORT  OF  BOARD  OF  COUNCILORS 

The  Board  of  Councilors  is  pleased  to  submit  the 
report  of  its  work  for  the  past  year.  There  were 
only  three  new  members  elected  to  the  Board  of 
Councilors  by  the  1947  House  of  Delegates.  These 
three  were  Dr.  Cary  Poindexter,  Fifth  District,  Dr. 
Harvey  Renger,  Eighth  District,  and  Dr.  Joe  D. 
Nichols,  Fifteenth  District.  Dr.  A.  H.  Fortner,  Sec- 
ond District,  resigned  in  February,  and  Dr.  R.  B.  G. 
Cowper  of  Big  Spring  was  appointed  to  succeed  him. 
Dr.  A.  E.  Sweatland,  Tenth  District,  died  March  9, 
and  Dr.  L.  C.  Powell,  Beaumont,  was  appointed  to 
succeed  him. 

Members  of  the  Board  of  Councilors  as  a group 
and  as  individuals  realize  that  their  position  is  one  of 
responsibility  and  are  earnestly  trying  to  do  their 
assigned  work.  Information  from  the  various  dis- 
tricts indicates  that  the  Councilors  have  been  quite 
active  in  visiting  the  respective  county  societies  and 
presenting  them  the  work  of  the  various  important 
committees  and  the  problems  of  organized  medicine. 
Some  of  the  smaller  county  societies  have  been 
strengthened  by  the  organization  of  two  or  more 
counties  into  one  medical  society,  hoping  to  form  a 
more  actively  functioning  medical  organization. 

The  Councilors  have  endeavored  to  stimulate  more 
actively  functioning  county  medical  societies,  better 
attendance  at  all  county  and  district  meetings,  an 
increase  in  the  membership  of  the  county  medical 
societies,  and  an  over-all  greater  interest  in  scien- 
tific medicine.  Also,  they  have  urged  that  more  study 
and  time  be  given  to  legislative  and  public  relations 
problems  and  the  work  of  organized  medicine  in  the 
state.  It  is  gratifying  that  the  reports  from  the 
Councilors  show  that  the  individual  doctors,  the  coun- 
ty societies,  and  district  organizations  are  all  mani- 
festing an  increased  interest  in  scientific  medicine  as 
indicated  by  the  attendance  records  and  medical 
papers  presented.  It  is  an  encouraging  observation 
that  the  doctors  are  giving  more  consideration  and 
study  to  the  problems  which  confront  organized 
medicine  and  are  realizing  more  fully  and  accepting 
to  a larger  degree  their  responsibility  to  organized 
medicine. 

There  are  a number  of  important  committees  of 
the  state  organization,  particularly  the  Council  on 
Scientific  Work,  the  Committee  on  Legislation,  the 
Committee  on  Public  Relations,  and  the  Committee 
on  Cancer.  The  Councilors  have  appreciated  the  im- 
portance of  the  work  of  all  of  the  committees  and 
have  endeavored  to  cooperate  and  assist  in  further- 
ing the  work  of  each  of  them.  We  have  urged  each 
county  society  to  have  its  own  actively  functioning 
legislative,  public  relations,  and  cancer  committees. 
Furthermore,  the  Board  of  Councilors  urges  that 
each  physician  give  more  thought,  study,  effort,  and 
time  to  the  work  of  the  state  organization;  there  is 
a vital  need  for  each  individual  member  of  this 
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organization  to  take  a more  active  interest  in  its 
affairs. 

The  Board  of  Councilors  has  held  two  interim 
meetings,  one  August  3 and  the  other  January  16, 
and  at  these  meetings  gave  consideration  to  and  dis- 
posed of  quite  a volume  of  rather  routine  work. 

It  is  the  privilege  of  the  Board  of  Councilors  to 
recommend  at  this  time  that  the  following  doctors 
who  are  now  emeritus  members-elect  be  elected  to 
full  emeritus  membership:  Dr.  Sam  E.  Thompson, 
Kerrville;  Dr.  W.  B.  Russ,  San  Antonio;  Dr.  A.  A. 
Ross,  Lockhart;  Dr.  J.  H.  Burleson,  San  Antonio, 
and  Dr.  E.  H.  Cary,  Dallas. 

At  the  last  annual  session,  the  Board  of  Council- 
ors submitted  a report  to  the  House  of  Delegates 
concerning  realignment  of  councilor  districts  where 
considered  desirable.  The  House  of  Delegates  ap- 
proved the  report,  voting  that  the  best  interests  of 
the  local  medical  societies,  the  district  societies,  and 
the  state  association  would  be  served  by  the  changes 
recommended.  We  are  pleased  to  advise  that  pre- 
liminary action  has  now  been  taken  by  the  respec- 
tive county  societies  and  their  councilors  whereby 
all  of  these  changes  can  be  consummated  at  this 
meeting. 

The  county  societies  in  District  2 are  taking  more 
interest  in  organized  medicine.  Our  State  President, 
the  Councilor,  and  the  doctors  of  the  district  have 
reorganized  their  district  society  and  now  have  an 
actively  functioning  district  medical  society.  The 
counties  of  Brazoria  and  Galveston  in  District  9 have 
requested  that  they  be  added  to  District  8.  This 
transfer  should  greatly  strengthen  District  8. 
Panola  County  has  requested  through  its  councilor 
that  it  be  transferred  from  District  10  to  District  11. 
All  of  these  changes  have  been  approved  by  the 
Board  of  Councilors. 

The  Board  recommends  that  the  House  of  Dele- 
gates amend  Section  2,  Chapter  XIII  of  the  By-Laws 
(July  1,  1947,  edition)  by  striking  from  District  9 
the  counties  of  Bi’azoria  and  Galveston  and  adding 
to  District  8 the  counties  of  Brazoria  and  Galveston, 
and  by  striking  from  District  10  the  county  of 
Panola  and  adding  to  District  11  the  county  of 
Panola. 

Respectfully  submitted, 

G.  V.  Brindley,  Chairman, 
R.  T.  Wilson,  Secretary. 

President  Pickett:  The  report  of  the  Board  of 
Councilors  is  referred  to  the  Reference  Committee 
on  Reports  of  Officers  and  Committees  except  that 
part  dealing  with  amendment  of  the  By-Laws  for 
realignment  of  councilor  districts,  which  is  referred 
to  the  Reference  Committee  on  Amendments  to  the 
Constitution  and  By-Laws. 

The  next  order  of  business  is  the  report  of  the 
Council  on  Medical  Defense,  Dr.  L.  B.  Jackson,  San 
Antonio,  chairman. 

Dr.  Jackson  then  presented  the  report  of  the 
Council  on  Medical  Defense  as  follows: 

REPORT  OF  COUNCIL  ON  MEDICAL  DEFENSE 

The  alarming  increase  in  the  incidence  of  mal- 
practice suits  in  America  is  almost  beyond  compre- 
hension. The  year  1794  saw  the  first  suit  for  mal- 
practice in  America.  It  was  eighteen  years  before 
another  was  filed,  and  by  1850  only  ten  suits  had 
been  filed.  From  1850  to  1900,  200  cases  were  filed, 
a 2,000  per  cent  increase  in  a fifty  year  period. 
From  1900  to  1950  there  will  have  been  probably 
2,000  cases,  an  increase  over  the  preceding  fifty 
years  of  1,000  per  cent,  and  an  increase  over  the 
first  half  of  the  nineteenth  century  of  20,000  per 
cent.  Apparently  we  are  now  in  need,  more  than 
ever,  of  every  possible  agency  for  the  protection  of 
the  members  of  our  profession  from  this  nefarious 
practice. 


One  fault  for  suits  for  malpractice  lies  with  the 
medical  profession  itself.  To  that  end  it  is  the  policy 
of  the  Council  on  Medical  Defense,  with  the  aid  of 
the  Board  of  Councilors  and  the  Committee  on  Pub- 
lic Relations,  to  launch  a long  range  educational 
program  directed  to  developing  among  the  profes- 
sion a more  charitable  attitude.  This  will,  we  feel 
sure,  in  due  time  bear  fruit. 

Not  only  should  the  physicians  now  in  active 
practice  show  greater  patience  and  forbearance  one 
toward  the  other,  but  the  course  leading  to  the 
degree  of  doctor  of  medicine  should  include  lectures 
to  students  dealing  with  this  phase  of  their  life’s 
work. 

Every  malpractice  suit  damages  the  good  name 
and  prestige  of  every  doctor;  therefore,  we  as  a 
profession  can  and  must  take  steps  to  prevent  such 
suits,  and  when  one  is  filed,  to  defend  it  vigorously. 
By  so  doing  we  defend  not  only  the  doctor  involved, 
but  every  physician  in  the  land,  and  by  preserving 
our  own  good  name  we  take  an  important  measure 
in  preventing,  finally,  socialized  medicine. 

The  contract  issued  by  the  State  Medical  Associa- 
tion to  physicians  when  sued  and  not  insured  has 
been  based  on  fees  received  during  the  period  when 
everything  cost  less  money.  The  Council  therefore 
finds  it  necessary  to  raise  these  fees  by  50  per  cent, 
which  alone  will  increase  the  annual  expenditure 
for  medical  defense  by  one-third,  likely  up  to  $3,500 
annually.  Allowing  for  change  in  policy  otherwise, 
which  will  probably  bring  about  added  expense,  the 
Council  believes  that  the  annual  appropriation  for 
medical  defense  should  not  be  altered  at  this  time 
by  a change  in  the  By-Laws.  We  feel  that  State 
Medical  Association  dues  should  be  allocated  so  as 
to  provide  $1  per  year  per  member  to  the  Medical 
Defense  Fund  as  heretofore,  at  least  until  the  ex- 
pense of  the  contemplated  program  of  the  Council 
can  be  determined. 

The  Council  also  believes  that  the  By-Laws  should 
provide  that  any  member  sued  or  threatened  with 
suit  should  be  privileged  to  report  to  any  member 
of  the  Council  on  Medical  Defense.  This  will  fre- 
quently bring  about  quicker  action  in  behalf  of  the 
doctor  threatened  with  suit.  It  also  places  the  mem- 
bers of  the  Council  in  a position  of  participating  in 
the  program  of  defense  of  malpractice  suits,  thereby 
creating  greater  interest  and  enthusiasm  on  the  part 
of  the  entire  Council,  rather  than  placing  the  re- 
sponsibility of  the  whole  program  in  the  hands  of 
one  member. 

The  Committee  on  Revision  of  the  Constitution 
and  By-Laws  at  this  meeting  is  recommending  that 
annual  reports  from  county  medical  societies  be  due 
February  1,  thus  creating  a month’s  period  of  grace 
before  membership  dues  became  delinquent.  The 
Council  on  Medical  Defense  recommends  that  the 
same ' period  of  grace  be  extended  in  the  case  of 
malpractice  suits. 

Judge  C.  T.  Freeman,  Sherman,  has  been  for  many 
years  with  the  Council  on  Medical  Defense.  Not 
only  has  he  served  as  attorney  for  the  Council,  but 
also  as  legal  adviser  to  the  State  Medical  Associa- 
tion as  a whole.  In  his  relationship  to  the  Council 
on  Medical  Defense,  he  is  the  only  link  now  remain- 
ing between  the  past  and  present  in  this  important 
part  of  the  program  of  the  Association.  Because  of 
his  knowledge  of  the  work  during  preceding  years 
and  of  future  plans,  his  services  are  almost  indis- 
pensable. The  Council  therefore  recommends  that 
no  matter  what  other  arrangements  may  from  time 
to  time  be  made  with  the  legal  profession,  that 
Judge  Freeman  be  retained  so  long  as  he  is  able  to 
carry  on  the  work. 

No  report  of  the  Council  on  Medical  Defense  could 
be  complete  without  paying  tribute  and  honor  to 
the  men  who  have  gone  before  in  establishing  and 
perfecting  the  organization  of  this  Council.  Perhaps 
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Dr.  W.  D.  Jones  of  Dallas,  more  than  anyone  else, 
is  due  honor,  but  they  all  come  in  for  their  share. 
Our  late  friend,  Dr.  Holman  Taylor  of  Fort  Worth 
who  acted  as  secretary  through  the  years;  Dr.  A.  P. 
Howard,  Houston;  Dr.  W.  A.  King,  San  Antonio; 
and  Dr.  W.  L.  Baugh,  Lubbock,  all  gave  of  their 
time,  their  money,  and  their  talent  to  see  that  some 
form  of  protection  was  afforded  us  through  the  years 
that  have  gone.  Judge  Freeman,  the  general  attor- 
ney, should  also  be  mentioned  for  his  untiring 
efforts  that  have  guided  the  Council  from  the  legal 
pitfalls  into  which  doctors  are  so  prone  to  fall. 
These  are  the  unsung  heroes,  who  will  always  have 
the  satisfaction  of  knowing  that  they  have  done  a 
difficult  task  well. 

Respectfully  submitted, 

L.  B.  Jackson,  Chairman, 
T.  M.  Jarmon, 

T.  R.  Hannon. 

President  Pickett:  I want  at  this  time  respect- 
fully to  refer  to  the  long  service  of  Dr.  W.  D.  Jones, 
known  as  Red  Jones,  of  Dallas.  Dr.  Jones  took 
this  Council,  it  will  be  recalled,  one  or  two  years 
after  it  was  organized  and  for  some  thirty  or  thirty- 
two  years  he  was  its  chairman.  Judge  Freeman 
also  has  labored  a long  time  and  I wish  at  this 
time  that  some  delegate  make  a motion  that  we  rec- 
ognize the  service  of  these  two  men  by  standing  a 
moment  in  tribute. 

Dr.  Jackson:  I make  such  a motion. 

Dr.  R.  T.  Wilson,  Austin:  Second  the  motion. 

The  motion  of  tribute  was  adopted. 

President  Pickett:  The  report  of  the  Council  on 
Medical  Defense  is  referred  to  the  Reference  Com- 
mittee on  Reports  of  Officers  and  Committees  ex- 
cept that  part  dealing  with  revision  of  the  By-Laws 
in  regard  to  the  Medical  Defense  Fund  and  to  a 
period  of  grace  in  malpractice  suits,  which  is  re- 
ferred to  the  Reference  Committee  on  Amend- 
ments to  the  Constitution  and  By-Laws. 

The  next  order  of  business  is  the  report  of  the 
Executive  Council,  by  Secretary  Williams. 

Secretary  Williams  then  presented  the  report  of 
the  Executive  Council,  as  follows: 

REPORT  OF  EXECUTIVE  COUNCIL 

The  Executive  Council  has  met  twice  since  the 
meeting  of  the  House  of  Delegates  in  Dallas  last 
year,  once  on  August  3,  1947,  and  again  on  January 
16,  1948,  and  has  carried  out  to  the  best  of  its 
ability  the  mandates  of  the  House  of  Delegates.  One 
of  the  foremost  of  these,  which  relates  to  the  passage 
of  a basic  science  law  and  an  amendment  to  the 
Medical  Practice  Act,  has  not  yet  been  accomplished 
because  the  Legislature  has  not  been  in  session  so 
that  this  matter  could  again  be  presented.  How- 
ever, the  Executive  Council  has  been  in  conference 
with  the  Committee  on  Legislation,  which  is  active 
as  a part  of  the  Executive  Council,  and  expansive 
plans  are  being  formulated  toward  this  end. 

The  Executive  Council  went  on  record  as  favoring 
the  recommendation  of  the  Committee  on  Legisla- 
tion and  the  Committee  on  Public  Relations  that  the 
basic  science  bill  and  that  bill  alone  be  given  pre- 
cedence in  any  legislative  program  which  the  Asso- 
ciation might  support  and  that  every  member  of  the 
Association  exert  every  effort  possible  toward  the 
passing  of  this  bill  to  the  end  that  standards  of 
medical  practice  be  raised.  It  was  the  concensus  of 
the  Council  that  emphasis  should  be  placed  entirely 
on  the  matter  of  raising  standards  rather  than 
carry  on  a fight  against  the  cults  as  such. 

The  matter  of  changing  the  time  of  the  annual 
session  from  spring  to  fall  has  been  raised  by  the 
Executive  Council.  Some  of  the  reasons  given  for 
the  need  of  this  change  were  that  as  a whole  the 


weather  probably  would  be  more  suitable;  it  would 
not  interfere  with  sessions  of  the  Legislature,  dur- 
ing which  the  efforts  of  both  the  Committee  on 
Legislation  and  the  Committee  on  Public  Relations 
would  be  especially  needed;  and  it  would  be  a more 
suitable  time  for  vacations  for  doctors.  One  of  the 
disadvantages  of  the  spring  meeting  is  that  it  is 
more  difficult  to  obtain  guest  speakers,  as  our 
meetings  in  the  spring  often  interfere  with  the  end- 
ing of  school  years,  thus  preventing  many  excellent 
speakers  from  attending  because  of  medical  school 
duties.  The  Executive  Council  favors  changing  the 
time  of  the  annual  session  from  spring  to  fall.  The 
Council  also  favors  changing  the  final  date  for  the 
report  of  societies  from  April  1 to  no  later  than 
March  1.  Both  these  matters  were  referred  to  the 
Committee  on  Revision  of  the  Constitution  and  By- 
Laws. 

All  doctors  have  been  urged  to  become  “educated 
in  politics.”  It  should  be  stressed  that  every  doctor 
has  influence  in  his  own  community  and  that  he 
should  utilize  this  tremendous  potential  power  in  ob- 
taining men  for  the  legislature  who  are  our  friends 
and  impressing  upon  them  the  importance  of  passing 
legislation  which  the  Association  sponsors  and  which 
we  believe  will  benefit  the  public.  Among  the  legis- 
lative matters  of  greatest  importance  now  are  the 
passage  of  a basic  science  bill  and  the  improvement 
of  medical  standards,  and  the  complete  defeat  of 
efforts  to  pass  compulsory  health  insurance  or  other 
form  of  socialized  medicine.  Doctors  should  get  into 
politics  intelligently.  Contact  should  be  made  with 
allied  groups  which  are  capable  of  influencing  other 
groups  and  which  have  the  same  general  aims  and 
objectives  as  our  Association.  The  need  for  express- 
ing appreciation  to  the  legislators  who  have  served 
us  well  was  also  emphasized. 

The  potential  power  and  influence  of  the  Woman’s 
Auxiliary  has  been  stressed  and  the  inestimable 
value  of  this  service  emphasized.  It  has  been  pointed 
out  that  the  Auxiliary  should  be  encouraged  in  every 
way  to  use  this  power  and  influence  for  the  benefit 
of  medicine  and  improvement  of  the  health  of  the 
people.  A grateful  vote  of  thanks  is  due  the  Auxil- 
iary for  its  services  in  the  past,  relating  particularly 
to  the  legislative  program. 

The  need  for  visits  to  the  various  county  and  dis- 
trict medical  societies  by  representatives  of  the 
Committee  on  Public  Relations,  the  Committee  on 
Legislation,  and  the  home  office  to  help  interpret  the 
legislative,  public  relations,  and  other  Association 
programs  requiring  particular  stress  was  empha- 
sized. Some  of  this  has  been  done  by  our  legislative 
counsels,  but  more  extensive  plans  are  being  made 
for  continuation  of  these  trips.  Activity  in  this  re- 
gard will  be  intensified  as  the  time  for  the  Legisla- 
ture to  convene  approaches. 

The  entire  public  relations  plan  as  developed  by 
Dr.  George  A.  Schenewerk  and  his  Committee  on 
Public  Relations  around  the  nucleus  started  by  the 
previous  committee  under  the  direction  of  Dr.  Mer- 
ton M.  Minter  and  his  predecessors,  which  has  been 
approved  by  the  Board  of  Trustees  and  which  is  to 
be  carried  out  in  the  various  county  medical  so- 
cieties under  the  general  supervision  of  the  coun- 
cilors of  the  various  districts,  has  been  presented  in 
brief  to  the  Council  and  approved. 

The  Council,  realizing  the  necessity  of  broaden- 
ing the  legislative  and  public  relations  program,  the 
need  for  expanding  the  Library  and  office  facilities 
of  the  Association,  and  the  general  trend  of  increase 
in  prices  of  commodities,  has  considered  it  necessary 
that  there  be  an  increase  in  the  revenue  of  the  Asso- 
ciation, and  believes  that  this  could  best  be  accom- 
plished by  a raise  in  dues  of  regular  members.  A 
special  committee  has  been  appointed  to  study  the 
matter  of  financial  needs  of  the  Association  and 
to  report  back  to  the  Council.  There  has  not  been 
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an  opportunity  for  the  Council  to  reconvene  and 
hear  this  report,  but  the  report  is  ready  and  prob- 
ably will  be  presented  at  this  meeting  of  the  House 
of  Delegates. 

The  problem  of  supplying  medical  care  for  rural 
communities  has  received  a great  deal  of  attention. 
It  has  been  pointed  out  that  although  some  of  the 
cooperative  hospitals  which  have  been  organized  in 
recent  years  have  been  operating  in  a manner  con- 
trary to  standards  set  up  by  the  Texas  Hospital 
Association  and  contrary  to  medical  ethics,  a large 
number  of  them  have  shown  an  honest  desire  to  co- 
operate with  the  medical  profession  and  to  operate 
in  an  ethical  manner.  Because  of  the  confusion  and 
uncertainty  caused  by  a lack  of  specific  standards 
and  regulations  covering  the  ethical  conduct  of  the 
physicians  who  serve  in  these  hospitals,  a special 
committee  was  appointed  to  draw  up  a set  of  stand- 
ards which  upon  approval  by  the  House  of  Dele- 
gates may  be  a means  of  helping  those  cooperative 
hospitals  desiring  to  operate  in  an  ethical  manner 
to  do  so.  This  committee  will  also  in  all  probability 
report  to  the  House  of  Delegates  during  this  meet- 
ing. 

The  need  for  reactivating  the  Board  of  Councilors 
has  been  stressed  and  the  chairman  of  the  board  has 
been  commended  for  his  efforts  in  this  direction. 

Recommendations 

The  Executive  Council  submits  the  following  rec- 
ommendations : 

1.  That  the  Association  actively  support  only  one 
major  bill  in  the  next  Legislature,  and  that  this  be 
a basic  science  bill. 

2.  That  the  date  of  the  annual  session  be  changed 
from  spring  to  the  last  week  of  September  or  the 
first  week  of  October. 

3.  That  the  By-Laws  be  changed  so  as  to  provide 
that  annual  reports  of  the  county  medical  societies 
must  be  in  the  hands  of  the  State  Secretary  no  later 
than  March  1 instead  of  by  April  1. 

4.  That  each  member  of  the  State  Medical  Asso- 
ciation of  Texas  become  concerned  about  the  atti- 
tude of  the  public  and  pai’ticularly  of  legislators 
toward  the  medical  profession,  and  exert  every  ef- 
fort to  elect  legislators  who  have  the  health  in- 
terests of  the  people  at  heart  and  who  are  prop- 
erly informed  as  to  what  the  needs  are;  further, 
that  each  member  of  the  Association  see  that  his 
patients  and  others  with  whom  he  comes  in  contact 
understand  the  objectives  of  the  medical  profession 
toward  the  public.  We  have  public  relations  whether 
we  wish  them  or  not.  We  should  see  to  it  that  they 
are  good  public  relations. 

Respectfully  submitted, 

B.  E.  Pickett,  Sr.,  President, 
Harold  M.  Williams,  Secretary. 

President  Pickett:  The  report  of  the  Executive 
Council  will  be  referred  to  the  Reference  Committee 
on  Medical  Service  and  Public  Relations  except  that 
part  dealing  with  changing  the  time  of  the  annual 
session,  which  is  referred  to  the  Reference  Com- 
mittee on  Scientific  Work;  and  that  part  dealing 
with  dues,  which  is  referred  to  the  Reference  Com- 
mittee on  Finance;  and  that  part  dealing  with  the 
due  date  for  county  society  reports,  which  is  re- 
ferred to  the  Reference  Committee  on  Amendments 
to  the  Constitution  and  By-Laws. 

The  next  report  will  be  the  report  of  the  Council 
on  Scientific  Work,  Dr.  A.  C.  Scott,  Temple,  chair- 
man. 

Dr.  Scott  then  presented  the  report  of  the  Council 
on  Scientific  Work,  as  follows: 


REPORT  OF  COUNCIL  ON  SCIENTIFIC  WORK 

The  Council  has  held  two  meetings  following  the 
last  annual  session,  one  on  July  13,  1947,  at  Temple, 
and  another  on  January  17,  1948,  at  Fort  Worth. 

Following  a recommendation  of  the  Council  in 

1946  the  President-Elect,  Dr.  B.  E.  Pickett,  Sr., 
selected  all  of  the  1948  section  officers  prior  to  the 

1947  annual  session  and  most  of  these  officers  were 
present  at  the  Council  breakfast  at  the  Dallas  meet- 
ing. This  procedure  greatly  facilitated  the  indoc- 
trination of  the  new  section  officers  in  their  duties 
and  limitations,  speeded  up  the  work  of  the  Council, 
and  resulted  in  having  a program  largely  completed 
by  the  time  the  Council  met  in  July.  It  greatly  as- 
sisted the  early  selection  and  procurement  of  guest 
speakers  for  the  1948  meeting. 

The  Council  strongly  recommends  that  each  Presi- 
dent-Elect follow  this  procedure  since  it  enables  the 
Council  to  prepare  a much  finer  scientific  program. 

At  the  July  meeting  in  addition  to  a preliminary 
discussion  of  the  available  material  and  guest  speak- 
ers for  each  section  program,  the  Council  took  the 
following  actions  as  recommendations  to  the  House 
of  Delegates: 

1.  That  the  House  of  Delegates  change  the  meet- 
ing time  of  the  annual  session  from  late  spring  to 
early  fall,  preferably  the  latter  part  of  September 
or  the  first  part  of  October.  There  are  very  few 
national,  state,  or  special  society  meetings  near  this 
time.  The  principal  advantage  would  be  in  obtaining 
guest  speakers  from  distant  states,  many  of  whom 
are  professors  and  cannot  or  will  not  leave  their 
schools  just  before  the  close  of  a school  year  or  who 
prefer  to  attend  national  or  special  meetings  which 
are  scheduled  at  approximately  the  same  time  as  our 
present  annual  sessions. 

2.  That  the  House  of  Delegates  amend  the  first 
sentence  of  Chapter  X,  Section  6 of  the  By-Laws 
(July  1,  1947,  edition)  to  read:  “Papers  presented 
by  members  of  the  Association  must  first  have  been 
read  in  full  before  the  county  or  district  society  or 
before  a section  or  division  of  the  county  society, 
open  to  all  members  of  the  society  and  controlled  by 
them.” 

3.  That  the  House  of  Delegates  amend  Chapter  X, 
Sections  1 and  4 of  the  By-Laws  (July  1,  1947,  edi- 
tion) to  change  the  name  of  the  Section  on  Radiology 
and  Physiotherapy  to  the  “Section  on  Radiology  and 
Physical  Medicine.” 

The  Council  voted  to  follow  at  the  1948  annual 
session  the  rule  established  in  1947  regarding  clin- 
ical luncheon  tickets,  namely,  that  clinical  luncheon 
tickets  will  not  be  sold  after  10:30  a.m.  on  the  day 
of  a luncheon  and  that  no  refunds  will  be  made  on 
tickets  for  a clinical  luncheon  after  6:00  p.m.  of  the 
day  preceding  a luncheon. 

The  Council  decided  that  local  sponsors  of  honor 
guests  shall  not  be  given  free  clinical  luncheon 
tickets. 

The  Council  recommended  to  the  Board  of  Trustees 
that  the  per  diem  allowance  to  honor  guest  speakers 
for  meals  and  incidental  expenses  be  raised  from  $6 
per  day  to  $10  per  day.  The  Board  of  Trustees  sub- 
sequently approved  this  recommendation. 

At  the  January  17  meeting  all  section  programs 
for  the  annual  session  were  submitted  in  detail  and 
agreed  upon  by  the  Council.  The  subjects  of  the 
guest  speakers  invited  by  President  Pickett  were 
arranged  and  agreed  upon  for  the  various  section, 
general,  and  joint  section  meetings. 

To  avoid  confusion  the  Council  gave  new  desig- 
nations to  two  Thursday  meetings.  Hereafter  the 
afternoon  meeting  of  all  sections  is  to  be  called  the 
“Joint  Sections  Meeting”  to  distinguish  it  from  the 
“Combined  Clinical  Luncheon,”  formerly  called  the 
“Combined  Sections  Luncheon,”  held  Thursday  noon. 
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Following  the  action  of  the  House  of  Delegates  at 
the  1947  annual  session  prohibiting  a host  society 
from  giving  special  entertainment  for  the  Associa- 
tion, which  rule  was  designed  to  enable  the  House 
of  Delegates  to  have  more  meeting  time  available, 
the  Council  designated  Tuesday  evening  as  the  time 
for  the  Association’s  principal  social  function,  the 
President’s  Reception  and  Ball,  and  has  arranged 
for  Wednesday  evening  a public  meeting  to  interest 
members  who  are  not  delegates,  their  families,  and 
the  general  public. 

The  Council  recommends  that  the  House  of  Dele- 
gates hold  its  meetings  all  day  Monday,  Wednesday 
night,  and  Thursday  morning. 

The  Council  recommends  that  all  reference  com- 
mittees hold  their  meetings  at  a stipulated  time  and 
place  to  enable  all  interested  delegates  or  members 
to  appear  before  such  committees.  The  Council  has 
set  Tuesday  at  8 a.m.  and  at  7 p.m.  for  such  meet- 
ings and  has  arranged  meeting  rooms,  all  of  which 
are  announced  elsewhere. 

The  Council  notes  a growing  tendency  for  authors 
whose  papers  have  been  accepted  for  presentation 
at  the  annual  session  to  add  the  names  of  one  or 
more  joint  authors  after  the  section  programs  have 
been  approved  by  the  Council.  With  growing  fre- 
quency these  joint  authors  are  not  members  of  the 
Association  and  are  not  eligible  to  participate  on 
the  program  unless  (1)  they  are  eligible  for  mem- 
bership and  become  members  immediately  or  (2) 
they  are  members  of  other  State  Medical  Associa- 
tions or  are  not  doctors  of  medicine  and  are  eligible 
to  be  invited  by  the  Council  as  visitors,  as  provided 
for  in  the  By-Laws  (July  1,  1947,  edition,  Chapter 
X,  Section  5).  In  either  instance  the  situation  be- 
comes embarrassing  to  the  authors,  the  section 
officers,  and  the  Council  as  a whole.  The  Council 
recommends  that  the  House  of  Delegates  call  at- 
tention to  this  difficulty  and  encourage  authors  to 
submit  the  entire  list  of  authors  for  each  paper  to 
the  section  officers  prior  to  the  midwinter  meeting 
of  the  Council,  preferably  indicating  the  membership 
status  of  each  author,  so  that  the  Council  will  have 
time  to  take  appropriate  action. 

The  Council  also  finds  that  failure  of  members  tc 
pay  their  dues  promptly  and  of  county  society  sec- 
retaries to  forward  those  dues  to  the  central  office 
on  time  creates  confusion  when  an  attempt  is  made 
to  check  on  eligibility  for  program  participation 
before  the  annual  session  program  is  published  in 
the  Journal.  The  Council  recommends  that  the  House 
of  Delegates  emphasize  to  members  of  the  Associa- 
tion (1)  that  dues  of  members  participating  in  any 
way  on  the  program  of  the  annual  session — as 
authors  or  discussers  of  papers  or  as  officers  or 
committeemen — must  be  in  the  hands  of  the  State 
Secretary  before  their  names  can  appear  on  the 
printed  program;  (2)  that  no  person  eligible  for 
membership  in  the  Association  can  participate  on 
the  program  without  first  becoming  a member;  and 
(3)  that  no  person  ineligible  for  membership  in  the 
Association  can  participate  on  the  program  as 
author,  co-author,  or  discusser  of  a paper  without 
first  being  invited  as  a visitor  by  the  Council  on 
Scientific  Work  according  to  the  provisions  of  the 
By-Laws.  A clear  understanding  of  these  regulations 
will  help  to  avoid  confusion  and  embarrassment  and 
will  assist  in  building  more  satisfactory  programs. 

Respectfully  submitted, 

A.  C.  Scott,  Chairman, 
May  Owen, 

Alfred  H.  Hill, 

R.  B.  Alexander, 
George  W.  Waldron. 

Dr.  Scott:  The  Council  met  twice  this  year.  We 
tried  to  prepare  a program  and  we  think  we  have 
a good  one  for  you.  There  are  only  one  or  two 


points  we  want  to  bring  out  and  that  is  in  reference 
to  the  recommendations. 

As  chairman  of  the  Council  and  as  a delegate  from 
Bell  County  I introduce  the  amendments  to  the  By- 
Laws  as  set  out  in  our  report. 

President  Pickett:  The  report  of  the  Council  on 
Scientific  Work  will  be  referred  to  the  Reference 
Committee  on  Scientific  Work  except  those  parts 
dealing  with  amendments  to  the  By-Laws,  which 
are  referred  to  the  Reference  Committee  on  Amend- 
ments to  the  Constitution  and  By-Laws. 

The  next  report  is  the  report  of  the  Council  on 
Medical  Economics,  Dr.  Howard  E.  Griffin,  Graham, 
chairman. 

Dr.  Griffin  then  presented  the  report  of  the  Coun- 
cil on  Medical  Economics,  as  follows: 

REPORT  OF  COUNCIL  ON  MEDICAL 
ECONOMICS 

The  Council  on  Medical  Economics  is  concerned 
about  the  feeling  of  unrest  in  our  country,  especially 
since  V-J  Day.  However,  the  Council  is  particularly 
concerned  with  seeming  inability  of  the  rank  and  file 
of  our  profession  to  cope  with  the  situation. 

It  is  generally  understood  by  the  profession  that 
the  average  doctor  has  increased  his  annual  income 
only  by  doing  more  work  for  more  people,  and  “at 
the  same  old  price.”  This  is  commendable  from  a 
humanitarian  point  of  view,  but  our  profession  as 
a whole  has  not  increased  its  price  for  services  to 
any  degree  commensurate  with  the  commercial  world 
of  today. 

We,  as  a body  of  highly  trained  professional  peo- 
ple, have  employed  an  improvident  attitude.  In  fact, 
a majority  of  the  medical  profession  has  worked  dili- 
gently to  meet  the  demands  of  the  public  to  the  detri- 
ment of  the  health  of  many  practicing  physicians. 

Serious  consideration  has  been  given  by  this  Coun- 
cil to  the  necessity  of  our  State  Medical  Association 
going  directly  to  the  people  of  the  state  with  facts 
pertaining  to  the  relationship  which  should  exist  be- 
tween the  medical  profession  and  the  public.  Much 
evidence  is  at  hand  to  indicate  a misunderstanding 
on  the  part  of  the  laity,  a majority  of  whom  are 
still  ardent  friends  of  the  medical  profession.  As  in 
most  instances  where  misunderstandings  occur,  there 
are  two  sides  to  this  situation  and  it  cannot  be 
truthfully  said  that  the  medical  profession  is  en- 
tirely without  blame  for  the  lack  of  understanding. 
Again,  we  are  improvident  in  having  failed,  re- 
gardless of  apparently  justifying  circumstances,  in 
the  proper  execution  of  our  responsibilities  as  ap- 
plied to  the  right  of  the  laity  to  receive  accurate  in- 
formation pertinent  to  the  aims  and  intent  of  the 
medical  profession  of  this  country.  The  people  are 
eager  and  waiting  for  advice  and  information  to  be 
distributed  properly  by  our  own  profession — “their 
own  doctors,”  if  you  please! 

The  American  Medical  Association  at  long  last  is 
apparently  on  the  right  road  to  achieve  this  end. 
Some  effort  is  being  put  forth  by  individual  states 
with  marked  response  and  increasing  favor  from 
the  public.  The  need  for  intensified  activity  in  this 
field,  best  described  as  public  relations,  manifests 
the  necessity  of  an  increase  in  the  annual  dues  for 
membership  in  the  State  Medical  Association  of 
Texas.  To  be  effective,  any  program  of  public  rela- 
tions must  be  carried  on  over  a fairly  wide  field  and 
through  a variety  of  expensive  channels. 

The  increased  need  of  effective  work  among  legis- 
lators indicates  additional  yearly  expenditures  from 
funds  of  the  Association.  It  is  not  within  the  prov- 
ince of  this  Council  to  do  other  than  point  out  these 
urgent  needs. 

It  is  in  keeping  with  the  prerogative  of  this  Coun- 
cil, however,  to  comment  further  as  a means  of  em- 
phasizing the  hazards  from  fire  and  damage  by  the 
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elements  of  nature  (including  ants,  termites,  roaches, 
and  other  vermin)  to  the  State  Medical  Association’s 
headquarters  building  and  equipment.  This  should 
be  an  item  of  great  concern  for  all  members  of  this 
Association.  The  monetary  and  historical  value  of 
the  contents  of  the  Library  of  the  State  Medical 
Association  is  enormous.  The  records,  which  con- 
tain the  professional  credentials  of  every  member 
of  the  Association  in  Texas,  are  along  with  the 
Library  not  surpassed  by  those  of  any  state  asso- 
ciation in  the  Southwest.  Building  facilities  are 
lacking  in  space,  void  of  professional  dignity  in 
appearance,  and  are  filled  with  inconveniences  of 
such  a nature  as  to  render  efficiency  humanly  im- 
possible for  a well-trained  and  qualified  staff. 

The  State  Medical  Association  of  Texas,  in  its 
magnitude,  is  entitled  to  a “Medical  Temple.”  It  is 
not,  therefore,  untimely  to  suggest  that  such  an 
objective  is  worthy  of  consideration  in  the  imme- 
diate future. 

Prepayment  Plans. — Over  the  years  much  has 
been  said  concerning  the  various  forms  of  prepay- 
ment plans.  The  American  Medical  Association  pre- 
sented much  discussion  on  this  matter  and  some 
action  has  been  undertaken  in  the  form  of  a four- 
teen-point standard  with  which  the  members  of  the 
House  of  Delegates  are  familiar  (J.A.M.A.,  July 
13,  1946,  pp.  913-914).  The  nine-point  standard  of 
requirements  for  insurance  companies  or  associa- 
tions as  set  up  by  the  Council  on  Medical  Economics 
of  the  State  Medical  Association  of  Texas  has  been 
recited  and  was  published  in  the  Texas  State  Jour- 
nal of  Medicine  (June,  1947,  pp.  105-106). 

Practically  all  prepayment  plans  are  heralded  as 
being  “nonprofit.”  This  Council  is  concerned  about 
the  nonprofit  operation  of  any  institution!  During 
the  past  sixty  years  numerous  nonprofit  organiza- 
tions have  failed.  One  possible  definition  of  the 
term  nonprofit  is  “extravagant  operation.’  To  this 
there  are,  as  usual,  some  exceptions.  Municipalities 
are  all  on  a nonprofit  basis.  Governmental  manage- 
ment is  on  a nonprofit  basis.  It  would  be  unneces- 
sary to  recall  that  practically  all  of  our  govern- 
mental operations  include  wastefulness  and  extrava- 
gance, from  the  smallest  city  hall  to  the  national 
muddle  in  Washington.  The  Council,  however,  must 
call  attention  to  the  widespread  effort  to  establish 
prepayment  plans  during  a ten-year  period  which 
has  been  less  difficult  economically  than  other  periods 
well  remembered  by  most  members  of  the  Associa- 

Any  prepayment  plan,  or  any  organization  offer- 
ing such  a plan,  is  dependent  upon  regular  periodic 
payment  of  fees  or  premiums  from  its  subscribers. 
A depression  will  offer  the  “test  of  steel.”  Then, 
and  then  only,  will  we  know  the  soundness  of  such 
plans  and  come  to  know  the  stability  of  the  parent 
organizations  of  the  programs  for  medical  care. 

It  is  fitting  that  this  Council  reiterate  and  re- 
emphasize its  position  as  to  the  requirements  set  up 
to  provide  the  “stamp  of  approval”  of  the  State 
Medical  Association  of  Texas  for  insurance  com- 
pany programs,  whatever  their  motive,  profit  oi 
nonprofit. 

Every  physician  in  this  state  should  be  informed 
as  to  the  reliability  and  integrity  of  any  insurance 
company  which  proposes  to  assume  the  financial  re- 
sponsibility of  any  individual  patient  or  probable 
patient  of  his  own  or  of  another  member  of  his  pro- 
fession, and  insurance  companies  and  associations 
operating  in  the  field  of  prepayment  medical  and 
surgical  care  plans  should  be  encouraged  to  submit 
their  plans  and  obtain,  if  possible,  the  stamp  of 
approval  of  this  Association. 

To  date  only  a few  insurance  companies  have  met 
the  standards  as  set  up  by  this  Association.  Actual- 
ly, none  is  approved,  officially,  at  this  time  but  ap- 
proval is  now  pending  for  a few. 


We  are  eager  for  any  and  all  companies  which  are 
now  in  the  field  or  will  enter  the  field  of  medical 
and/or  surgical  insurance  in  Texas  to  qualify  and 
be  approved  by  the  State  Medical  Association. 

Cooperatives. — Organization  among  the  citizens  of 
rural  communities  to  establish  medical  facilities 
commonly  identified  as  cooperative  hospitals  has  be- 
come the  vogue.  Cooperative  hospitals  call  to  mind 
the  so-called  nonprofit  effort  in  operation.  If  and 
when  this  form  of  medical  facility  is  desired  by 
the  people  of  any  community,  the  institution  should 
be  manned  by  qualified  and  ethical  medical  per- 
sonnel, with  complete  freedom  of  enterprise  for  all 
concerned. 

Passage  by  the  last  Legislature  of  the  State  Hos- 
pital Bill  providing  for  the  chartering  of  coopera- 
tive hospitals  in  Texas  offers  an  opportunity  for 
small  communities  to  build  with  their  own  resources 
sufficient  hospitals  where  they  are  needed.  Each 
community  should  become  self-sustaining,  and  we 
physicians  must  help  them  achieve  these  goals  so 
that  strong  elements  of  community  pride  can  re- 
turn to  this  nation.  It  is  reported  that  applications 
to  charter  forty-seven  cooperative  hospitals  in 
Texas  were  received  prior  to  January  1,  1948. 

Many  cooperative  owned  hospitals  are  now  in 
operation  in  various  parts  of  the  state.  It  is  believed 
that  most  if  not  all  of  these  institutions  are  making 
an  effort  to  comply  with  regulations  interpreted  to 
them  through  individual  county  medical  societies.  It 
is  evident,  however,  that  specific  policies  and  stand- 
ards which  are  necessary  for  ethical  operation  of 
these  institutions  are  lacking.  Clarification  of  stand- 
ards acceptable  to  the  medical  profession  is  an 
urgent  need  if  cooperative  owned  hospitals  are  to 
survive. 

The  term  “cooperative  owned  hospital”  has  been 
used  in  the  foregoing  statements  to  differentiate  a 
hospital  built  and  operated  with  funds  contributed 
by  select  members  of  a community  banded  together 
to  form  a cooperative  from  one  financed  by  an 
affiliated  cooperative  organization  which  functions 
as  a unit  of  a national  organization.  Institutions  of 
the  latter  type,  while  placed  in  areas  where  critical 
need  of  facilities  exists,  are  often  products  of  subtle 
promotion  and  are  operated  by  methods  contrary  to 
the  principles  of  medical  ethics.  Cooperative  hos- 
pitals of  this  nature  require  careful  investigation  and 
thorough  consideration  before  being  accepted  by  the 
medical  profession  as  ethical  hospitals. 

Any  hospital  which  is  improperly  managed  can- 
not continue  to  function.  Any  hospital  which  ceases 
to  operate  because  of  the  lack  of  qualified  medical 
personnel  renders  its  community  vulnerable  to 
“cultists.” 

The  Council  on  Medical  Economics,  however,  stands 
ready  to  assist  through  consultation  and  advice  in 
cooperation  with  other  councils  and  committees  of 
the  Association  any  cooperative  hospital  which 
wishes  to  operate  in  an  ethical  manner. 

Veterans  Administration. — Complying  with  the 
mandate  from  the  House  of  Delegates,  this  Council 
has  given  diligent  effort  and  study  to  the  problem 
of  an  equitable  agreement  and  fee  schedule  between 
the  Veterans  Administration  and  the  State  Medical 
Association  of  Texas. 

After  several  conferences  in  various  cities,  mem- 
bers of  the  Council  did  effect  an  agreement  which 
we  believed  to  be  fair  and  equitable,  the  arrange- 
ment being  subject  to  change  annually  on  the  part 
of  both  signatories.  It  was  recognized  that  the  State 
Medical  Association  of  Texas  could  not  make  a con- 
tract per  se.  It  was  also  recognized  that  a “gentle- 
man’s agreement”  is  not  necessarily  subject  to  attack 
from  a legal  angle.  The  fee  schedule  agreed  upon  is 
without  doubt  the  best  ever  effected  between  any 
state  and  the  Veterans  Administration.  The  Vet- 
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erans  Administration  was,  and  still  is,  eager  to  have 
a general  agreement  with  the  doctors  of  Texas. 

At  a called  meeting  of  the  House  of  Delegates  in 
Fort  Worth,  January  16,  1948,  the  agreement  and 
fee  schedule  were  considered.  A report  of  this  meet- 
ing is  in  the  February  Journal,  pages  646-656. 
Section  5B  of  the  agreement  was  attacked  as  being 
objectionable  in  that  it  would  limit  the  possible 
earnings  of  any  doctor  working  for  the  Veterans 
Administration,  whereas  the  section  was'  included 
at  the  request  of  this  Council  only  to  eliminate  the 
possibility  of  graft  on  the  part  of  any  official  or 
employee  of  the  Veterans  Administration,  and  to 
prevent  any  Texas  doctor  from  practicing  graft  on 
the  Veterans  Administration  or  on  any  citizen. 

The  Council  also  eliminated  a fee  of  $15  per  hour 
for  nightly  service  to  a veteran,  plainly  stating  to 
the  Veterans  Administration  officials  that  Texas 
doctors  are  gentlemen  enough  not  to  want  any  such 
temptations  -for  any  of  their  members  to  graft  on 
the  Veterans  Administration.  We  made  that  fee  $3 
per  hour. 

The  proposal  that  the  agreement  and  fee  schedule 
be  accepted,  as  members  of  this  House  know,  was 
turned  down  by  a small  majority  vote  of  the  House 
and  the  matter,  for  the  present  at  least,  is  dead.  The 
fee  schedule  was  highly  acceptable  to  all  delegates. 
This  was  not  surprising  to  the  Council.  It  was  some- 
what surprising,  however,  that  an  amenable  agree- 
ment would  stand  in  the  way  of  making  substantial 
increase  in  earnings  possible  for  the  doctors  of 
Texas. 

The  great  fault  this  Council  finds  with  the  Vet- 
erans Administration  is  that  many  Veterans  Ad- 
ministration hospitals  are  being  built  over  the  nation 
and  the  call  is  for  more  and  more.  In  some  casqs 
there  seems  to  be  a total  absence  of  judgment  in 
this  activity.  This  is  best  illustrated  by  the  closing 
of  several  hospitals  in  certain  areas  and  building 
new  ones  nearby.  There  has  been  thus  far  no  con- 
certed efforts  on  the  part  of  the  Veterans  Adminis- 
tration nor  the  doctors  of  any  state  to  provide  for 
the  treatment  of  veterans  in  their  home  hospitals. 

Eecommendations 

The  Council  on  Medical  Economics  wishes  to  make 
the  following  recommendations: 

1.  That  each  insurance  company  and  association 
now  operating,  or  planning  to  operate,  a prepay- 
ment plan  for  medical  and  surgical  service  in  Texas 
be  contacted  and  invited  to  submit  its  plan  to  the 
Council  on  Medical  Economics  of  the  State  Medical 
Association  of  Texas  through  the  home  office  at  Fort 
Worth  for  approval  by  the  Council. 

2.  That  a properly  qualified  full-time  employee 
be  added  to  the  staff  of  the  central  office  to  serve 
as  a representative  of  the  Council  in  handling  med- 
ical economics  affairs  under  the  direction  of  the 
Secretary. 

3.  That  the  State  Medical  Association  adopt 
standards  whereby  cooperative  hospitals  may  know' 
that  they  are  operating  in  an  ethical  manner,  so 
far  as  the  medical  profession  is  concerned,  and 
whereby  physicians  who  v'ish  to  practice  in  and  be 
associated  with  cooperative  hospitals  may  know'  they 
are  doing  so  in  an  ethical  manner. 

4.  That  the  State  Medical  Association  of  Texas 
go  on  record  as  opposing  the  policy  of  the  Veterans 
Administration  in  continuing  to  build  hospitals  for 
the  care  of  veterans  and  as  favoring  the  develop- 
ment of  a program  whereby  veterans  may  be  cared 
for  by  physicians  of  their  choice  in  hospitals  ap- 
proved by  the  Veterans  Administration;  and  that  a 
resolution  be  introduced  in  the  House  of  Delegates 
of  the  American  Medical  Association  by  a represen- 


tative of  this  Association  setting  forth  these  ob- 
jectives. 

Respectfully  submitted, 

H.  E.  Griffin,  Chairman, 
Everett  C.  Fox, 

Tom  B.  Bond, 

H.  R.  Dudgeon, 

W.  R.  McWilliams. 

Dr.  Griffin:  I beg  your  indulgence  for  an  addi- 
tional report  w'hich  is  the  result  of  a meeting  wre 
had  yesterday  afternoon  in  this  hotel  and  w'hich 
applies  along  the  lines  of  w'hich  Dr.  Lull  spoke: 

FIRST  SUPPLEMENTARY  REPORT,  COUNCIL 
ON  MEDICAL  ECONOMICS 

The  State  Medical  Association  of  Texas  recently 
received  a letter  from  the  Council  on  Medical  Serv- 
ice of  the  American  Medical  Association  asking 
the  sentiment  of  this  Association  concerning  the 
proposed  merger  of  the  Associated  Medical  Care 
Plan  and  the  Blue  Cross  and  Blue  Shield  Plan  in 
the  development  of  a national  insurance  company 
designed  primarily  to  insure  nationally  employed 
groups — a plan  national  in  scope  which  w'ould  serve 
the  purposes  of  the  Council  on  Medical  Service.  The 
Council  on  Medical  Economics  is  opposed  to  any 
plan  which  w'ould  interfere  wfith  the  development  by 
private  insurance  companies  of  prepaid  medical  and 
surgical  plans.  The  Council  is  in  favor  of  encourag- 
ing the  private  insurance  companies  to  develop  pre- 
paid medical  care  plans  w'hich  will  aid  in  meeting 
the  needs  of  the  public. 

The  Council  is  of  the  opinion  that  all  meetings 
and  assemblies  designed  for  the  improvement  of  the 
health  of  the  people  of  this  country,  such  as  the  Na- 
tional Health  Assembly,  scheduled  to  meet  in  Wash- 
ington, May  1-4,  should  have  proper  representation 
from  the  medical  profession  by  persons  familiar 
with  the  public  health  problems,  and  this  should 
include  representation  from  each  state  in  the  Union. 
It  appears  from  recent  information  received  from 
Washington,  D.  C.,  that  there  are  distinct  efforts 
to  prevent  such  representation  at  the  National 
Health  Assembly.  The  Council  on  Medical  Eco- 
nomics recommends  that  there  be  at  least  one  repre- 
sentative of  this  Association  present  at  the  Wash- 
ington meeting. 

The  Council  proposes  to  prepare  a booklet  in  the 
near  future  that  will  contain  a summary  of  the 
economic  condition  of  each  county  in  Texas.  It  may 
be  used  for  many  purposes,  including  information 
for  the  doctor  wffio  wishes  to  change  locations  or 
move  into  Texas  from  another  state,  and  it  can  be 
made  available  to  legislators  as  needed. 

Respectfully  submitted, 

H.  E.  Griffin,  Chairman, 
Everett  C.  Fox, 

Tom  B.  Bond, 

H.  R.  Dudgeon, 

W.  R.  McWilliams. 

President  Pickett:  The  repoi't  of  the  Council  on 
Medical  Economics  including  the  supplementary  re- 
port, is  referred  in  its  entirety  to  the  Reference 
Committee  on  Medical  Service  and  Public  Relations. 

The  next  is  the  report  of  the  Committee  on  Legis- 
lation, Dr.  J.  B.  Copeland,  San  Antonio,  chairman. 

Dr.  Copeland  then  presented  the  report  of  the 
Committee  on  Legislation,  as  follow's: 

REPORT  OF  COMMITTEE  ON  LEGISLATION 

At  the  meeting  of  the  House  of  Delegates  in  Gal- 
veston during  May,  1946,  the  Committee  on  Legis- 
lation was  instructed  that  the  following  bills  should 
be  introduced  in  the  Fiftieth  Legislature  of  Texas: 
(1)  a Basic  Science  Bill  and  (2)  a modification  of 
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the  Medical  Practice  Act.  A resolution  presented  to 
the  House  of  Delegates  by  Dr.  F.  J.  L.  Blasingame 
endorsing  the  Basic  Science  Bill  was  adopted  by  the 
House  of  Delegates. 

The  Basic  Science  Bill  was  prepared  in  accordance 
with  the  provisions  of  the  original  bill  introduced 
into  the  Legislature  in  1943,  with  a few  minor 
changes  which  the  Committee  thought  could  be 
made  without  a violation  of  the  mandate  of  the 
House  of  Delegates  with  regard  to  the  matter.  The 
Medical  Practice  Act  Bill  was  likewise  prepared. 

Numerous  meetings  of  the  Committee  were  held 
during  the  next  few  months  to  get  the  two  bills  in 
final  shape  and  to  discuss  strategy  which  might  aid 
in  their  passage.  Various  health  bills  proposed  by 
other  organizations  were  considered,  but  only  a 
Coroner’s  Autopsy  Bill,  in  addition  to  the  Basic 
Science  Bill  and  Medical  Practice  Act  Bills,  was 
made  a part  of  the  legislative  program  of  the  State 
Medical  Association.  The  Committee  had  kept  in 
touch  with  other  members  of  the  Association  as  it 
formulated  its  plans,  copies  of  the  bills  having  been 
distributed  to  each  county  medical  society,  and  on 
September  29,  1946,  the  work  of  the  Committee  was 
ratified  by  the  Executive  Council.  Early  in  1947,  Mr. 
Philip  R.  Overton  and  Mr.  James  W.  Townsend, 
Austin  attorneys,  were  employed  to  assist  the  Com- 
mittee on  Legislation. 

Opposition  to  the  bills  proposed  by  the  State 
Medical  Association  began  to  develop  strength  soon 
after  the  Fiftieth  Legislature  convened  in  January, 
1947,  and  at  the  suggestion  of  Lieutenant-Governor 
Allen  D.  Shivers,  the  chairman  of  the  Committee 
on  Legislation  and  the  chairman  of  the  Committee 
on  Public  Relations,  together  with  the  attorneys 
and  sponsors  of  the  bills,  were  authorized  to  meet 
with  representatives  from  the  osteopaths  and  the 
chiropractors  in  an  effort  to  work  out  a com- 
promise measure  which  could  be  passed.  Com- 
promise, however,  was  not  effected. 

The  Basic  Science  Bill,  House  Bill  138,  was  intro- 
duced in  the  House  of  Representatives  early  in 
January,  1947,  by  Representative  Jack  F.  Ridgeway, 
Bexar,  with  Representatives  Willis,  Kaufman;  Mc- 
Clain, Grayson;  Williams  and  Latimer,  Bexar;  and 
Overton,  Anderson,  as  co-authors,  all  of  whom,  with 
the  exception  of  Mr.  Overton,  supported  the  measure 
vigorously.  The  same  bill  was  introduced  in  the 
Senate  as  Senate  Bill  35  by  Senator  Walter  Tynan, 
San  Antonio,  as  author,  with  Senators  Strauss, 
Brown,  and  Moffett  as  co-authors.  In  addition,  the 
Revised  Medical  Practice  Act  Bill  was  introduced 
in  both  the  House  and  Senate. 

The  Basic  Science  Bill  was  reported  favorably  by 
the  Public  Health  Committee  of  the  House  of  Rep- 
resentatives on  April  21,  1947.  On  May  5,  Repre- 
sentative Ridgeway  moved  to  suspend  the  regular 
order  of  business  and  have  the  bill  placed  on  third 
reading  and  final  passage,  which  motion  prevailed 
by  a vote  of  69  to  53.  The  bill  was  finally  passed 
by  the  House  on  May  5 by  a vote  of  82  to  33,  and 
was  sent  to  the  Senate.  The  Medical  Practice  Act 
Bill,  however,  was  never  passed. 

Special  credit  is  due  not  only  to  Representative 
Ridgeway,  Bexar,  but  also  to  Representatives  Aynes- 
worth  and  Davis,  McLennan;  Bean,  El  Paso;  Can- 
non, Nueces;  Celaya,  Cameron;  Martin,  Gillespie; 
Latimer,  Williamson,  and  Williams,  Bexar;  Yezak, 
Robertson;  Zivley,  Bell;  and  Johnson,  Travis,  for 
their  part  in  the  maneuvers  in  the  House,  and  par- 
ticularly in  resisting  numerous  amendments  to  the 
Basic  Science  Bill  offered  by  the  opposition,  most 
of  which  would  have  been  extremely  harmful  to  the 
measure  had  they  been  adopted.  Not  the  least  of 
credit  due  these  gentlemen  and  others  is  for  staying 
for  a good  public  health  program  when  pressure 
was  exerted  to  break  a quorum,  which  pressure 
failed  of  the  hoped-for  results  because  they  did 


stay  and  fight  for  the  program  which  in  their 
opinion  was  for  the  best  interest  of  the  people. 

The  Basic  Science  Bill  was  reported  favorably  by 
the  Committee  on  Public  Health  in  the  Senate  on 
February  18,  1947.  The  Revised  Medical  Practice 
Act  Bill  was  reported  favorably  by  the  Public 
Health  Committee  of  the  Senate  on  March  4.  Each 
of  the  bills  assumed  its  proper  place  on  the  Senate 
calendar,  but  both  failed  to  reach  a vote.  A majority 
of  the  Senators  favored  the  passage  of  the  Basic 
Science  Bill  and  opposed  the  bills  introduced  by 
chiropractors  and  naturopaths.  The  Basic  Science 
Bill  was,  for  the  most  part,  actively  opposed  in  both 
the  House  and  Senate  by  the  chiropractor,  osteopath, 
and  naturopath  supporters.  The  fact  that  the  rules 
of  the  Senate  require  a two-thirds  majority  vote  to 
set  a bill  for  special  order,  or  take  it  up  out  of  its 
regular  order,  together  with  the  passage  of  time, 
interfered  fatally  with  the  passage  of  these  bills  in 
the  Senate. 

The  Chiropractor  Bill,  House  Bill  40,  was  intro- 
duced by  Representative  Henry  G.  Lehman,  Lee 
County.  The  first  legislative  battle  over  this  measure 
occurred  in  the  House  Committee  on  Public  Health, 
and  after  a long,  drawn-out  fight,  the  bill  was  re- 
ported favorably.  After  a fierce  and  bitter  battle, 
the  Chiropractor  Bill  finally  passed  the  House  by 
a vote  of  71  to  59,  but  only  after  it  had  been  amend- 
ed to  some  degree.  The  Chiropractor  Bill  in  the 
Senate,  Senate  Bill  79,  was  reported  favorably  by 
the  Committee  on  Public  Health  and  was  placed  on 
the  calendar.  On  April  28,  1947,  Senator  Fred  R. 
Harris,  Dallas,  sought  to  have  the  bill  set  for 
special  order,  but  the  motion  was  lost  by  a vote  of 
10  to  14,  with  four  senators  opposed  to  the  measure 
being  absent. 

The  Naturopath  Bill,  Senate  Bill  190,  was  intro- 
duced in  the  Senate  by  Senator  Charles  Jones,  Bon- 
ham. The  companion  bill  in  the  House,  House  Bill 
86,  was  introduced  by  Representatives  Jones,  Hunt, 
and  F.  G.  Swanson,  Smith  and  Gregg.  There  were 
three  other  House  bills,  House  Bills  160,  344,  and 
793,  which  pertain  to  the  practice  of  naturopathy. 
None  of  these  measures  came  to  a vote  in  the  House, 
but  in  the  Senate,  Senator  Jones  sought  to  have 
Senate  Bill  190  placed  on  second  reading  and  pas- 
sage to  engrossment.  His  motion  lost  by  a vote  of 
15  to  10,  with  three  senators  absent  who  would  have 
opposed  the  measure.  Senator  G.  C.  Morris,  Green- 
ville, led  the  opposition  to  this  bill  in  the  Senate. 

The  Coroner’s  Autopsy  Bill,  House  Bill  217,  was 
introduced  in  the  House  by  Representative  Wood- 
row  Bean,  El  Paso,  who  was  ably  assisted  by  Rep- 
resentative Jameson,  El  Paso,  who  spoke  in  its  be- 
half. The  bill  was  sponsored  in  the  Senate  by  Sena- 
tors Buster  Brown,  Temple,  and  H.  L.  Winfield, 
Fort  Stockton.  It  passed  both  House  and  Senate 
without  amendment  and  as  a result  of  its  passage 
some  serious  discrepancies  in  the  old  Coroner’s  Law 
have  been  corrected. 

The  Hospital  Construction  Bill,  House  Bill  503, 
laying  the  predicate  for  participation  by  Texas  in 
the  benefits  of  the  federal  Hill-Burton  Law,  was 
passed  by  both  the  House  and  Senate.  A companion 
piece  of  legislation,  the  Hospital  License  Bill,  Sen- 
ate Bill  29,  failed  of  passage.  Passage  of  the  Hos- 
pital Construction  Bill  will  enable  Texas  to  par- 
ticipate in  the  federal  appropriation  of  $75,000,000 
for  five  years  for  the  construction  of  needed  hos- 
pitals and  health  centers. 

Additional  Tuberculosis  Facilities,  as  sought  by 
the  Texas  Tuberculosis  Association,  supported  by 
the  State  Medical  Association  and  numerous  other 
organizations,  was  obtained  by  legislation  believed 
to  be  sufficient  for  the  present.  Army  installations 
in  two  sections  of  the  state  which  were  sought  to 
provide  for  additional  hospital  service  were  secured 
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and  are  now  in  process  of  conversion.  Senate  Bill 
147  appropriated  $200,000  to  the  State  Board  of 
Control  for  the  operation  of  these  facilities. 

House  Bill  237,  providing  for  the  construction  of 
a Cancer  and  Pellagra  Hospital  near  Dallas,  and 
House  Bill  61,  which  would  set  up  a Medical  Branch 
of  the  University  of  Texas  at  San  Antonio,  both 
failed  of  final  enactment  because  of  lack  of  funds. 

Members  of  the  Committee  on  Legislation  have 
worked  closely  with  the  Committee  on  Public  Re- 
lations, and  we  want  to  express  our  appreciation 
for  the  efforts  of  Dr.  Merton  M.  Minter,  member 
of  the  Board  of  Trustees  and  former  chairman  of 
the  Committee  on  Public  Relations,  as  well  as 
Dr.  George  A.  Schenewerk,  present  chairman  of  that 
committee,  with  whom  our  relations  have  been  most 
cordial  and  with  whose  committee  we  have  worked 
in  the  closest  harmony.  They  have  given  freely  of 
their  time  and  have  made  every  effort  to  assist  us 
in  our  problems. 

We  have  been  so  active  during  the  past  year  or 
so  that  it  has  been  possible  to  mention  only  a few 
of  our  major  activities.  Because  of  the  extra- 
ordinary legislative  problems  of  the  Fiftieth  Legis- 
lature, we  have  held  conferences  with  the  Board  of 
Trustees,  the  Committee  on  Public  Relations,  the 
Executive  Council,  the  Board  of  Councilors,  and 
many  other  groups.  We  want  to  express  our  deep 
appreciation  of  the  wholehearted  support  of  all  of 
these  people,  particularly  to  Dr.  Truman  C.  Terrell, 
chairman  of  the  Board  of  Trustees;  Dr.  C.  C.  Cody, 
Past-President;  Dr.  B.  E.  Pickett  and  Dr.  Tate 
Miller,  President  and  President-Elect,  respectively; 
and  Dr.  G.  V.  Brindley,  chairman  of  the  Board  of 
Councilors.  They  have  given  unstintingly  of  their 
time  and  energy  and,  above  all,  sound  counsel  and 
advice. 

The  Committee  on  Legislation  has  suffered  great- 
ly because  of  the  retirement  of  its  former  chairman, 
Dr.  John  H.  Burleson,  and  former  members,  Drs.  Z. 
T.  Scott  and  J.  Allen  Kyle,  and  the  unfortunate 
deaths  of  Dr.  N.  D.  Buie  and  Dr.  Holman  Taylor. 
The  State  Medical  Association  owes  them  a debt  of 
gratitude.  The  present  members  have  attempted  to 
carry  on  the  program  commenced  by  them  and  in 
doing  so  have  been  particularly  fortunate  in  having 
Dr.  L.  H.  Reeves  as  a member.  He  has  been  a mem- 
ber of  this  Committee  for  many  years,  and  his  ex- 
perience, counsel,  and  advice  have  been  of  special 
importance  to  the  younger  members  of  the  Com- 
mittee. 

At  present  members  of  the  Committee  on  Legis- 
lation are  working  closely  with  the  Committee  on 
Public  Relations,  which  is  conducting  an  active 
campaign  regarding  proposed  medical  legislation  in 
Texas.  It  is  our  sincere  hope  that  the  medical  pro- 
fession in  the  future  will  take  an  even  greater  in- 
terest in  the  lawmaking  body  of  our  state.  In  this 
connection,  the  Committee  has  secured  a room  for 
use  during  the  annual  session  of  the  State  Medical 
Association,  to  which  each  physician  is  invited  for 
a visit.  It  is  our  hope  that  during  such  visits  we 
can  show  the  importance  of  taking  an  active  inter- 
est in  legislation. 

Recommendations 

The  Committee  on  Legislation  has  the  following 
recommendations  to  make  to  the  House  of  Delegates: 

1.  That  in  the  next  Legislature,  the  Basic 
Science  Bill,  with  corrective  amendments  to  avoid 
duplication  with  the  present  Medical  Practice  Act, 
be  introduced  alone,  and  that  no  other  major  legis- 
lation be  sponsored  by  the  State  Medical  Associa- 
tion. 

2.  That  the  Board  of  Councilors  immediately 
start  a campaign  to  encourage  each  county  medical 
society  in  the  state  to  select  at  least  two  members 
who  are  willing  and  able  to  organize  local  groups 


along  the  lines  necessary  to  assist  in  our  legislative 
program  to  serve  on  the  local  legislative  committee. 
This  organization  should  be  completed  as  soon  as 
possible.  This  request  is  made  of  the  Board  of 
Councilors  because  it  will  take  some  personal  con- 
tact  in  each  society  to  perfect  this  organization. 
Dr.  G.  V.  Brindley,  chairman  of  the  Board  of 
Councilors,  is  already  doing  some  outstanding  wTork 
in  this  regard. 

3.  That  the  Committee  on  Public  Relations  start 
immediately  a program  to  publicize  the  Basic 
Science  Bill  and  inform  the  public  as  to  what  the 
bill  does.  The  people  should  be  informed  that  the 
bill  is  not  an  attempt  to  put  any  school  or  branch 
of  the  healing  arts  out  of  existence,  but  is  designed 
to  maintain  high  educational  standards  for  those 
who  desire  to  practice  the  healing  arts.  It  should 
be  shown  that  the  bill  itself  simply  sets  up  minimum 
standards  for  those  members  of  any  school  of  the 
healing  arts  who  desire  to  practice  upon  the  people 
of  this  state. 

4.  That  the  Woman’s  Auxiliary  be  requested  to 
perfect  an  organization  similar  to  the  one  outlined 
for  the  medical  societies,  this  organization  to  be 
completed  as  soon  as  possible. 

In  conclusion,  we  wish  also  to  call  to  the  attention 
of  the  House  of  Delegates  the  splendid  cooperation 
the  Committee  is  receiving  from  the  Woman’s  Aux- 
iliary. We  are  looking  forward  to  a more  active 
participation  on  the  part  of  the  Woman’s  Auxiliary 
in  the  future. 

Respectfully  submitted, 

J.  B.  Copeland,  Chairman, 

L.  H.  Reeves, 

John  K.  Glen, 

G.  W.  Cleveland, 

Elliott  Mendenhall. 

President  Pickett:  This  report  will  be  referred 
m its  entirety  to  the  Reference  Committee  on  Medi- 
cal Service  and  Public  Relations. 

The  next  report  is  that  of  the  Committee  on  Public 
Relations,  Dr.  George  A.  Schenewerk,  Dallas,  chair- 
man. 

Dr.  Schenewerk  then  presented  the  report  of  the 
Committee  on  Public  Relations,  as  follows: 

REPORT  OF  COMMITTEE  ON  PUBLIC 
RELATIONS 

The  Committee  on  Public  Relations  was  reorgan- 
ized by  the  Board  of  Trustees  on  August  2,  1947, 
as  a result  of  the  resignation  of  Dr.  Merton  M. 
Minter,  chairman  of  the  Committee,  who  resigned 
because  of  his  appointment  to  the  Board  of  Trustees, 
and  the  subsequent  appointment  of  Dr.  George  A. 
Schenewerk  as  chairman  and  Dr.  Harold  M.  Wil- 
liams as  secretary  of  the  Committee.  At  the  time 
of  his  resignation  Dr.  Minter  submitted  a report 
and  recommendations  to  the  Board  which  has  served 
as  a nucleus  for  the  present  public  relations  plan 
developed  by  the  Committee. 

The  first  meeting  of  the  new  Committee  was  held 
in  the  Texas  Hotel,  Fort  Worth,  September  21,  1947. 
At  this  meeting  a comprehensive  plan  of  public 
relations  endeavor  was  presented,  discussed,  and 
adopted.  This  over-all  plan  was  subsequently  ap- 
proved by  the  Board  of  Trustees.  As  pointed  out  in 
this  plan,  the  purposes  of  the  public  relations  pro- 
gram are  as  follows : 

1.  To  encourage  complete  cooperation  of  all  mem- 
bers of  the  State  Medical  Association,  allied  organi- 
zations, and  the  people  in  a constructive  program 
to  “Make  Texas  First  in  Health.” 

2.  To  stimulate  interest  in  personal  health  and  to 
supply  educational  material  to  inform  the  people  on 
the  subject. 
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3.  To  publicize  present  progress  and  future  plans 
toward  a wider  distribution  of  medical  care  in  Texas. 

4.  To  attract  more  physicians  and  medical  stu- 
dents to  Texas. 

5.  To  encourage  more  qualified  physicians  to 
practice  in  rural  areas. 

6.  To  aid  in  the  obtaining  and  stimulating  of 
postgraduate  study  within  the  profession. 

7.  To  offer  service  in  local  campaigns  for  in- 
creased medical  treatment  facilities. 

8.  To  stimulate  youth  to  enter  medical,  nursing, 
and  medical-technician  training. 

9.  To  create  public  understanding  of  medical 
costs. 

10.  To  promote  better  understanding  between  the 
medical  profession  and  the  public. 

11.  To  assist  in  discouraging  a federal  govern- 
ment bureaucratic  system  inimical  to  the  interests 
of  the  people  and  the  medical  profession. 

12.  To  encourage  members  of  the  profession  to 
become  more  interested  in  affairs  of  state. 

13.  To  inform  the  people  of  Texas  on  the  need 
for  a basic  science  law. 

14.  To  demonstrate  that  scientific  and  ethical 
medicine  has  the  public  welfare  at  heart. 

In  line  with  the  statement  of  policy  on  public  rela- 
tions the  Committee  on  Public  Relations  has  de- 
veloped ten  points  which  are  in  the  form  of  “basic 
premises.”  These  will  serve  as  themes  throughout 
the  long-range  program  that  has  been  approved  by 
the  Board  of  Trustees.  More  may  be  added  as  the 
program  develops  and  the  over-all  plan  is  broad- 
ened. These  are  facts  the  Association  proposes  to 
point  up  in  building  better  understanding  between 
the  medical  profession  and  the  public.  (Supporting 
facts  on  these  ten  points  will  be  furnished  soon  in 
pamphlet  form.)  The  ten  points  are  as  follows: 

1.  The  health  of  the  nation  has  been  and  always 
will  be  the  first  consideration  of  the  medical  pro- 
fession. 

2.  The  American  people  now  have  the  best  health 
of  any  nation  at  any  time  in  history. 

3.  Free  people  have  a right  to  free  choice  of 
physician  and  this  right  must  not  be  taken  from 
them. 

4.  There  should  be  nothing  compulsory  in  medi- 
cine. 

5.  Good  medical  service  is  available  to  all  regard- 
less of  financial  status. 

6.  Only  one-fifth  of  the  present  cost  of  scientific 
medical  care  goes  for  doctors’  services. 

7.  The  cost  of  medical  care  is  comparatively  low. 

8.  The  expense  of  medical  care  can  be  met  with- 
out hardship  through  insurance. 

9.  Compulsory  health  insurance  is  not  insurance 
— it  is  socialism. 

10.  Socialism  is  soon  followed  by  communism. 

These  ten  points  serve  as  a basis  for  a positive 

public  relations  program.  They  may  be  expressed 
in  part  through: 

1.  Cooperation  with  government  agencies  for  pub- 
lic health  improvement  and  prevention  of  disease. 

2.  Cooperation  with  labor  and  management  in 
improving  health  in  industry. 

3.  Cooperation  with  farm  groups  in  improving 
rural  health. 

4.  Cooperation  with  the  Veterans  Administration 
in  improving  services  to  veterans. 

5.  The  10-point  Program  of  the  A.  M.  A.,  as 
well  as  other  temperate  and  constructive  services 


vital  to  the  public  interest,  not  the  selfish  interest 
of  the  medical  profession. 

The  Committee  recommended  that  Watson  Asso- 
ciates of  Dallas  be  retained  on  a yearly  basis  as 
professional  public  relations  counsel  on  a retainer 
fee  of  $5,000  ner  year  plus  travel  expenses.  This 
arrangement  was  approved  by  the  Board  of  Trus- 
tees, and  the  firm,  which  had  previously  been  em- 
ployed on  a part-time  basis,  became  active  October 

15.  The  need  for  another  employee  in  the  home  office 
to  coordinate  the  work  of  the  Committee  on  Public 
Relations  was  apparent.  Upon  the  recommendation 
of  the  Committee  and  with  the  approval  of  the  Board 
of  Trustees,  Mr.  Joe  A.  Clark  was  employed  as 
executive  secretary  of  the  Committee.  He  continued 
in  this  capacity  until  the  demise  of  Dr.  Holman 
Taylor,  when  it  became  necessary  for  him  to  assume 
other  duties  as  well  as  continuing  to  assist  the  Com- 
mittee on  Public  Relations. 

A joint  meeting  of  the  Committee  on  Public  Rela- 
tions and  the  Committee  on  Legislation  was  held 
September  21,  in  order  that  members  of  the  Com- 
mittee on  Public  Relations  might  become  informed 
on  legislative  problems. 

At  a meeting  on  October  16,  a proposed  Handbook 
and  Directory  was  approved  and  referred  to  the 
Board  of  Trustees,  which  approved  publishing  this 
book  for  distribution  to  each  member  of  the  Associa- 
tion. The  Handbook,  planned  as  an  annual  publica- 
tion, contains  information  about  the  organization, 
purposes,  and  history  of  the  Association,  and  a list 
of  members  with  their  addresses,  telephone  numbers, 
and  specialties.  A copy  of  the  Handbook  and  Direc- 
tory has  been  made  a part  of  this  report. 

At  the  October  meeting  the  following  appoint- 
ments were  made  to  head  the  various  public  rela- 
tions activities:  speakers’  bureau,  R.  A.  Miller;  co- 
ordination with  allied  professions,  L.  L.  D.  Tuttle; 
coordination  with  rural  groups,  Allen  T.  Stewart; 
coordination  with  government  agencies,  A.  C.  Scott; 
coordination  with  management  and  labor,  J.  E. 
Hogan;  and  coordination  with  the  Woman’s  Auxil- 
iary, George  A.  Schenewerk. 

Upon  invitation  of  the  Post  Graduate  Medical 
Assembly  of  South  Texas,  an  exhibit  demonstrating 
the  organization  of  the  State  Medical  Association 
was  prepared  and  shown  during  the  assembly  De- 
cember 1-3,  in  Houston.  Much  favorable  comment 
was  heard  on  this  endeavor. 

The  same  exhibit  was  used  at  a public  relations 
meeting  of  the  Woman’s  Auxiliary  to  the  Dallas 
County  Medical  Society.  In  cooperation  with  the 
Committee  on  Legislation,  a poster  was  prepared 
and  exhibited  at  this  same  meeting.  This  poster 
consists  of  enlarged  photographs  of  members  of  the 
Fiftieth  Legislature  who  supported  legislation  pro- 
posed by  the  State  Medical  Association.  In  addition 
to  these  two  large  exhibits,  which  are  available  for 
display  elsewhere,  smaller  posters  were  prepared  and 
exhibited  for  the  public  relations  chairman  of  the 
auxiliary.  The  smaller  posters  were  designed  to 
point  out  specific  activities  for  individual  members 
of  the  auxiliary  to  use  in  helping  to  improve  the 
relationship  between  the  medical  profession  and  the 
public.  The  main  exhibit,  which  consists  in  a large 
organization  chart  of  the  Association,  and  some  of 
the  other  exhibit  material  is  on  display  in  the  Rice 
Hotel  during  the  annual  session.  This  is  available 
for  use  by  any  county  or  district  medical  society, 
auxiliary,  or  related  organization. 

During  the  month  of  October,  Dr.  Schenewerk  and 
Dr.  Taylor  attended  the  Southern  Regional  Confer- 
ence of  the  A.  M.  A.  Council  on  Medical  Service  at 
New  Orleans. 

A tour  to  investigate  the  public  relations  factors 
that  might  be  involved  in  the  cooperative  hospital 
situation  was  undertaken  early  in  November.  A rep- 
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resentative  of  the  Committee  on  Public  Relations 
attended  a seminar  for  chest  physicians  at  Sana- 
torium and  visited  Lubbock,  Plainview,  Canyon, 
Amarillo,  and  Hale  Center.  This  trip  was  termi- 
nated by  a brief  visit  to  the  Red  Cross  Blood  Bank 
in  Wichita  Falls,  and  a conference  with  Dr.  H.  E. 
Griffin  at  Graham  concerning  the  activities  of  the 
Council  on  Medical  Economics  and  its  relationship 
to  the  Committee  on  Public  Relations. 

A representative  was  sent  to  the  International 
Postgraduate  Medical  Assembly  of  Southwest  Texas 
in  San  Antonio,  January  27-29;  the  Public  Relations 
Conference  at  Detroit,  January  25;  the  Texas  Public 
Health  Association  meeting  at  Houston,  February 
22-25;  the  Texas  Hospital  Association  meeting  at 
Dallas,  March  4-6;  and  the  Texas  Society  for  Men- 
tal Hygiene  convention  at  El  Paso,  March  11-13.  The 
Committee  on  Public  Relations  was  also  represented 
at  a meeting  of  the  Council  on  Mental  Health  estab- 
lished to  coordinate  the  mental  hygiene  program  in 
the  state. 

The  Committee  on  Public  Relations  prepared  for 
the  Commitee  on  Legislation  a letter  which  was  sent 
to  all  members  of  the  Association  and  the  Auxiliary 
on  the  importance  of  paying  poll  taxes.  The  Com- 
mittee also  was  successful  in  securing  the  services 
of  two  talented  musicians  for  the  public  meeting  to 
be  held  as  a part  of  the  annual  session  in  Houston. 

Emphasis  has  been  placed,  with  evidence  of  in- 
creasing success,  on  the  health  transcriptions  being 
broadcast  over  Texas  radio  stations.  Fifteen  series 
of  fifteen  minute  programs  prepared  by  the  Amer- 
ican Medical  Association  are  available  for  loan 
through  the  central  office  of  the  State  Medical  Asso- 
ciation, and  sixteen  stations  in  Texas  are  now  broad- 
casting these  programs  with  the  approval  of  the 
local  county  medical  societies. 

The  Woman’s  Auxiliary  has  consistently  cooper- 
ated with  the  Committee  on  Public  Relations.  The 
chairman  of  the  Committee  was  invited  to  explain 
the  public  relations  program  of  the  Association  at 
the  September  meeting  of  the  State  Executive  Board 
of  the  Auxiliary.  The  Auxiliary  was  requested  to 
operate  a newspaper  clipping  service  for  the  benefit 
of  the  Committee,  and  this  service,  while  not  yet  in 
full  operation,  is  proving  its  value  as  a source  of 
information  as  to  activities  of  the  medical  profes- 
sion and  as  to  the  opinions  on  health  and  medical 
matters  expressed  by  various  persons  and  agencies 
throughout  the  state. 

A public  relations  kit  consisting  in  a series  of 
fifteen  panel  discussions  was  prepared  for  the 
Woman’s  Auxiliary  and  distributed  to  each  local  or- 
ganization. Correspondence  and  newspaper  clip- 
pings indicate  that  there  has  been  a fine  response 
from  this  material. 

The  Committee  believes  that  its  next  step  is  to 
institute  an  active  public  relations  program  in  each 
district  through  the  cooperation  of  the  councilors. 
The  councilors  were  requested  to  tour  their  districts 
and  endeavor  to  have  a public  relations  committee 
appointed  in  each  component  county  society  inform- 
ing each  society  of  the  proposed  program.  It  was 
estimated  that  approximately  sixty  days,  January 
15  to  March  15,  would  be  necessary  for  completion 
of  this  activity.  For  some  unexplained  reason  sev- 
eral of  the  councilors  did  not  receive  their  manuals, 
and  the  start  of  the  program  in  their  districts  was 
consequently  delayed.  In  most  of  the  districts,  how- 
ever, the  work  is  progressing  satisfactorily  as  evi- 
denced by  letters  from  all  over  the  state  advising 
that  county  societies  have  public  relations  commit- 
tees which  are  eager  to  cooperate  with  the  state  com- 
mittee in  any  manner  possible.  In  view  of  this  re- 
sponse, the  plans  of  the  Committee  on  Public  Rela- 
tions as  of  March  15  were  made  known  to  the  com- 
ponent county  societies  in  the  form  of  a printed 
manual  entitled  “The  Physician  Meets  the  Public,” 


a copy  of  which  has  also  been  made  a part  of  this 
report. 

The  Committee  has  had  the  most  gratifying  co- 
operation from  every  direction,  and  its  members 
cannot  help  but  succeed  in  their  endeavor  as  long  as 
they  continue  to  have  the  able  assistance  of  the 
President,  the  President-Elect,  the  councilors,  and 
others  in  many  positions  and  from  many  localities. 
Especially  would  the  Committee  like  to  commend  the 
exceptionally  fine  service  rendered  by  Dr.  Minter 
as  chairman  of  the  Committee.  The  encouragement 
received  from  all  sides  has  been  a constant  source  of 
stimulation. 

Recommendations 

The  Committee  on  Public  Relations  submits  the 
following  recommendations : 

1.  That  an  active  Committee  on  Public  Relations 
be  appointed  by  each  of  the  component  county  med- 
ical societies  to  serve  in  promoting  a sound  pro- 
gram of  public  relations;  that  each  member  of  this 
Association  cooperate  fully  in  promoting  good  public 
relations  between  the  medical  profession  and  the 
people  of  his  community;  and  that  the  councilors 
actively  promote  this  program  in  their  various  dis- 
tricts. 

2.  That  sufficient  funds  be  provided  through  an 
increase  in  membership  dues  to  carry  on  an  adequate 
program  of  public  relations  as  approved  by  the 
Board  of  Trustees. 

3.  That  plans  be  adopted  for  the  construction  of 
a new  building,  adequate  for  the  needs  and  appro- 
priate in  appearance,  to  house  the  offices  and  Librai'y 
of  the  Association,  or  if  this  is  not  possible  at  the 
present  time,  that  the  building  now  housing  the  cen- 
tral office  be  renovated,  redecorated,  and  beautified 
in  a manner  befitting  the  dignity  of  the  medical 
profession  of  Texas. 

Respectfully  submitted, 

George  A.  Schenewerk,  Chairman, 
Harold  M.  Williams,  Secretary, 

R.  A.  Miller, 

Allen  T.  Stewart, 

J.  E.  Hogan, 

A.  C.  Scott, 

L.  L.  D.  Tuttle. 

Dr.  Schenewerk : Our  committee  has  the  unpopular 
task  of  spending  your  money  and  telling  you  some- 
thing is  wrong  with  you.  Perhaps  we  can  temper 
that  a little  bit  by  telling  you  that  we  are  going  to 
get  $1.20  worth  of  value  for  every  $1  that  we  spend. 
Another  thing  is,  if  we  point  out  something  wrong 
with  you,  we  will  point  out  where  it  can  be  cor- 
rected  if  possible.  That  applies  to  me  as  well  as 
every  one  else. 

I have  no  desire  to  hasten  this  thing  because  I 
feel  like  what  we  are  presenting  will  fall  back  on 
your  neck  as  much  as  it  will  mine. 

We  are  branching  out  into  a field  where  we  have 
not  gone  too  far  heretofore.  We  are  like  the  person 
climbing  the  side  of  a mountain.  If  we  make  a 
step  in  the  right  direction,  we  will  probably  get 
up  one  foot;  if  we  make  a step  in  the  other  direction 
we  are  liable  to  fall  a thousand  feet.  What  we  are 
endeavoring  to  do  may  have  its  compensation  and 
it  also  has  its  dangers.  I ask  you  to  go  along  care- 
fully with  us,  realizing  that  this  is  you  and  not 
necessarily  the  committee.  We  represent  you  in  the 
field  of  public  relations,  that  is  between  the  medical 
profession  and  the  public. 

Another  thing  I wish  all  of  you  would  know-  — 
some  do  not  seem  quite  to  understand  it — and  that 
is  that  a public  relations  committee  is  not  a pub- 
licity committee  itself,  that  is  only  a part  of  it. 
And  we  work  directly  under  the  direction  of  the 
Board  of  Trustees.  Anything  that  any  committee 


1948 


TRANSACTIONS 


109 


wants  us  to  aid  in  should  properly  be  referred 
to  the  Board  of  Trustees  and  the  Board  of  Trustees 
will  then  call  us  in  as  the  vehicle  to  carry  it  out. 

President  Pickett:  This  report  will  be  referred 
to  the  Reference  Committee  on  Medical  Service  and 
Public  Relations  except  that  part  dealing  with  in- 
creased dues  and  construction  of  a new  building, 
which  is  referred  to  the  Reference  Committee  on 
Finance. 

Upon  motion  by  Dr.  D.  H.  Hudgins,  Kaufman, 
seconded  by  Dr.  Dwight  R.  Knapp,  Kerr-Kendall- 
Gillespie-Bandera,  a recess  was  taken  at  12:15 
p.  m.  until  1:30  p.  m. 

Afternoon  Session 

The  afternoon  session  was  called  to  order  at  1:30 
p.  m.,  by  President  Pickett. 

President  Pickett:  The  first  thing  that  we  will 
consider  is  a supplementary  report  from  the  Refer- 
ence Committee  on  Credentials. 

Third  Report,  Reference  Committee 
on  Credentials 

Dr.  Troy  A.  Shafer:  Mr.  President,  we  now  have 
115  delegates  from  county  societies  registered  and 
32  ex-officio  delegates. 

President  Pickett:  A few  of  us  feel  that  the  way 
we  are  going,  we  can  finish  down  to  the  reference 
committees’  reports  this  afternoon.  That  would  leave 
us  this  evening  with  nothing  to  do  unless  our  refer- 
ence committees  can  bring  in  a partial  report  and 
let  us  act  on  it.  If  we  go  into  Wednesday  evening 
with  the  entire  load  of  reference  committee  reports 
on  us,  it  is  going  to  be  next  to  impossible  to  finish 
that  work  that  evening.  If  this  House  of  Delegates 
will  permit  some  of  the  reports  taken  out  of  then- 
order  so  that  they  can  be  referred  to  these  refer- 
ence committees  and  the  reference  committees  meet 
this  afternoon  and  act  on  them  and  bring  us  a 
partial  report — they  may  make  a supplemental  re- 
port later — we  can  get  from  under  quite  a bit  of 
this  load  tonight.  Is  there  any  objection  to  that 
procedure?  There  is  no  objection  to  it,  so  I am  going 
to  proceed  on  that  basis. 

The  next  report  that  will  be  offered  is  the  re- 
port of  the  Committee  on  Library  Endowment.  Dr. 
V.  R.  Hurst,  Longview,  is  the  chairman,  but  he  has 
asked  that  Dr.  J.  C.  Terrell,  Stephenville,  a mem- 
ber of  the  committee,  make  that  report. 

Dr.  Terrell  then  presented  the  report  of  the  Com- 
mittee on  Library  Endowment,  as  follows : 

REPORT  OF  COMMITTEE  ON  LIBRARY 
ENDOWMENT 

This  Committee  became  a permanent  standing- 
committee  of  the  Association,  with  overlapping  five- 
year  terms  of  office,  by  act  of  the  House  of  Dele- 
gates, in  1946.  The  duty  of  the  Committee,  as  stated 
in  the  amendment  to  the  By-Laws  of  the  Constitu- 
tion, is  to  “secure  donations  and  endowment  funds 
for  the  Texas  Memorial  Medical  Library  Association, 
and  to  keep  the  members  of  the  Association  ac- 
quainted with  the  services  offered  by  the  Library 
to  members  and  the  public,  and  its  need  for  con- 
tinuous greater  development  and  greater  services.” 
It  is  required  to  present  to  each  annual  meeting  of 
the  House  of  Delegates  a report  showing  its  activi- 
ties during  the  preceding  year. 

Although  this  Committee  cannot  report  any  out- 
standing contributions,  there  have  been  a few  which 
are  well  worth  mentioning,  and  which  are  greatly 
appreciated.  For  a number  of  years.  Dr.  L.  O.  God- 
ley,  Fort  Worth,  has  been  a consistent  donor  of 
valuable  medical  periodicals  to  the  Library.  The 
Association  is  indebted  to  him  for  many  volumes  of 
the  Journal  of  Pediatrics,  both  bound  and  unbound. 
His  latest  gift  is  a complete,  nicely  bound  set  of  the 


International  Medical  Digest,  covering  the  years 
1937-1947.  Another  generous  gift,  from  Dr.  M.  L. 
Stubblefield,  Baird,  consists  of  a complete  bound 
set  of  the  American  Journal  of  Diseases  of  Children, 
from  volume  1,  1911,  through  volume  67,  1944.  These 
two  contributions  will  be  of  great  value  to  phy- 
sicians who  make  use  of  the  Library. 

Other  members  of  the  Association  who  have  made 
valuable  donations  to  the  Library  during  the  year 
are  Dr.  Karl  John  Karnaky,  Houston,  2 motion  pic- 
ture films;  Dr.  Ray  K.  Daily,  Houston,  2 films;  Dr. 
George  Ehni,  Temple,  1 film;  and  the  Hurst  Eye, 
Ear,  and  Throat  Clinic,  Longview,  1 film.  The  Com- 
mittee on  Library  Endowment,  the  Library  staff, 
and  the  Association  members  are  grateful  to  these 
donors  for  their  fine  spirit  of  cooperation  and  gen- 
erosity. 

The  Committee  is  of  the  opinion  that  no  single 
service  of  the  State  Medical  Association  of  Texas 
is  more  important  than  that  rendered  by  the  Library 
of  the  Association;  indeed,  the  Committee  is  of  the 
opinion  that  the  service  rendered  by  the  Library  in 
the  past  and  that  which  is  being  rendered  at  the 
present  time,  has  been  and  is  of  extreme  value  to 
scientific  medicine,  the  practitioners  of  medicine, 
and  to  the  lay  public.  Nor  should  it  stop  here;  the 
possibilities  inherent  in  our  Library  service  are  a 
challenge.  It  is  strange  that  so  few  have  thought 
to  contribute  money  to  such  a worthy  cause  as  our 
medical  Library — endowment  funds  for  the  purchase 
of  books,  journals,  films,  and  other  materials  nec- 
essary for  growth  and  expansion,  and  money  toward 
a permanent,  fireproof  building  to  house  this  val- 
uable collection  of  material  which  millions  of  dollars 
could  not  replace. 

The  Trustees  of  the  State  Medical  Association  of 
Texas  organized  themselves  into  a common  law  trust 
for  the  sole  purpose  of  raising  money  for  the  sup- 
port of  the  Library  of  the  State  Medical  Association. 
Contributions  and  endowments  made  to  the  Texas 
Memorial  Medical  Library  Association  are  deduct- 
ible for  income  tax  requirements.  If  the  doctors  of 
Texas  can  get  the  idea  over  to  the  people  in  their 
communities  who  have  wealth  that  no  better  use 
could  be  made  of  their  surplus  funds  than  this  cause, 
the  Library  will  receive  the  endowment  support  to 
which  it  is  entitled. 

The  Committee  is  open  to  suggestions  from  the 
members  of  the  State  Medical  Association. 

Respectfully  submitted, 

V.  R.  Hurst,  Chairman, 
Walter  G.  Stuck, 

O.  B.  Kiel, 

J.  C.  Terrell, 

F.  T.  McIntire. 

President  Pickett:  The  report  of  the  Committee 
on  Library  Endowment  is  referred  to  the  Reference 
Committee  on  Finance. 

We  will  have  the  report  of  the  Committee  on 
Cancer,  Dr.  E.  W.  Bertner,  Houston,  chairman. 

Dr.  Bertner  then  presented  the  report  of  the  Com- 
mittee on  Cancer,  as  follows: 

REPORT  OF  COMMITTEE  ON  CANCER 
More  and  more  the  role  of  the  Committee  on 
Cancer  of  the  State  Medical  Association  appears  to 
be  developing  as  one  of  coordination,  stimulation, 
and  encouragement  to  the  other  groups  in  the  state 
interested  in  the  problem  of  cancer  control.  In  an 
attempt  to  further  this  ambition  your  Committee 
succeeded  in  organizing  in  July,  1947,  the  Texas 
Cancer  Coordinating  Council. 

This  voluntary  association  is  comprised  of  the 
executives  of  the  two  official  state  health  agencies 
concerned  with  cancer,  namely,  the  State  Depart- 
ment of  Health  and  the  M.  D.  Anderson  Hospital 
for  Cancer  Research,  which  is  the  official  state 
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cancer  hospital  and  a branch  of  the  University  of 
Texas;  the  executive  director  of  the  American  Can- 
cer Society,  Texas  Division;  and  the  chairman  of 
your  Committee  on  Cancer.  We  thus  have  repre- 
sentation from  the  two  official  agencies  and  the 
two  voluntary  agencies  most  vitally  concerned  with 
this  problem.  The  chairman  of  your  Committee 
has  been  elected  chairman  of  the  Coordinating  Coun- 
cil; the  secretary  has  been  selected  from  the  State 
Health  Department.  It  is  the  purpose  of  the  Coun- 
cil as  its  program  advances  to  invite  to  serve  with 
it  in  an  advisory  capacity  representatives  of  other 
groups  throughout  the  state  which  have  an  inter- 
est in  the  cancer  problem.  A start  in  this  direc- 
tion has  been  made  with  the  Texas  Society  of 
Pathologists. 

The  primary  objectives  of  the  Council  are  two 
in  number : ( 1 ) to  establish  a long-range  cancer 

control  program  which  can  be  carried  on  jointly  by 
the  several  agencies  involved,  with  a minimum  of 
overlapping'  of  activity  and  duplication  of  effort; 
(2)  to  undertake  cancer  control  projects  of  a spe- 
cific nature  which  would  be  too  large  or  too  com- 
plicated for  any  one  of  the  agencies  involved  to 
undertake  without  the  assistance  of  the  others.  It  is 
perhaps  too  soon  to  expect  tangible  results  from  the 
first  of  these  objectives  but  your  Committee  is  ex- 
tremely pleased  to  call  attention  to  the  Texas  Can- 
cer Bulletin,  the  first  issue  of  which  has  just  been 
mailed  to  every  doctor  licensed  to  practice  medicine 
in  Texas.  This  is  a good  example  of  the  type  of 
cooperative  effort  which  the  Coordinating  Council 
hopes  it  can  inspire  or  sponsor.  The  editorial  work 
of  the  Bulletin  is  done  by  the  staff  of  the  state’s 
cancer  hospital,  the  cost  of  publishing  and  mailing 
is  defrayed  by  the  State  Department  of  Health  and 
the  American  Cancer  Society,  Texas  Division.  We 
believe  that  this  is  the  first  time  an  attempt  has 
been  made  on  this  elaborate  basis  to  take  the  can- 
cer message  to  the  group  of  physicians  who  must 
continue  to  remain  the  cornerstone  of  any  cancer 
control  program — the  family  physician,  the  man 
who  usually  sees  the  cancer  patient  first. 

Significantly  the  first  issue  opens  with  an  article 
entitled  “Every  Doctor’s  Office  a Cancer  Detec- 
tion Center,”  which  closes  with  the  challenging 
thought:  “With  few  exceptions,  the  life  of  the  can- 
cer patient  is  in  the  hands  of  the  first  physician  he 
sees.”  This  is  the  alpha  and  omega  of  the  cancer 
control  program.  It  is  the  firm  intention  of  your 
Committee  to  exert  its  best  efforts  to  see  to  it  that 
the  cancer  program  in  Texas  remains  on  the  high 
ethical  and  scientific  level  it  now  occupies.  Further 
in  this  report  we  shall  show  how  the  individual  phy- 
sician and  his  county  medical  society  are  being  as- 
sisted by  the  American  Cancer  Society  in  preparing 
for  the  cancer  patient  and  in  providing  facilities 
for  his  diagnosis,  treatment,  and  care. 

We  must  not  fail  to  point  out,  however,  that  this 
willingness  to  entrust  the  vital  aspects  of  the  pro- 
gram to  the  practicing  physician  entails  on  our  part 
a recognition  of  our  responsibility  in  the  matter.  If 
every  doctor’s  office  is  to  remain  a cancer  detection 
center,  we  must  never  forget  the  fact  that  with  few 
exceptions  the  life  of  the  cancer  patient  is  in  the 
hands  of  the  first  physician  he  sees  and  we  must 
be  constantly  on  the  alert  not  merely  to  detect  can- 
cer in  the  patients  passing  under  our  observation 
but  also  to  arrange  at  once  for  the  necessary  assist- 
ance that  patient  needs  in  establishing  a diagnosis 
and  in  instituting  treatment.  It  is  the  firm  con- 
viction of  your  Committee  that  only  through  this 
type  of  program  can  we  succeed  in  making  inroads 
on  the  cancer  problem  in  Texas.  More  than  that 
we  feel  that  by  thus  establishing  a cooperative  rela- 
tionship between  the  health  organization  and  the 


privately  practicing  physician,  we  are  creating  the 
best  possible  insurance  against  outside  interference 
from  some  governmental  agency. 

As  reported  by  your  Committee  in  1946  and  1947, 
the  .American  Cancer  Society,  Texas  Division,  is 
organized  in  such  fashion  as  to  make  it,  in  many  of 
its  aspects,  a direct  extension  of  the  activities  of 
your  own  Committee  on  Cancer  and  of  your  own 
State  Medical  Association.  Each  of  the  fifteen  coun- 
cilors of  the  State  Medical  Association  is  a mem- 
ber of  the  board  of  directors  of  the  Cancer  Society 
as  are  the  five  members  of  your  Committee  on  Can- 
cer. The  five  members  of  the  Committee  on  Cancer 
also  are  members  of  the  executive  committee  of  the 
Texas  Division;  the  chairman  of  your  Committee 
on  Cancer  has  been  elected  chairman"  of  the  executive 
committee.  This  enables  the  physicians  of  the  state 
to  have  direct  representation  in  the  innermost  coun- 
cils of  this  lay  organization.  We  believe  that  this 
is  a unique  situation  and  one  of  which  we  should  be 
proud,  but  also  one  which  puts  upon  us  a consider- 
able responsibility.  The  Texas  Division  in  its  finan- 
cial campaign  in  1947  raised  more  than  a quarter 
of  a million  dollars;  it  is  their  expectation  that  the 
April  campaign  in  1948  will  more  than  double  this 
amount.  The  administration  of  a half  million  dol- 
lars in  the  hands  of  a voluntary  health  agency  is  a 
responsibility  which  cannot  lightly  be  assumed. 

Fortunately  the  Texas  Division  of  the  American 
Cancer  Society  has  shown  every  willingness,  in  fact 
marked  eagerness,  to  make  certain  that  the  organ- 
ized medical  profession  of  the  state  is  given  every 
opportunity  to  exercise  the  leadership  and  guiding 
control  in  medical  matters  which  all  of  us  feel  it  is 
best  qualified  to  assume.  The  basic  organization 
of  the  Cancer  Society  calls  for  a triumvirate  of 
leadership : a business  man  to  help  raise  the  money 
and  to  help  guide  its  expenditures;  a leader  of  women 
whose  responsibility  it  is  to  recruit,  train,  and  super- 
vise the  activities  of  the  large  number  of  volunteers 
which  the  program  requires;  and  finally  a physician 
whose  responsibility  it  is  to  keep  the  program  on 
sound  scientific  lines  and  within  due  ethical  bounds. 
The  Division  is  repeating  that  type  of  organization 
in  all  of  its  subdivisions  and  your  Committee  at  this 
time  again  bespeaks  the  cooperation  of  the  county 
medical  societies  in  seeing  to  it  that  the  local  units 
of  the  American  Cancer  Society,  Texas  Division,  are 
given  the  kind  of  help  and  the  kind  of  leadership 
to  which  they  are  justly  entitled. 

It  is  the  announced  objective  of  the  American 
Cancer  Society,  Texas  Division,  to  encourage  the 
establishment  in  each  of  the  councilor  districts  of  the 
state  at  least  one  of  each  of  the  following  types  of 
service : 

1.  A cancer  information  center,  which  is  a place 
where  the  public  can  go  for  accurate,  sympathetic, 
and  honest  advice  on  cancer  problems.  This  goes 
beyond  the  distribution  of  literature  or  the  arrang- 
ing for  speakers  to  address  lay  audiences.  It  in- 
cludes helping  the  patient  or  the  family  of  the 
patient  solve  the  many  personal  problems  involved 
in  so  complex  a disease.  These  problems  range  all 
the  way  from  the  selection  of  a physician  to  the 
securing  of  nursing  or  other  assistance  in  the  care 
of  the  patient.  Each  of  these  information  centers 
is  being  organized  on  the  basis  of  having  the  cancer 
committee  of  the  local  county  medical  society  respon- 
sible for  the  establishment  of  policies  and  the  super- 
vising of  the  activities  of  the  center.  It  is  planned 
to  make  this  a real  cooperative  movement  between 
the  Cancer  Society  and  the  Medical  Society. 

2.  The  second  type  of  service  being  encouraged 
by  the  American  Cancer  Society,  Texas  Division, 
is  the  cancer  diagnostic  clinic.  It  is  the  announced 
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policy  of  the  Cancer  Society  to  work  in  this  matter 
also  with  the  county  medical  societies.  A few  ex- 
ceptions were  made  in  the  beginning  of  the  program 
but  at  the  moment  the  policy  is  to  appropriate 
money  to  the  county  medical  society  which  is  looked 
upon  to  assume  responsibility  for  the  organization 
of  the  clinic,  for  the  selection  of  its  staff,  and  for 
the  maintenance  of  professional  standards  adequate 
to  meet  the  requirements  for  approval  by  the  Ameri- 
can College  of  Surgeons. 

3.  The  third  type  of  service  activity  in  which  the 
American  Cancer  Society  is  interested  is  the  assist- 
ance of  treatment  centers,  but  at  the  present  time 
the  principal  efforts  are  being  made  in  the  direction 
of  information  centers  and  diagnostic  clinics  with 
the  idea  that  the  encouragement  of  treatment  facili- 
ties will  be  deferred  until  local  resources  and  local 
situations  indicate  their  development  as  a natural 
consequence  of  the  other  two  activities. 

Another  major  field  of  activity  of  the  American 
Cancer  Society,  Texas  Division,  consists  of  making 
it  possible  for  medical  groups,  either  statewide  or 
local,  to  provide  opportunities  for  professional  edu- 
cation of  their  members.  The  Division  is  working 
with  all  three  of  the  medical  schools  of  the  state, 
with  special  medical  societies  on  a statewide  basis, 
as  well  as  with  county  medical  groups.  It  is  their 
hope  to  continue  to  appropriate  money  for  this  pur- 
pose as  rapidly  as  the  medical  profession  finds  the 
need  for  it  or  develops  opportunities  for  its  expendi- 
ture. 

Perhaps  the  greatest  achievement  of  your  com- 
mittee so  far  has  been  encouragement  of  the  develop- 
ment of  adequate  facilities  for  the  diagnosis  and 
treatment  of  this  disease.  Three  years  ago,  as  a 
result  of  war  conditions  and  other  disturbances 
arising  out  of  the  war,  there  were  in  Texas  only 
two  or  three  clinic  groups  which  were  really  func- 
tioning on  an  efficient  basis.  For  the  most  part 
even  these  were  not  well  equipped  for  the  care  of 
the  indigent  cancer  patient.  Today  we  have  in  full 
operation  the  M.  D.  Anderson  Hospital  at  Hous- 
ton, which  is  rapidly  becoming  recognized  as  an  out- 
standing institution  and  one  of  the  leading  cancer 
centers  in  the  United  States.  We  also  have  in 
Texas  no  less  than  sixteen  tumor  clinics  which  either 
are  approved  by  the  American  College  of  Surgeons 
or  are  organized  on  a basis  where  such  approval 
can  be  secured  after  they  have  seiwed  their  pro- 
bationary period.  We  believe  that  this  is  a situa- 
tion of  which  the  Texas  medical  profession  can 
justly  be  proud. 

During  the  year  the  personnel  of  your  Commit- 
tee has  undergone  certain  changes:  We  regret  to 
mention  the  loss  by  death  of  our  associate  Dr. 
George  W.  Caldwell,  Dallas.  Dr.  Caldwell  was  re- 
placed by  the  appointment  of  Dr.  C.  B.  Carter, 
Dallas.  After  a short  time  Dr.  Carter  found  it 
necessary  to  resign  and  his  place  is  now  occupied 
by  Dr.  C.  D.  Bussey,  Dallas.  Your  Committee  was 
very  regretful  to  receive  the  resignation  early  in 
the  year  of  Dr.  Frank  C.  Beall,  Fort  Worth,  who 
has  been  one  of  the  pioneers  in  cancer  control 
activities  in  Texas.  Dr.  Beall  was  replaced  by  Dr. 
Charles  Phillips,  Temple. 

Your  Committee  cannot  close  this  report  without 
expressing  its  real  thanks  and  appreciation  to  the 
members  of  the  Texas  Cancer  Coordinating  Council 
for  their  help  during  the  past  year.  It  particularly 
wants  to  express  appreciation  to  Dr.  R.  Lee  Clark 
of  the  M.  D.  Anderson  Hospital  and  to  Mr.  J.  Louis 
Neff,  executive  director  of  the  American  Cancer 
Society,  Texas  Division.  In  a very  real  sense  the 
activities  of  the  hospital  and  of  the  Cancer  Society 
can  be  considered  a direct  extension  of  the  activities 


of  the  State  Medical  Association  and  its  Committee 
on  Cancer. 

E.  W.  Bertner,  Chairman, 
David  A.  Todd, 

C.  D.  Bussey, 

John  D.  Weaver, 

Charles  Phillips. 

President  Pickett:  The  report  of  the  Committee 
on  Cancer  is  referred  to  the  Reference  Committee 
on  Scientific  Work. 

I am  next  calling  for  the  report  of  the  Committee 
on  Amendments  to  the  Constitution  and  By-Laws, 
Dr.  Claude  C.  Cody,  Houston,  chairman. 

REPORT  OF  COMMITTEE  ON  REVISION  OF 
CONSTITUTION  AND  BY-LAWS 

Dr.  Cody  then  presented  the  report  of  the  Commit- 
tee on  Revision  of  the  Constitution  and  By-Laws. 
The  report,  printed  in  full  in  the  Handbook,  re- 
peated the  proposed  revisions  as  published  in  the 
January,  1948,  issue  of  the  Journal,  pages  587-594, 
with  two  exceptions.  The  first  change  was  an  in- 
troductory paragraph  as  follows: 

The  Committee  received  and  acted  on  instructions 
from  the  House  of  Delegates  to  make  a thorough 
revision  of  the  Constitution  and  By-Laws.  A careful 
study  of  our  organic  law  was  undertaken  for  the 
purpose  of  exploring  the  possibilities  for  improve- 
ments and  curing  conflicts.  In  the  course  of  these 
studies,  it  was  found  that  the  charter  of  the  Asso- 
ciation should  be  amended  and  extended.  The  amend- 
ments and  revisions  of  the  Constitution  and  By-Laws 
are  submitted  for  consideration  of  the  House  of 
Delegates  as  follows : . . . 

The  second  change  from  the  Journal  printing 
was  revision  of  Section  4,  Chapter  VIII  of  the  By- 
Laws  (page  591  in  the  January  Journal)  to  read 
as  follows: 

Sec.  4 (a-1)  The  Executive  Council  shall  ex- 
officio  consist  of  the  President,  Vice-President, 
President-Elect,  Secretary,  Treasurer,  Speaker  of 
the  House  of  Delegates,  the  Trustees,  the  Council- 
ors, the  chairmen  of  the  several  councils,  and  the 
chairman  of  the  Committee  on  Public  Relations.  The 
Executive  Council  shall  have  regular  meetings  on 
the  last  Saturday  in  August  and  on  the  last  Satur- 
day in  January.  A special  meeting  may  be  called  by 
the  President  at  his  discretion.  The  chairman  and 
secretary  of  the  Executive  Council  shall  be  respec- 
tively the  President  and  Secretary  of  the  Associa- 
tion. It  shall  be  the  duty  of  this  Council  in  the 
interim  between  annual  sessions  to  advise  the  offi- 
cers, councils,  and  committees  of  the  Association  in 
the  management  and  coordination  of  its  several  ac- 
tivities, to  administer  the  affairs  assigned  to  it  by 
the  House  of  Delegates,  to  fix  the  policy  of  the 
Association  subject  to  the  affirmative  approval  of 
the  ensuing  House  of  Delegates;  provided,  that  the 
approval  of  a resolution  or  motion  in  contravention 
with  a policy  adopted  by  the  House  of  Delegates 
shall  require  a majority  of  three-fourths  of  those 
present.  If  for  any  reason  a member  of  the  Asso- 
ciation holding  any  office  may  not  perform  the 
duties  of  such  office,  the  Executive  Council  shall  re- 
quest the  President  to  call  for  the  resignation  of 
said  member.  Within  ten  days  after  the  death,  dis- 
ability, or  removal  of  both  the  President  and  Vice- 
President,  the  Executive  Council  shall  assemble  on 
call  of  the  President-Elect  for  the  purpose  of  elect- 
ing a President  for  the  unexpired  term.  In  the 
interim  the  President-Elect  shall  serve  as  President 
pro  tempore.  A quorum  shall  consist  of  twelve  mem- 
bers. 

Dr.  Cody:  Three  years  ago  at  Galveston,  Dr.  H.  F. 
Connally  recommended  very  heartily  that  the  Con- 
stitution and  By-Laws  should  receive  a thorough- 
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going  l’evision.  That  was  attempted  during  my  ad- 
ministration and  we  never  were  able  to  get  to  it  on 
account  of  pressing  business.  Now  the  suggested 
revision  has  been  pretty  thorough-going.  As  you 
will  recall  the  recommendation  for  a thorough- 
going revision,  streamlining  the  organization,  was 
embodied  in  a resolution  carried  by  a unanimous 
vote.  Everybody  is  in  favor  of  a streamlined 
thorough-going  revision,  but  most  of  us  do  not  want 
to  see  any  changes  made. 

There  have  been  a number  of  changes  made  in 
this  revision  due  to  the  fact  that  the  previous  Con- 
stitution and  By-Laws  was  built  to  fit  a medical 
organization  of  some  1,500  people.  Our  organiza- 
tion now  consists  of  over  5,000.  Formerly,  prac- 
tically all  of  the  business  could  be  handled  from 
the  central  office  and  by  the  President.  That  is 
no  longer  the  case.  No  longer  does  this  organiza- 
tion revolve  around  personalities.  It  must  revolve 
around  organizations.  For  each  one  of  the  changes 
that  are  presented  here  we  can  give  you  very  good 
reasons.  I do  not  know  whether  the  President 
would  wish  to  have  those  reasons  gone  into  be- 
fore the  body  of  the  House  or  have  them  taken 
up  before  the  reference  committee.  It  might  be  a 
good  thing  for  the  members  of  the  House  to  under- 
stand some  of  the  salient  reasons  themselves. 

President  Pickett:  Go  right  ahead,  Dr.  Cody. 

Dr.  Cody:  In  the  proposed  revision  of  the  Con- 
stitution under  Article  III,  “Officers”  you  will  note 
that  there  is  one  vice-president  now.  The  reason 
for  this  change  is  that  experience  has  shown  that 
when  there  are  three  vice-presidents,  it  is  equiva- 
lent to  having  none,  and  for  years  the  President- 
Elect  has  been  in  effect  a vice-president.  I think 
that  our  President  will  confirm  this  statement, 
that  you  are  working  your  President  too  hard.  He 
needs  more  help.  We  feel  that  having  a vice-presi- 
dent the  choice  is  automatic.  With  the  President- 
Elect,  you  then  will  have  three  men  that  can  Jje 
called  on.  You  will  note  also  that  there  has  been 
a Committee  on  Legislation  and  a Council  on  Medi- 
cal Defense  dropped  from  the  list  of  officers  and 
that  there  has  been  added  a Speaker  of  the  House 
of  Delegates.  It  was  believed  that  in  line  with  the 
previous  statement  about  the  President  being 
worked  very  hard,  at  the  annual  meeting  particu- 
larly, a relief  could  be  given  to  him  by  having  a 
Speaker  of  the  House.  Allow  me  to  make  this 
very  clear:  dropping  the  Committee  on  Legislation 
from  the  officers  and  the  Council  on  Medical  De- 
fense from  the  list  of  officers  is  by  no  manner  of 
means  a reflection  on  the  services  of  those  two  com- 
mittees. They  have  rendered  excellent  service,  but 
the  change  fits  into  the  expanding  services  of  the 
organization  in  which  it  was  felt  by  your  Commit- 
tee on  Revision  that  the  primary  purpose  of  this 
organization  is  scientific  and  educational  and  only 
incidentally  legislative  and  medical  defense.  Provi- 
sions are  made  later  in  the  composition  of  the 
House  of  Delegates  that  will  make  that  a little  more 
clear  than  it  may  be  from  this  short  statement. 

Under  Article  VII,  “House  of  Delegates”  you 
will  find  that  the  composition  of  the  House  of  Dele- 
gates has  been  changed  somewhat  to  the  degree  that 
the  Speaker  of  the  House  of  Delegates  has  been 
added  and  that  several  chairmen  of  the  respective 
councils  have  been  added.  We  feel  that  the  Coun- 
cil on  Scientific  Work,  the  Council  on  Medical  Edu- 
cation and  Hospitals,  and  the  other  councils  are  an 
integral  part  of  this  organization  and  that  councils 
should  be  able  to  speak  directly  to  the  House. 

Section  3 of  Article  VII,  providing  for  a War 
Council,  is  an  effort  to  provide  for  emergencies  and 
your  attention  is  directed  to  that  particularly.  Mind 
you,  the  Speaker  shall  request  the  Secretary  to  call 
a meeting  of  the  War  Council  at  approximately  the 


usual  date  of  the  annual  session  of  the  Association, 
that  is,  it  takes  two  to  determine  whether  there 
should  be  a meeting  of  the  War  Council.  The 
Speaker  of  the  House  cannot  direct  the  Secretary 
to  call  it.  It  is  in  effect  that  a meeting  of  the 
War  Council  is  called  by  the  Secretary  and  the 
Speaker,  which  is  the  only  time  that  the  Speaker 
can  call  a meeting  of  the  House. 

Possibly  at  this  meeting  it  might  be  wise  to  direct 
attention,  though  we  had  nothing  to  do  with  it,  to 
Section  2 of  Article  XII,  “Incorporation,”  stating: 
“The  Association  shall  have  the  authority  to  take 
out  papers  of  incorporation  under  the  corporate 
laws  of  the  State  of  Texas.”  It  is  not  primarily  a 
corporation  to  transact  business.  It  is  primarily  an 
association. 

Attention  is  also  called  to  Section  6,  Chapter  I, 
of  the  By-Laws,  which  provides  that  the  time  of 
filing  reports  shall  not  be  later  than  February  1. 
That  is  in  line  with  our  more  flexible  meeting  date, 
which  the  change  of  the  fiscal  year  has  allowed. 

Under  Section  3,  Chapter  VI,  “House  of  Dele- 
gates,” the  changes  that  have  been  made  are  for 
the  purpose  of  expediting  the  transaction  of  busi- 
ness in  the  organization  of  the  House. 

In  Section  8 is  a radical  departure  from  our  cus- 
toms in  the  past:  “The  length  of  time  in  the  pre- 
sentation of  reports  of  an  officer,  a board,  a coun- 
cil, or  committee  to  the  House  of  Delegates  shall 
not  exceed  twenty  minutes.  Such  reports  as  may 
require  more  than  twenty  minutes  in  presentation 
shall  be  printed  in  full — or  to  any  reasonable  ex- 
tent— in  the  Handbook  and  Minutes  of  the  House.” 
That  is  to  protect  the  agenda  of  the  House.  There 
are  too  many  committees  reporting  to  the  House, 
at  least  in  the  opinion  of  this  Committee,  and  there 
should  be  every  effort  made  to  allow  you  to  focus 
your  attention  on  the  main  business  of  the  meeting 
and  not  receive  a large  group  of  heterogeneous  re- 
ports to  your  utter  boredom. 

Section  1,  Chapter  VIII,  “Committees”  reads: 
“In  addition  to  the  officers  named  in  Article  III  of 
the  Constitution,  the  activities  of  the  Association 
shall  be  carried  on  by  such  committees  as  may  be 
established  by  the  House  of  Delegates  or  the  Presi- 
dent, in  accordance  with  this  Constitution  and  By- 
Laws.  Committees  shall  be  classified  as  follows: 
(a)  councils,  (b)  standing  committees,  (c)  special 
committees,  (d)  reference  committees,  and  (e)  spe- 
cial delegates.” 

In  this  connection,  allow  me  to  say  that  the 
Executive  Council  has  been  given  wide  authority, 
practically  that  of  being  a miniature  meeting  of  the 
House  of  Delegates  twice  a year,  and  it  has  the 
authority  to  direct  the  activities  of  the  Association 
during  the  interim.  Some  of  you  may  be  surprised 
to  know  that  the  policy-making  body  of  the  State 
Medical  Association  of  Texas  between  the  meetings 
of  the  House  of  Delegates  is  the  President,  by  your 
present  By-Laws.  Our  Executive  Council  is  noth- 
ing more  than  an  advisory  committee  and  cannot 
direct  the  President  or  anyone  else  as  to  what  to  do. 
It  speaks  well  for  the  men  who  have  been  your 
Presidents  in  the  past  that*they  have  uniformly  and 
regularly  exercised  that  authority  to  the  best  inter- 
ests of  the  Association,  not  to  any  selfish  inter- 
est at  all,  but  we  believe  that  the  time  has  come 
with  increasing  activities  for  the  Executive  Council 
to  be  given  that  authority  for  the  carry-over  be- 
tween one  President  and  another.  Dr.  Pickett  will 
tell  you  that  my  concern  was  what  I was  to  finish 
when  my  term  finished  and  I expect  his  concern 
will  be  the  same.  He  has  a general  interest  as  I 
have,  but  when  his  term  ends,  he  will  feel  his  job 
is  done.  There  is  an  interval  there  between  ad- 
ministrations that  we  hope  this  Executive  Council 
will  be  able  to  cover. 
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Now  a word  as  to  the  Council  on  Medical  De- 
fense, the  status  of  which  has  been  changed  con- 
siderably. Again  I repeat  that  our  Council  on 
Medical  Defense  has  rendered  excellent  service,  but 
it  has  been  thought  by  many,  including,  if  I may 
be  allowed  to  use  names,  Dr.  W.  D.  Jones,  that 
there  should  be  a radical  change  in  the  status  of 
that  council. 

I will  not  bore  with  reading  the  list  or  making 
comments  on  each  of  the  other  councils  that  are 
here,  but  the  list  is  here  and  it  has  been  worked 
out  carefully  and  cautiously  by  the  Committee. 

I might  call  your  attention  under  Chapter  X, 
“County  Societies”  that  the  component  county  so- 
cieties with  three  hundred  or  more  members  shall 
have  the  right  to  authorize  an  executive  board  to 
perform  the  following  duties:  “To  transact  the 
routine  business  of  the  county  society,  to  refer 
questions  of  policy  to  the  county  society  for  deci- 
sion, to  receive  and  act  on  applications  for  member- 
ship, and  to  conduct  the  trial  of  a member  and 
render  a verdict.” 

Those  of  us  who  happen  to  be  members  of  large 
county  societies  can  understand  the  difficulties  of 
handling  a large  membership. 

Mr.  President,  1 would  like  to  say  that  your  Com- 
mittee considered  every  item  here  carefully,  that 
we  were  unanimous  on  every  change  that  was  pre- 
sented here  with  the  possible  exception  of  two  or 
three.  The  composition  of  that  Committee  you  have 
before  you,  and  before  closing  I wish  to  say  that 
this  is  the  first  revision  of  the  Constitution  and 
By-Laws  for  a great  many  years  that  has  not  had 
the  very  active  supervision  and  direction  of  our 
esteemed  and  lamented  Holman  Taylor.  We  missed 
him  sorely.  He  had  a copy  of  the  revision  before 
his  death  and  we  regret  very  much  that  we  were 
denied  the  benefit  of  his  counsel  and  advice.  I 
wish  to  take  this  occasion  to  thank  the  members 
of  this  Committee  for  the  assistance  and  help  they 
have  rendered  me. 

President  Pickett:  The  report  of  the  Committee 
on  Revision  of  the  Constitution  and  By-Laws  is 
referred  to  the  Reference  Committee  on  Amend- 
ments to  the  Constitution  and  By-Laws. 

The  next  report  is  the  report  of  the  Committee 
on  Medical  Education  and  Hospitals,  Dr.  Conn  L. 
Milburn,  San  Antonio,  chairman. 

Dr.  Milburn  then  presented  the  report  of  the 
Committee  on  Medical  Education  and  Hospitals,  as 
follows: 

REPORT  OF  COMMITTEE  ON  MEDICAL 
EDUCATION  AND  HOSPITALS 

Premedical  courses  are  given  by  twenty-six  col- 
leges in  Texas.  The  approximate  number  of  students 
taking  premedical  courses  is  2,708.  Of  this  number, 
664  will  graduate  and  be  prepared  to  enter  medical 
schools  this  year. 

Medical  Colleges — -There  are  three  class  A medi- 
cal colleges  in  Texas,  namely,  Baylor,  University 
of  Texas,  and  Southwestern  Medical  College.  In  the 
session  1946-1947,  Baylor  accepted  87  students,  Uni- 
versity of  Texas  105  (only  bona  fide  residents  of 
Texas  are  considered),  and  Southwestern  90,  making 
282  in  all  three  schools.  In  1947  Baylor  graduated 
71,  the  University  of  Texas  87,  and  Southwestern, 
52,  a total  of  210  graduates  in  medicine.  Baylor  re- 
jected 464,  the  University  of  Texas  190,  and  South- 
western 400,  a total  of  1,054.  The  difference  between 
the  number  of  those  accepted  and  those  rejected  is 
772.  Probably  a number  of  those  rejected  had  ap- 
plied to  all  three  medical  schools.  Some  of  the  stu- 
dents rejected  by  the  Texas  medical  colleges  no 
doubt  gained  admission  in  medical  schools  in  other 
states.  It  would  appear,  however,  that  Texas  needs 
more  medical  colleges. 


A bill  creating  in  San  Antonio  another  medical 
department  for  the  University  of  Texas  was  passed 
by  the  last  Legislature  and  the  money  was  appro- 
priated for  its  establishment  and  maintenance. 
However,  the  state  comptroller  claimed  that  there 
was  not  enough  money  in  the  treasury  to  cover 
the  appropriation.  Decision  in  the  matter  is  still 
pending. 

The  medical  education  given  by  the  three  medical 
colleges  is  of  the  highest  type.  Baylor  University 
College  of  Medicine  is  affiliated  with  the  Hermann 
Hospital  and  Jefferson  Davis  Hospital  for  its  major 
clinical  teaching.  In  1947,  155,103  out-patient  cases 
were  treated  at  the  two  hospitals  and  23,718  bed- 
patients  were  admitted.  The  bed  capacity  of  the 
two  hospitals  is  733.  Other  hospitals  used  for  clin- 
ical teaching  are  Houston  Tuberculosis  Hospital, 
Methodist  Hospital  (obstetrics  and  orthopedics), 
St.  Joseph’s  Infirmary  (obstetrics  and  orthopedics), 
and  Memorial  Hospital  (obstetrics). 

At  the  University  of  Texas  Medical  Branch  79,- 
204  patients  were  seen  in  the  out-clinic.  The  num- 
ber of  bed-patients  was  10,545.  This  figure  includes 
all  the  hospitals  affiliated  with  the  University  of 
Texas  Medical  Branch,  which  are  John  Sealy  Hos- 
pital, including  the  Negro  Hospital  and  the  Women’s 
Hospital;  the  Children’s  Hospital;  and  the  Galves- 
ton State  Psychopathic  Hospital.  The  bed  capacity 
of  all  the  hospitals  affiliated  with  the  University 
of  Texas  Medical  Branch  is  653.  Temporary  build- 
ings formerly  a part  of  the  Camp  Wallace  Hospitals 
have  been  secured  and  moved  to  the  campus  of  the 
University  of  Texas  Medical  Branch  for  the  ac- 
commodation of  specialty  surgery  patients.  It  is 
expected  that  this  unit  will  be  open  some  time  dur- 
ing the  spring.  It  will  have  a capacity  of  approxi- 
mately 56  beds,  which  will  increase  the  total  ca- 
pacity of  the  hospitals  of  the  Medical  Branch  to  709. 

Plans  are  under  way  for  a new  hospital  building 
to  be  constructed  by  the  Sealy-Smith  Foundation 
for  the  Medical  Branch.  This  building  will  have 
approximately  225  or  230  beds  but  will  not  be  avail- 
able during  1948.  It  is  hoped  that  construction  may 
be  begun  before  the  end  of  1948. 

At  Southwestern  Medical  College  of  the  South- 
western Medical  Foundation,  Dallas,  the  number  of 
out-patients  treated  in  Parkland  Hospital  in  the 
1946-1947  fiscal  year  was  64,177.  The  number  of 
hospital  patients  was  9,830.  The  number  of  beds 
available  for  teaching  is  1,000.  The  Medical  College 
erected  three  temporary  buildings  for  its  use,  one 
a library,  and  two  additions  to  existing  buildings. 
The  cooperating  Parkland  Hospital  has  done  no 
building  this  year.  The  Medical  College,  however, 
has  plans  drawn  for  its  permanent  building  and 
contemplates  beginning  construction  in  1948.  Also, 
Parkland  Hospital  and  the  City-County  system  has 
drawn  plans  for  its  new  permanent  building  adja- 
cent to  the  College. 

As  stated  before,  the  number  of  graduates  in 
medicine  from  the  three  Texas  Medical  Colleges 
totalled  210.  It  is  estimated  that  at  least  350  re- 
placements are  necessary  in  Texas  for  those  doctors 
who  have  gone  into  retirement  or  who  have  died. 
Therefore  in  1947  there  was  a shortage  of  140.  No 
allowance  is  made  for  doctors  who  have  moved  into 
Texas  from  other  states  or  those  who  have  left 
Texas.  In  the  whole  nation,  there  is  only  one  out  of 
about  twenty  premedical  graduates  who  is  able  to 
secure  admission  in  a medical  school.  It  would  seem 
that  we  need  more  medical  schools  in  Texas  and 
throughout  the  nation.  However,  the  standard  must 
not  be  lowered. 

Hospitals. — The  total  number  of  beds  available 
for  sick  people  in  Texas  is  52,250.  This  would  make 
7.5  beds  to  each  1,000  population.  However,  this  is 
misleading  as  the  estimate  of  the  number  of  beds 
includes  federal  and  state  hospitals.  There  is  a U.  S. 


114 


TEXAS  STATE  JOURNAL  OF  MEDICINE 


June, 


Public  Health  Service  Hospital  at  Galveston,  approx- 
imately 150  beds,  and  a U.  S.  Public  Health  Serv- 
ice Mental  Hospital  at  Fort  Worth,  approximately 
150  beds.  There  are  4,328  beds  in  the  Veterans  Ad- 
ministration hospitals,  3,768  beds  in  the  Army  hos- 
pitals, and  1,960  beds  in  the  Navy  hospitals.  This 
makes  a total  of  10,356  beds  in  United  States  gov- 
ernment hospitals.  These  beds  are  available  only  to 
certain  patients.  The  state  hospitals  have  23,926 
beds.  All  other  hospitals  in  Texas  have  18,538  beds. 
This  makes  2.6  per  1,000  population. 

There  are  4,331  beds  in  nonprofit  hospitals,  4,427 
in  county  and  city  hospitals,  23,926  in  state  hos- 
pitals, and  5,485  in  church  hospitals. 

The  Hospital  Survey  and  Construction  Division 
of  the  Texas  State  Department  of  Health  published 
August  1,  1947,  a Directory  of  Hospitals  and  Re- 
lated Institutions  in  Texas.  This  is  most  complete 
and  shows  the  number  of  beds  available  in  each 
community. 

The  allocation  of  federal  funds  to  aid  in  the  con- 
struction of  hospitals  in  the  different  states  became 
a law  in  1947.  The  available  federal  funds  for 
Texas  ending  June  30,  1948,  was  $4,840,125.  Before 
the  federal  government  will  allocate  funds  to  any 
state,  that  state  is  required  to  make  a full  hospital 
inventory.  The  Fiftieth  Legislature  of  Texas  desig- 
nated the  Texas  State  Board  of  Health  as  the  sole 
state  agency  for  administering  the  hospital  survey 
and  construction  program  as  authorized  by  Public 
Law  725  of  the  Seventy-Ninth  Congress. 

House  Bill  503  of  the  Fiftieth  Texas  Legislature 
was  passed  by  the  House  of  Representatives  on  May 
6,  1947.  It  was  passed  by  the  Senate  on  May  29, 
1947.  The  bill  was  approved  by  Governor  Beauford 
H.  Jester  on  June  17,  1947,  at  which  time,  through 
the  provisions  of  the  bill,  it  immediately  became 
the  law  or  enabling  act  for  the  purpose  of  qualify- 
ing Texas  to  participate  in  the  benefits  of  Public 
Law  725  of  the  Seventy-Ninth  Congress. 

The  Texas  State  Department  of  Health  submitted 
to  the  Surgeon  General  of  the  United  States,  Sep- 
tember 19,  1947,  the  State  Plan  for  Hospital  and 
Public  Health  Construction  in  Texas,  which  was  de- 
veloped in  strict  conformity  to  the  federal  law  and 
the  regulations  relating  thereto.  The  plan  has  been 
published  in  77  pages  bound  in  one  volume  and 
appears  to  be  one  of  the  most  complete  plans  ever 
submitted  to  the  Surgeon  General  by  any  state.  Dr. 
George  W.  Cox  is  to  be  complimented  for  this  ex- 
cellent piece  of  work. 

The  federal  government  pays  but  one-third  of  the 
expense  of  construction.  The  allocation  of  federal 

Table  1. — Summary  of  Federal  Funds  for  Hospital 
Construction  in  Texas. 


Available  for  year  ending  June  30,  1948 $4,840,125.00 

Allocation  to  February  29,  1948 3,522,299.78 


Balance  still  available  1,317,825.22 

Less  contingency  to  meet  increased  construction  costs  250,000.00 


Balance  to  be  allocated  year  ending  June  30,  1948  1,067,825.22 
Appropriation  for  year  ending  June  30,  1949 4,840,125.00 


Total  to  be  allocated  prior  to  June  30,  1949 5,907,950.22 

Funds  needed  for  applications  pending.  $6,030,000.00 


funds  to  February  29,  1948,  was  $3,522,299.78.  A 
summary  of  the  status  of  federal  funds  appears  in 
table  1. 

Respectfully  submitted, 

Conn  L.  Milburn,  Chairman, 
James  H.  Wooten,  Jr., 

Henry  L.  Hilgartner,  Jr., 

L.  M.  Garrett, 

E.  H.  Schwab. 

President  Pickett:  The  report  of  this  committee 


will  be  referred  to  the  Reference  Committee  on 
Scientific  Work. 

We  are  ready  for  the  report  of  the  Council  on 
Postgraduate  Medical  Education. 

Dr.  David  W.  Carter,  Jr.,  Dallas,  chairman  of 
the  Council  on  Postgraduate  Medical  Education, 
then  presented  the  report  of  the  Council  on  Post- 
graduate Medical  Education,  as  follows: 

REPORT  OF  COUNCIL  ON  POSTGRADUATE 
MEDICAL  EDUCATION 

In  the  report  of  this  Council  to  the  House  of 
Delegates  at  the  1947  meeting,  attention  was  drawn 
to  the  existing  facilities  for  postgraduate  medical 
education  in  Texas,  and  the  dearth  of  adequate  resi- 
dencies was  mentioned.  It  was  felt  that  the  State 
Medical  Association  could  function  to  the  greatest 
advantage  in  this  latter  field.  Further  considera- 
tion confirms  this  opinion.  The  State  Medical  Asso- 
ciation should  insist  that  highest  possible  standards 
be  maintained  in  hospitals  throughout  the  state, 
this  means  certification  by  the  American  College 
of  Surgeons  and  by  the  Council  on  Medical  Educa- 
tion and  Hospitals  for  approved  internships  and 
residencies. 

Greatly  increased  demands  for  postgraduate  train- 
ing exist  at  this  time  because  of  the  conditions  fol- 
lowing the  war  and  to  the  increasing  importance 
bf  the  various  specialty  boards. 

Only  hospitals  can  furnish  the  necessary  train- 
ing. The  larger  hospitals,  especially  those  con- 
nected with  the  three  medical  schools  of  the  state, 
have  greatly  enlarged  their  resident  staffs.  They 
are  giving  excellent  postgraduate  training,  but 
there  is  a greater  demand  for  postgraduate  train- 
ing facilities  than  exist  at  the  present  time. 

In  this  connection,  we  quote  from  a letter  written 
in  1946  by  the  late  Dr.  A.  O.  Singleton,  a member 
of  this  Council  at  the  time  of  his  death:  “I  am 
strongly  of  the  opinion  that  every  hospital  in  Texas 
of  200  beds  should  be  training  young  men,  and  the 
staffs  of  these  hospitals  should  organize  and  give 
the  training  of  a quality  sufficient  to  meet  the  re- 
quirements and  be  approved  by  the  Accrediting 
Boards  of  the  American  College  of  Surgeons  and 
the  American  Medical  Association.  I do  not  think 
it  is  necessary  that  they  should  be  charity  hos- 
pitals. I have  felt  for  a long  time  that  private 
patients  were  probably  better  teaching  patients  or 
just  as  good  as  charity  patients.  Every  private 
patient  that  I have  had  for  many  years  has  been 
assigned  to  students  and  they  have  the  same  value 
as  the  free  patients  from  the  standpoint  of  teach- 
ing students  and  residents.” 

The  Council  on  Postgraduate  Medical  Education 
recommends  to  the  House  of  Delegates  of  the  State 
Medical  Association  of  Texas  that  it  use  its  in- 
fluence to  the  end  that  the  hospitals  of  Texas  estab- 
lish residencies  in  as  many  specialties  as  possible 
in  conformity  with  the  standards  of  the  American 
Medical  Association  and  the  American  College  of 
Surgeons. 

Respectfully  submitted, 

David  W.  Carter,  Jr.,  Chairman, 

H.  E.  Whigham, 

Dick  P.  Wall, 

L.  F.  SCHUHMACHER, 

Lee  Rice. 

President  Pickett:  The  report  of  the  Council  on 
Postgraduate  Medical  Education  is  referred  to  the 
Reference  Committee  on  Scientific  Work. 

Next  is  the  report  of  the  Committee  on  Tuber- 
culosis. 

Dr.  C.  J.  Koerth,  Kerrville:  Dr.  Hendricks,  chair- 
man of  this  Committee,  has  asked  me  to  present 
this  report  to  you. 
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Dr.  Koerth  then  presented  the  report  of  the  Com- 
mittee on  Tuberculosis,  as  follows : 

REPORT  OF  COMMITTTEE  ON 
TUBERCULOSIS 

This  Committee  has  met  regularly  every  three 
months  since  December  15,  1946.  All  members  have 
taken  an  active  interest  in  an  all-out  effort  to 
coordinate  the  work  of  interested  organizations, 
namely,  State  Medical  Association,  Tuberculosis 
Control  Division  of  the  State  Health  Department, 
and  the  State  Tuberculosis  Association.  It  is  evi- 
dent that  through  the  cooperation  and  coordination 
of  the  efforts  of  these  organizations  toward  pro- 
moting increased  interest  in  the  control  and  treat- 
ment of  tuberculosis  in  our  state,  satisfactory  re- 
sults are  being  obtained.  This  second  annual  report 
is  a progress  report,  with  a partial  analysis  of  the 
tuberculosis  situation  as  it  is  today,  and  a list  of 
recommendations. 

Progress  Report 

1.  The  deplorable  conditions  at  the  State  Tuber- 
culosis Sanatorium  for  Negroes  at  Kerrville  were 
pointed  out  to  the  Board  of  Control  in  a written 
report  March,  1947.  The  result  was  change  in  ad- 
ministrative personnel,  installation  of  a new  x-ray 
machine,  and  rehabilitation  of  laboratory  facilities 
to  the  end  that  sputum  analyses,  Wassermann  tests, 
and  so  forth  could  be  made.  Many  supplies  such  as 
food,  medicine,  linens,  dishes,  and  eating  utensils 
were  amply  supplied  and  sputum  cups  were  pro- 
cured. The  Committee  is  happy  to  report  that  con- 
ditions at  this  sanatorium  are  greatly  improved,  but 
as  yet  there  are  no  provisions  for  surgery.  Also, 
because  of  the  lack  of  trained  nursing  personnel  and 
certain  requirements,  the  Committee  cannot  recom- 
mend the  establishment  of  a training  school  for 
Negro  nurses  at  this  time. 

2.  A proposal  by  the  United  States  Public  Health 
Service  and  the  State  Health  Department  that  a 
thoracic  surgeon  be  secured  for  a two  year  period 
from  the  U.  S.  Public  Health  Service  for  the  State 
Sanatorium  near  San  Angelo  was  endorsed  by  this 
Committee.  Through  the  efforts  of  Dr.  Robert  An- 
derson of  the  U.  S.  Public  Health  Service;  Dr.  How- 
ard E.  Smith,  Texas  Tuberculosis  Control  Officer; 
and  the  Board  of  Control,  a new  operating  room 
and  other  facilities  were  provided  at  the  State  Sana- 
torium in  order  that  thoracic  surgery  can  be  carried 
out  under  the  most  modern  conditions.  The  thoracic 
surgeon  furnished  by  the  U.  S.  Public  Health  Serv- 
ice and  a surgical  nurse  are  now  on  duty  and  are 
busy  with  accumulated  material  in  minor  surgery 
until  all  means  and  equipment  are  available  for 
doing  major  thoracic  surgery.  It  is  unofficially  re- 
ported that  there  is  some  internal  resistance  at  the 
sanatorium,  which  may  handicap  the  efforts  of  the 
thoracic  surgeon. 

3.  From  its  inception,  this  Committee  has  realized 
that  in  order  to  accomplish  further  remedial  prog- 
ress in  the  state’s  effort  to  control  tuberculosis,  it 
would  be  necessary  to  create  a new  interest  in  tu- 
berculosis and  its  control  in  every  physician  in  the 
state.  The  Committee  therefore  contacted  the  presi- 
dent of  each  county  medical  society  in  the  state  and 
asked  him  to  appoint  a committee  on  tuberculosis  in 
his  society,  suggesting  that  they  be  appointed  on 
the  same  overlapping  term  basis  as  now  exists  in 
the  Committee  on  Tuberculosis  of  the  State  Medical 
Association.  To  date,  there  are  73  county  committees 
on  tuberculosis  out  of  a total  of  124  county  societies. 
Each  member  of  these  committees  has  been  contacted 
by  letter,  suggesting  how  the  committees  could  or- 
ganize and  secure  information  as  to  the  tuberculosis 
situation  in  their  home  county.  It  was  further  sug- 
gested that  after  they  had  had  their  meetings  and 
secured  their  information,  they  make  a report  to 


their  county  medical  society  with  recommendations, 
a copy  of  the  report  to  be  sent  to  the  Committee  on 
Tuberculosis  of  the  State  Medical  Association.  This 
Committee  regrets  to  report  that  of  the  73  commit- 
tees, only  seven  have  reported  to  the  state  Com- 
mittee on  Tuberculosis.  Members  of  the  State  Com- 
mittee did  not  expect  to  see  the  county  committees 
rush  in  and  do  a big  job  at  the  outset,  but  we  had 
hoped  for  a better  response.  In  addition  to  the  let- 
ter, the  state  Committee  has  sent  to  each  county 
several  memoranda  on  the  subject  of  tuberculosis 
control  and  the  methods  of  procedure.  The  Commit- 
tee hopes  to  have  a better  report  on  the  work  of  the 
local  county  medical  societies  next  year. 

4.  This  Committee  also  has  interested  itself  with 
tuberculosis  in  the  general  hospitals,  one  of  the  ob- 
jectives of  the  Committee  being  to  encourage  gen- 
eral hospitals  to  complete  a chest  roentgenogram  on 
each  patient  upon  admission  as  routine  procedure. 
Before  undertaking  to  contact  the  hospitals  of  the 
state  on  this  subject,  the  Committee  asked  for  the 
approval  and  cooperation  of  the  Texas  Hospital 
Association.  The  Committee  is  happy  that  the  Board 
of  Trustees  of  the  Texas  Hospital  Association  ap- 
proved the  idea  and  offered  its  wholehearted  coop- 
eration. With  this  much  accomplished,  the  Commit- 
tee is  now  proceeding  to  contact  by  letter  all  general 
hospitals  in  the  state,  pointing  out  the  advantages 
not  only  for  the  protection  of  nurses,  attendants, 
and  other  patients,  but  for  extending  diagnostic 
techniques  for  the  benefit  of  the  individual  patient. 
Besides  tuberculosis,  which  will  be  found  in  from 
1.8  to  4.7  per  cent  of  all  admissions,  some  70  to  75 
other  diseases  and  conditions,  most  of  them  un- 
suspected, will  be  found. 

5.  During  the  joint  meeting  between  the  Com- 
mittee on  Mental  Health  and  the  Committee  on 
Tuberculosis  of  the  State  Medical  Association,  the 
tuberculosis  situation  in  the  mental  hospitals  was 
discussed.  It  was  generally  agreed  that  the  tubercu- 
losis problem  in  mental  hospitals  could  best  be 
handled  by  segregation  of  the  tuberculous  patients 
within  the  hospital  and  by  having  a chest  specialist 
appointed  to  take  charge  of  the  treatment  of  the 
tuberculosis  complication  in  these  cases. 

6.  This  Committee  pointed  out  in  the  last  annual 
report  the  necessity  for  new  legislation  for  the  cor- 
rection of  obsolete  provisions  in  state  laws  now 
governing  state  tuberculosis  sanatoriums.  At  one 
of  the  recent  meetings  of  the  Committee,  it  was 
decided  to  hold  a joint  meeting  with  the  Committee 
on  Mental  Health,  a committee  appointed  by  the 
President  of  the  State  Medical  Association,  and  a 
committee  from  the  Texas  Tuberculosis  Association. 
The  purpose  of  this  joint  committee  was  to  discuss 
the  advisability  of  recommending  passage  of  a law 
which  would  provide  for  a state  hospital  board  with 
authority  to  administer  all  state  hospitals  for  the 
care  and  treatment  of  mental  diseases  and  tubercu- 
losis but  with  the  State  Board  of  Control  continuing 
in  the  control  of  the  procurement  of  supplies  and 
materials  as  is  provided  by  law  for  other  state  in- 
stitutions. The  joint  committee  unanimously  ap- 
proved the  effort  to  obtain  such  a law,  and  a small- 
er committee  representing  each  of  the  above  organi- 
zations was  appointed  to  work  out  the  details.  This 
small  committee  met  recently  and  drafted  such  a 
law,  which  will  be  reported  back  to  the  whole  com- 
mittee for  approval. 

Members  of  the  Committee  on  Tuberculosis  be- 
lieve that  in  due  time  this  proposed  law  will  be  in 
proper  shape  for  presentation  to  the  state  Legisla- 
ture, but  only  after  organization  of  the  groups  which 
are  interested  in  the  passage  of  such  new  legislation. 
The  proposed  law,  therefore,  is  recommended  by  a 
special  committee  appointed  by  the  President  of  the 
State  Medical  Association,  a committee  from  the 
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Texas  Tuberculosis  Association,  the  Committees  on 
Tuberculosis  and  on  Mental  Health  of  the  State 
Medical  Association,  a committee  from  the  Texas 
Society  for  Mental  Hygiene,  a committee  from  the 
Texas  Neuropsychiatric  Association,  and  the  offi- 
cials of  the  Hogg  Foundation  for  Mental  Hygiene, 
at  the  University  of  Texas. 

Tuberculosis  Situation  in  Texas 

During  the  year  1947  there  were  2,614  deaths 
caused  by  tuberculosis,  174  less  than  were  reported 
in  1946.  Of  the  2,614  deaths,  1,565  occurred  in 
homes.  Of  the  total  number  of  deaths  only  641  of 
these  cases  had  been  reported  prior  to  death.  This 
reveals  a grave  laxity  in  reporting  a communicable 
disease.  There  are  approximately  2,000  beds  avail- 
able for  the  treatment  of  tuberculosis.  Of  these 
2,000  beds,  1,150  are  provided  by  the  state  alone,  and 
650  by  various  counties  and  other  institutions. 
According  to  the  latest  report  there  are  300  vacant 
beds  at  the  State  Sanatorium  near  San  Angelo.  It  is 
also  reported  that  these  beds  are  not  in  use  because 
of  lack  of  personnel  or  lack  of  funds  to  service  the 
beds. 

The  two  proposed  new  state  sanatoriums  to  be 
located  at  Camp  Fannin  and  Moore  Field  have  not 
been  opened  because  transfer  of  the  property  is  still 
in  the  negotation  stage.  So  far  as  the  Committee  is 
able  to  ascertain  no  new  beds  have  been  made  avail- 
able in  the  state  during  1947.  To  meet  the  require- 
ments adequate  for  the  control  of  tuberculosis  in 
the  state  there  should  be  a minimum  of  5,500  beds. 
The  state  is,  therefore,  short  3,500  beds  at  present. 
It  has  just  been  reported  that  a new  sanatorium  for 
tuberculosis  will  be  provided  by  the  citizens  of  Bexar 
County.  The  plan  calls  for  183  beds  and  a tubercu- 
losis clinic  to  be  built  at  Robert  Green  Memorial 
Hospital.  A section  on  thoracic  surgery  has  been 
developed  at  the  Robert  Green  Hospital  during  the 
past  year. 

The  case  finding  program  is  progressing  well. 
In  December,  1947,  Dr.  Howard  E.  Smith  reported 
that  requests  by  county  medical  societies  for  mass 
x-ray  surveys  are  being  received  at  a larger  rate 
and  in  a much  faster  degree  than  the  available  units 
can  supply  service  at  this  time.  From  July  1,  1947, 
to  January  1,  1948,  a total  of  134,339  x-rays  were 
completed  by  official  agencies,  including  the  State 
Health  Department,  and  local  health  units  of  San 
Antonio  and  Dallas;  17,938  x-rays  were  made  by 
private  agencies. 

In  eighteen  eleemosynary  institutions  with  a pop- 
ulation of  21,506  persons  there  were  found  714 
definite  cases  of  tuberculosis  and  885  suspected 
cases.  The  surveys  of  these  eleemosynary  insti- 
tutions reveal  an  alarming  number  of  tuberculosis 
cases  in  the  mental  hospitals. 

In  order  to  continue  thoracic  surgery  at  the  State 
Sanatorium  near  San  Angelo  and  other  state  sana- 
toriums after  the  two  year  arrangement  with  the 
U.  S.  Public  Health  Service  has  been  terminated, 
this  Committee  has  asked  Dr.  James  E.  Dailey  to 
form  a committee  of  the  thoracic  surgeons  of  the 
state  to  work  out  a plan  for  the  continuation  of 
thoracic  surgery  in  all  state  sanatoriums  that  will 
be  acceptable  to  the  State  Board  of  Control  and  to 
the  thoracic  surgeons. 

It  is  still  agreed  that  the  program  for  teaching 
tuberculosis  in  medical  schools  should  be  greatly 
expanded.  Members  of  the  Committee  understand 
that  no  particular  effort  has  been  made  by  medical 
colleges  in  Texas  to  improve  this  situation. 

As  yet  the  program  of  vaccination  by  BCG  against 
tuberculosis  has  not  been  begun  in  the  state.  The 
latest  advice  from  the  U.  S.  Public  Health  Service 
is  as  follows:  “BCG  may  be  a useful  tool  as  an 
adjunct  to  current  tuberculosis  control  procedures. 
It  is  not  yet  clear  which  BCG  vaccine  is  best,  nor 


has  a clearly  preferred  method  of  administration 
been  selected.  It  has  not  yet  been  determined  who 
can  be  profitably  vaccinated  or  re-vaccinated.  At 
present  the  widespread  use  of  BCG  vaccine  is  not 
possible  because  of  its  short  term  of  life  after  prep- 
aration. Intensive  research  must  be  made  to  develop 
a satisfactory  stable  vaccine.” 

Recommendations 

1.  The  Committee  recommends  that  surgery  be 
provided  for  the  patients  at  the  State  Sanatorium 
for  Negroes  either  by  making  the  services  of  the 
thoracic  surgeon  now  at  the  State  Sanatorium  at 
San  Angelo  available  to  the  State  Sanatorium  for 
Negroes,  or  through  some  other  arrangement  where- 
by suitable  patients  at  the  State  Sanatorium  for 
Negroes  may  receive  the  same  modern  surgical 
treatment  now  afforded  patients  in  the  other  state 
sanatoriums.  There  are  at  least  30  patients  in  the 
Kerrville  sanatorium  who  should  have  thoracic  sur- 
gery. Certainly  surgical  service  of  the  chest  as 
offered  by  the  state  should  be  equal  to  all  of  its 
tuberculous  citizens. 

2.  It  is  recommended  that  the  officers  of  the 
State  Medical  Association  assist  the  members  of  the 
Committee  on  Tuberculosis  in  securing  full  coopera- 
tion with  the  tuberculosis  committees  of  each  county 
medical  society.  The  tuberculosis  committees  of  each 
county  medical  society  should  be  set  up  on  the  same 
overlapping  term  basis  as  the  state  Committee  on 
Tuberculosis,  either  by  appointment  or  election.  This 
would  greatly  increase  the  efficiency  of  the  work 
and  prevent  a great  deal  of  confusion. 

3.  It  is  recommended  that  the  State  Medical  Asso- 
ciation, through  its  Committee  on  Legislation,  aid 
in  securing  legislation  providing  for  a state  hos- 
pital board,  the  duties  of  which  will  be  to  adminis- 
ter all  state’  supported  hospitals  for  mental  diseases 
and  tuberculosis,  but  the  State  Board  of  Control 
will  continue  to  control  procurement  of  supplies  and 
materials. 

4.  The  Committee  recommends  that  the  State 
Medical  Association  approve  and  assist  the  efforts 
of  the  Committee  in  securing  the  cooperation  of  all 
general  hospitals  in  the  state  to  the  end  that  rou- 
tine chest  x-rays  will  be  completed  on  each  patient 
admitted. 

5.  It  is  recommended  that  a separate  tuberculosis 
department  be  provided  for  the  tuberculous  sick  in 
mental  institutions  and  a chest  specialist  be  ap- 
pointed to  direct  and  take  charge  of  the  treatment 
of  tuberculosis. 

6.  It  is  recommended  that  greater  effort  be  made 
toward  an  improved  teaching  program  of  tubercu- 
losis in  the  medical  schools  of  the  state. 

7.  The  Committee  recommends  the  establishment 
of  tuberculosis  clinics  in  the  counties  where  no  tuber- 
culosis clinic  now  exists,  the  equipment  and  clerical 
service  to  be  supplied  by  the  State  Health  Depart- 
ment and  the  clinic  to  be  professionally  staffed  by 
local  physicians  recompensed  on  a fee  basis  by 
the  State  Health  Department  for  services  rendered. 
It  is  urged  that  the  clinics  to  be  so  established  be 
approved  by  the  local  county  medical  societies. 

8.  The  Committee  recommends  that  if  and  when 
the  State  Sanatorium  for  Negroes  is  closed,  a thor- 
ough study  be  made  before  buildings  and  equipment 
are  used  to  hospitalize  cerebral  palsy  patients.  It  un- 
doubtedly would  be  dangerous  to  palsy  patients  since 
Kerrville  State  Sanatorium  has  been  used  for  hos- 
pitalization of  hundreds  of  tuberculosis  patients  for 
thirty-one  years. 

Respectfully  submitted, 

C.  M.  Hendricks,  Chairman, 
C.  J.  Koerth, 

David  McCullough, 

Howard  T.  Barkley, 

Jesse  B.  White. 
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President  Pickett:  The  report  of  the  Committee 
on  Tuberculosis  is  referred  to  the  Reference  Com- 
mittee on  Scientific  Work. 

Report  of  the  Committee  on  Memorial  Exercises. 
We  have  that  in  the  Handbook.  Shall  I ask  the 
Secretary  to  read  it? 

Secretary  Williams  then  presented  the  report  of 
the  Committee  on  Memorial  Exercises  as  follows: 

REPORT  OF  COMMITTEE  ON  MEMORIAL 
EXERCISES 

This  Committee,  in  cooperation  with  a committee 
from  the  Woman’s  Auxiliary  and  from  Harris 
County  Medical  Society,  arranged  a program  for  the 
Memorial  Services  to  be  presented  as  a part  of  the 
1948  annual  session.  This  program  is  published  as 
a part  of  the  annual  session  program. 

Respectfully  submitted, 

J.  W.  Torbett,  Sr.,  Chairman, 

J.  H.  Caton, 

G.  H.  Wood, 

C.  E.  Patterson, 

William  Hibbitts. 

President  Pickett:  This  report  is  referred  to  the 
Reference  Committee  on  Memorials  and  Resolutions. 

Report  of  Advisory  Committee  to  the  Woman’s 
Auxiliary.  There  is  no  report  from  that  committee 
and  I believe  no  member  of  the  committee  is  present. 
I should  like  to  make  a statement,  however. 

In  July  of  the  past  year  the  Woman’s  Auxiliary 
activities  were  assigned  to  the  legislative  counsel 
and  the  Committee  on  Public  Relations,  taking  it 
completely  out  of  the  hands  of  the  Advisory  Com- 
mittee. If  that  continues,  and  it  should,  this  Com- 
mittee will  have  no  function  at  all. 

President  Pickett:  I am  urged  to  permit  the  Spe- 
cial Delegate  to  the  Texas  Hospital  Association  and 
the  Fraternal  Delegate  from  the  Hospital  Associa- 
tion to  report.  Will  you  hear  them  now? 

Dr.  David  W.  Carter,  Jr.,  Dallas:  I so  move. 

Dr.  William  M.  Gambrell,  Travis:  I second  the 
motion. 

The  motion  was  adopted. 

Dr.  L.  L.  D.  Tuttle,  Dallas,  special  delegate  to 
the  Texas  Hospital  Association,  then  delivered  his 
report,  as  follows: 

REPORT  OF  SPECIAL  DELEGATE  TO 
TEXAS  HOSPITAL  ASSOCIATION 

As  fraternal  delegate  to  the  Texas  Hospital 
Association,  which  met  in  Houston,  March  4,  5,  and 
6,  1948,  I submit  this  report. 

This  was  a joint  session  of  (1)  Texas  Hospital 
Association;  (2)  Texas  Association  of  Hospital 
Auxiliaries,  (3)  Texas  Assocation  of  Nurse  Anes- 
thetists, and  (4)  Texas  Chapter  of  American  Asso- 
ciation of  Medical  Record  Librarians.  Their  pro- 
gram was  full  and  complete  and  well  attended. 
These  associations  were  addressed  in  regard  to  the 
economic  side,  as  well  as  the  professional  side  of 
medical  practice. 

Dr.  Chauncey  D.  Leake  pointed  out  why  hos- 
pitals are  in  such  demand,  indicating  that  shifting 
of  our  population  in  the  face  of  housing  shortages 
necessitates  the  use  of  the  hospital  more  and  more. 
The  situation  is  the  result  also  of  the  experience 
of  large  numbers  of  our  citizens  who  saw  com- 
prehensive health  service,  and  the  expansion  of  the 
hospitalization  program,  while  in  military  service. 

Graham  Davis,  president  of  the  American  Hos- 
pital Associations  and  director  of  hospitals,  W.  K. 
Kellogg  Foundation,  Battle  Creek,  Mich.,  spoke  of 
“American  Hospitals  on  the  March.”  He  minced 
no  words  in  pointing  out  how  health  fields  are  in- 
filtrated with  the  communistic  influence.  He  sees 


that  the  voluntary  system  must  be  expanded  and 
the  public  educated  to  that  right  now  before  we 
have  thrust  upon  us  a new,  expensive  system.  To 
add  300,000  veteran  beds  is  a real  threat  of  com- 
pulsory medicine.  These  will  have  to  be  used  some 
way,  and  Mr.  Davis  is  of  the  opinion  they  will  be 
used  by  filling  them  with  all  types  of  patients. 

George  Bugbee,  executive  director  of  the  American 
Hospital  Association,  was  then  introduced  and  spoke 
on  “Hospital  Association  Leadership.”  He  ap- 
pealed for  inter-hospital  cooperation  through  the 
state  association. 

Several  authorities  on  nursing  addressed  the  as- 
sembly. Lucy  Harris,  R.  N.,  Fort  Worth,  and  Sis- 
ter Henrietta,  R.  N.,  New  Orleans,  had  something 
to  say  on  organizing  the  nursing  department  to 
serve  the  patients.  It  was  pointed  out  that  in  hos- 
pitals with  nursing  schools  there  should  be  a divi- 
sion between  nursing  education  and  nursing  service. 

I addressed  the  banquet  on  Friday  night.  I spoke 
of  our  heritage  in  Texas  and  its  application  to  com- 
munity living.  It  was  easy  to  draw  from  the  talk 
made  by  George  Cupples,  the  first  president  of  the 
Texas  Medical  Association,  in  the  fall  of  1853  in 
San  Antonio,  at  a Methodist  Church.  He  stated 
how  well  it  would  be  for  us  to  draw  on  our  “legiti- 
mate possessions”  in  selling  ourselves  to  the  public — 
how  much  we  need  it  today.  I pleaded  for  con- 
scious effort  from  everybody  concerned,  if  we  ex- 
pect to  demonstrate  to  a hungry  public  that  we  can 
render  health  service  with  our  present  set-up : I 
reiterate  that  to  this  body,  too.  Make  use  of  our 
legitimate  possessions. 

President  Pickett:  This  report  will  be  referred 
to  the  Reference  Committee  on  Medical  Service  and 
Public  Relations. 

Dr.  Tuttle:  May  I have  the  privilege  of  intro- 
ducing the  fraternal  delegate  from  the  Texas  Hos- 
pital Association? 

President  Pickett:  Bring  him  on. 

Dr.  Tuttle:  It  is  my  pleasure  to  bring  to  you  the 
fraternal  delegate  from  that  organization,  none 
other  than  our  beloved  John  Dudley,  of  Memorial 
Hospital,  Houston.  He  has  done  hospital  admin- 
istrative work  at  the  University  of  Chicago  and  he 
has  been  the  hospital  administrator  in  Little  Rock, 
Ark. 

Address  of  Fraternal  Delegate  from 
Texas  Hospital  Association 

Mr.  John  Dudley:  I wish  to  bring  you  official 
greetings  from  the  Texas  Hospital  Association.  We 
wanted  to  return  the  courtesy.  You  all  were  kind 
enough  to  send  us  Dr.  Dewey  Tuttle,  who  told  us 
how  to  put  our  trousers  on  in  no  uncertain  terms. 
We  got  a lot  of  good  out  of  his  remarks.  He  told 
us  some  things  that  were  wrong  with  us  and  he 
was  kind  enough  to  tell  us  some  things  that  were 
pretty  good  about  us. 

I take  great  pleasure  at  this  time  in  addressing 
just  a few  remarks  to  you  because  I think  that  this 
is  a critical  year.  We  all  feel  that  way.  Coupled 
with  that  is  the  fact  that  it  is  an  election  year.  Of 
all  the  professions  that  I know  of  our  two  do  have 
a common  aim,  and  of  all  the  professions  I know  of 
that  call  for  cooperative  effort  I know  of  none  that 
call  for  more  cooperative  effort  than  does  your  or- 
ganization and  ours.  To  get  cooperative  effort  I 
think  we  must  first  have  sympathetic  understand- 
ing of  each  other’s  problems.  I think  that  that  can 
be  done.  I say  “sympathetic  understanding”  be- 
cause we  do  have  problems,  as  you  all  know;  you 
are  faced  with  them  every  day  when  you  try  to  get 
a patient  into  a hospital  and  when  you  get  a pa- 
tient in  a hospital  trying  to  get  him  taken  care  of 
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in  the  proper  manner.  We  do  have  our  problems, 
and  there  are  two  or  three  I want  to  mention. 

Hospitals  right  now  are  faced  like  never  before 
with  a demand  for  their  services.  We  have  a so- 
called  nursing  shortage.  To  my  mind,  it  is  not  so 
much  a nursing  shortage  as  it  is  an  unusual  de- 
mand for  nurses.  Starting  before  the  war,  indus- 
try as  a whole  started  to  hiring  nurses  to  man 
first-aid  stations,  to  work  in  their  personnel  de- 
partments, to  check  up  on  absenteeism,  sick  leave, 
and  such  as  that.  Doctors  in  greater  and  greater 
degree  started  to  hire  nurses  as  office  helpers,  many 
times  as  bookkeepers.  There  was  an  upswing  in 
smaller  clinics  and  the  call  for  nurses  there.  So  it  is 
not  so  much  a nursing  shortage  as  it  is  this  unusual 
demand  that  is  not  unusual  any  more;  it  is  a stable 
demand.  And  enrollment  in  nursing  schools  has 
not  kept  abreast  with  the  demand  for  graduate 
nurses.  That  is  a crying  problem  right  now. 

Some  time  before  the  war,  we  saw  the  spread  of 
prepaid  hospital  insurance.  That,  to  my  mind,  was 
one  of  the  greatest  boons  in  several  generations  to 
the  general  public.  At  the  same  time  it  was  a 
great  help  to  the  doctors,  but  it  brought  about 
another  problem.  It  brought  about  increased  hos- 
pitalization— a shorter  stay  in  the  hospital,  I grant 
you,  but  an  increased  demand  on  hospital  admis- 
sion. That  along  with  the  increased  demand  for 
the  nurses  threw  a double  load  on  the  hospitals. 

Also,  frequently  there  is  a distinct  shortage  of 
laboratory  technicians,  skilled  personnel,  and  good 
workers  in  the  kitchen  and  housekeeping  depart- 
ments. It  has  forced  us  in  the  hospital  field  to 
change  our  sights  considerably.  We  do  things  now 
and  make  concessions  in  the  hospital  that  we  would 
not  have  considered  at  all  some  ten  or  twelve  years 
ago.  We  are  using  subsidiary  nurses — call  them 
practical  nurses  or  whatever  you  wish.  That  was 
unheard  of  even  five  years  ago.  Now,  it  is  those 
things  which  I want  to  mention  to  you  when  I say 
we  need  a sympathetic  understanding.  When  you 
say  you  are  not  getting  the  service  you  are  used 
to,  I grant  you  that  in  many  cases  you  are  not. 
You  are  probably  getting  a different  type  of  serv- 
ice. But  we  have  to  adjust  ourselves.  We  do  not 
believe  all  of  this  can  be  laid  at  the  door  of  the 
hospital.  It  is  laid  to  the  general  economic  and 
social  conditions  throughout  our  country.  Again  I 
want  to  emphasize  that  we  do  need  this  sympathetic 
understanding  that  I mentioned. 

This  unusual  demand  for  hospital  nurses  has 
pointed  up  this  shortage  of  hospital  beds.  Right  at 
this  time  there  is  very  little  being  done  about  it 
because  of  an  economic  factor.  Few  hospitals  are 
in  a position  now  to  go  ahead  with  additions  to 
their  hospitals  or  to  build  new  hospitals  with  the 
present  building  costs.  Where  before  the  war  we 
could  build  a hospital  at  a cost  of  about  $7,000  or 
$8,000  a bed,  it  will  now  range  all  the  way  from 
$13,000  to  $20,000  per  bed.  Therefore,  hospitals 
with  limited  funds  have  not  been  able  to  go  into  a 
building  program  or  have  been  reluctant  to  do  so. 
Also  endowments  have  decreased  in  value  or  in 
earning.  We  now  have  Public  Law  725,  passed  by 
the  federal  congress.  It  will  have  the  effect  cf 
building  hospitals  in  areas  that  need  them,  but 
what  good  is  it  going  to  do  us  to  have  those  hos- 
pitals built  if  we  do  not  have  the  personnel  to  man 
them? 

These  are  unusual  conditions,  but  we  fear  that 
they  are  not  unusual  in  the  sense  that  they  are  not 
going  to  remain  with  us.  We  are  going  to  have  to 
adjust  ourselves  to  them. 

I mentioned  a minute  ago  that  this  is  a critical 
year  with  us,  coupled  with  the  fact  that  it  is  an 
election  year.  I think  that  is  the  main  problem. 
Your  delegate,  Dr.  Tuttle,  mentioned  a while  ago 


what  Grant  Davis  remarked  at  our  hospital  meet- 
ing, that  socialized  medicine,  plainly  speaking,  is 
liable  to  creep  in.  It  is  creeping  in.  We  feel  that 
if  the  hospitals  being  built  under  Public  Law  725 
cannot  get  the  toe  hold  they  want,  they  will  bring 
in  federal  crews  to  man  them.  But  there  is  the 
all-consuming  desire  and  the  all-consuming  demand 
for  additional  hospital  beds.  That  is  a problem  we 
are  going  to  have  to  solve  with  voluntary  effort. 
We  cannot  do  that  unless  we  have  the  support  of  the 
public,  and  we  cannot  have  that  unless  we  have  the 
support  and  influence  of  the  medical  profession.  It 
is  going  to  require  all  of  your  salesmanship  with 
the  public  and  the  support  and  influence  that  the 
medical  profession  has,  and  we  cannot  have  that 
unless  we  have  cooperation  between  the  physicians 
and  the  hospital  people  and  a sympathetic  under- 
standing. 

President  Pickett:  Thank  you,  Mr.  Dudley. 

I will  call  again  for  the  report  of  the  Committee 
on  Arrangements  for  the  Annual  Session. 

Dr.  John  H.  Wootters,  Harris:  I do  not  have  any 
report  except  that  we  have  the  arrangements,  you 
see. 

President  Pickett:  Never  anywhere  at  any  time 
have  a group  of  doctors  more  thoroughly  taken 
care  of  the  situation  than  have  the  doctors  of 
Houston  under  the  leadership  of  Dr.  John  H. 
Wootters,  Dr.  Denton  Kerr,  and  Dr.  Dewey  Tuttle, 
and  many  others  I could  name,  but  it  is  not  neces- 
sary. They  have  done  a superb  job.  They  have 
gone  to  the  Mayor  and  had  his  proclamation  direct 
attention  to  us  and  to  our  work  and  especially  our 
Wednesday  night  meeting.  They  have  succeeded 
in  taking  care  of  the  largest  reservation  in  the 
history  of  this  organization.  Dr.  Charles  Reece  is 
chairman  of  the  Committee  on  Hotels  and  he  is  due 
a great  deal  of  credit.  There  have  come  to  me  a 
large  number  of  letters  saying,  “You  invite  me  to 
Houston.  I cannot  get  a reservation.  Will  you  get 
one  for  me?”  Invariably,  those  things  have  been 
straightened  out.  It  has  been  a tremendous  job. 
These  doctors  have  even  gone  so  far  as  to  open 
their  homes  that  they  might  accommodate  the  peo- 
ple that  are  here  and  coming  here.  From  my  heart, 
Dr.  Wootters,  I want  to  thank  you  and  every  one  of 
you  men. 

The  next  report  is  that  of  the  Committee  on  Scien- 
tific Exhibits,  Dr.  X.  R.  Hyde,  Fort  Worth,  chair- 
man. 

Dr.  Hyde  then  presented  the  report  of  the  com- 
mittee as  follows: 

REPORT  OF  COMMITTEE  ON  SCIENTIFIC 
EXHIBITS 

Your  Committee  on  Scientific  Exhibits  has  as  its 
report  what  you  see  out  there  in  the  exhibit  hail. 
We  want  to  compliment  those  who  have  exhibited 
because  there  is  more  real  interest  being  put  into 
scientific  work  in  Texas  than  there  has  been  in  ray 
tenure  of  working  with  the  State  Medical  Associa- 
tion, and  I believe  I have  been  handling  the  scien- 
tific exhibits  for  about  twelve  years. 

Respectfully  submitted, 

X.  R.  Hyde,  Chairman, 

W.  B.  West, 

E.  W.  Grumbles, 
Cornelius  Pugsley,  Jr., 

C.  P.  Hardwicke. 

President  Pickett:  This  report  in  its  entirety  will 
be  referred  to  the  Reference  Committee  on  Scientific 
Work. 

The  next  report  is  the  report  of  the  Committee 
on  Mental  Health,  Dr.  Hamilton  Ford,  Galveston, 
chairman.  Does  anyone  have  that  report? 
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Dr.  S.  D.  Coleman,  Grimes:  I move  we  just  take 
it  out  of  the  Handbook  and  read  it  ourselves. 

Secretary  Williams:  I am  sorry  that  Dr.  Ford  is 
not  here  because  his  Committee  on  Mental  Health 
has  been  more  active  than  any  Committee  on  Mental 
Health  in  the  past.  They  have  a report  here  that 
is  well  worth  your  time  to  read.  They  make  some 
specific  recommendations  which  will  probably  re- 
quire some  discussion.  They  are  asking  that  their 
status  be  completely  changed  in  the  Association. 
That  will  require  a revision  of  the  By-Laws.  I 
simply  mention  that  because  some  of  you,  if  you 
do  not  take  time  to  read  the  report  will  not  be  ready 
for  it  when  the  reference  committee  brings  it  up  for 
discussion. 

The  report  of  the  Committee  on  Mental  Health 
as  printed  in  the  Handbook  was  as  follows: 

REPORT  OF  COMMITTEE  ON  MENTAL 
HEALTH 

This  Committee  desires  to  quote  verbatim  that 
portion  of  the  report  submitted  by  the  1946  Com- 
mittee on  Mental  Health  (June,  1947,  Journal, 
pages  97-98)  which  reads  as  follows. 

“We  recommend  that  the  House  of  Delegates  authorize  the 
President  of  the  State  Medical  Association  to  appoint  a Com- 
mittee on  Mental  Health  to  work  with  the  State  Board  of  Con- 
trol and  superintendents  of  state  mental  hospitals,  to  establish 
an  approach  to  the  problem  of  improved  care  and  treatment  of 
the  mentally  ill  in  state  owned  and  controlled  institutions  in 
Texas.  Mental  illness  itself  is  a medical  problem,  a psychiatric 
problem,  if  you  please.  The  management  and  operation  of  hos- 
pitals, the  expansion  of  service,  the  securing  and  distribution 
of  equipment,  providing  necessary  personnel  and  facilities,  are 
problems  of  the  State  Board  of  Control,  and  this  Board,  with 
its  wide  experience  in  handling  these  matters,  is  in  position  to 
cooperate  with  physicians  in  setting  up  standards  to  be  pre- 
sented to  the  legislature,  and  thereby,  in  our  opinion,  raising 
the  standards  of  care  and  treatment  of  the  mentally  ill  in 
Texas.” 

Further,  it  is  desired  to  draw  attention  to  the 
action  of  the  Reference  Committee  on  Scientific 
Work  as  it  pertained  to  the  quoted  portion  of  the 
report  of  the  Committee  on  Mental  Health  (June, 
1947,  Journal,  page  119).  The  reference  committee 
strongly  recommended  assigning  to  the  next  Com- 
mittee on  Mental  Health  (the  present  Committee) 
the  duty  of  working  “with  the  State  Board  of  Con- 
trol and  the  superintendents  of  state  mental  hos- 
pitals to  establish  an  approach  to  the  problem  of 
improved  care  and  treatment  of  the  mentally  ill  in 
state-owned  and  controlled  institutions  in  Texas.” 
This  recommendation  was  adopted  by  the  House  of 
Delegates. 

This  Committee  not  only  subscribes  to  that  rec- 
ommendation but  also  strongly  endorses  the  other 
proposals  of  the  1946  Committee  on  Mental  Health, 
to  wit:  abolition  of  jury  trial  for  the  mentally  ill,  im- 
plementation by  appropriation  of  the  Dallas  State 
Hospital,  licensing  of  private  sanitariums  for  the 
care  of  mentally  ill,  the  admission  of  defective  chil- 
dren under  7 years  of  age  to  state  schools  for  the 
feeble  minded,  the  establishment  of  counseling  bu- 
reaus in  colleges  and  universities,  and  the  estab- 
lishment of  state  supported  schools  for  graduate 
social  work  training. 

The  other  recommendations  of  the  previous  Com- 
mittee on  Mental  Health,  as  well  as  the  action  taken 
by  the  present  Committee  on  the  study  to  suggest 
methods  of  improving  the  care  and  treatment  of  the 
mentally  ill,  as  directed  by  the  1947  House  of  Dele- 
gates, are  to  be  discussed  later  in  this  report. 

The  activities  of  our  immediate  predecessors  on 
the  Committee  on  Mental  Health  emphasize  the  fol- 
lowing four  points:  (a)  the  need  for  our  whole- 
hearted support  of  their  efforts;  (b)  no  single  mem- 
ber of  that  Committee  is  represented  on  the  present 
Committee;  (c)  each  new  committee  is  either  un- 
aware of  the  activities  of  former  committees  or  else 
the  new  membership  has  other  interests  so  that  the 
final  result  is  just  another  committee  report  at  the 


end  of  the  year  without  much  constructive  action; 
worth-while  planning  often  requires  months  or  years 
of  effort  before  the  plans  materialize  so  that  it  is 
highly  desirable  to  maintain  sustained  interests  from 
year  to  year;  (d)  the  necessity  for  establishing  an 
overlapping  term  of  office  basis  for  members  of  the 
Committee  in  order  that  the  State  Medical  Associa- 
tion of  Texas  can  contribute  fully  to  the  vital  ad- 
vances that  are  so  necessary  in  the  fields  of  psy- 
chiatry and  mental  hygiene. 

Recommendation 

We  recommend  that  Chapter  IX  of  the  By-Laws 
(July  1,  1947,  edition)  relating  to  committees  be 
changed  by  proper  action  to  make  the  Committee  on 
Mental  Health  a standing  Committee  of  the  State 
Medical  Association  of  Texas;  that  the  change  pro- 
vide for  an  overlapping  five  year  term  of  office 
basis  similar  to  that  established  for  the  Committee 
on  Tuberculosis  and  the  Committee  on  Cancer;  fur- 
ther, that  the  duties  of  the  Committee  be  as  follows: 

“It  shall  be  the  duty  of  this  Committee  to  keep 
abreast  of  all  progress  in  the  field  of  nervous  and 
mental  diseases  so  that  such  knowledge  can  be 
utilized  properly  to  aid  in  the  prevention  of  or  to 
improve  the  methods  of  care  and  the  ideals  of  treat- 
ment for  the  mentally  and  emotionally  ill;  to  co- 
operate with  other  recognized  agencies  and  organi- 
zations having  to  do  with  the  broad  fields  of  mental 
hygiene  and  neuropsychiatry  for  the  purpose  of  pre- 
vention and  treatment  and  to  promote  and  direct 
the  action  of  the  State  Medical  Association  of  Texas 
in  this  direction.  Further  specific  duties  should  be 
promulgated  by  the  reorganized  Committee  on 
Mental  Health.” 

Your  Committee  has  recommended  the  establish- 
ment of  an  overlapping  Committee  before  reporting 
upon  the  Committee’s  activities  for  the  year  in  the 
belief  that  the  remainder  of  this  report  will  be 
totally  irrelevant  unless  provisions  are  made  to  in- 
sure a continuation  of  projects  under  consideration. 

Activities 

For  some  time  the  Committee  on  Tuberculosis  has 
been  seeking  legislation  to  provide  a State  Hospital 
Board  to  improve  the  medical  administration  of 
State  Tuberculosis  Hospitals.  The  Committee  on 
Mental  Health  was  invited  to  join  with  this  com- 
mittee and  a committee  appointed  by  the  State  Med- 
ical Association  and  a committee  from  the  Texas 
Tuberculosis  Association  to  form  a joint  committee. 
In  turn,  the  Committee  on  Mental  Health  asked  that 
representatives  from  the  Texas  Society  for  Mental 
Hygiene,  the  Texas  Neuropsychiatric  Association, 
and  officials  of  the  Hogg  Foundation  for  Mental 
Hygiene  at  the  University  of  Texas  meet  with  the 
joint  committee  in  order  to  secure  the  support  of  all 
mental  hygienists  and  neuropsychiatrists  in  the 
state. 

The  purpose  of  this  joint  committee  was  to  discuss 
the  advisability  of  recommending  a proposed  law 
which  would  provide  a state  hospital  board  with 
authority  to  administer  and  operate  all  state  hos- 
pitals for  the  care  and  treatment  of  mental  diseases 
and  tuberculosis,  but  the  State  Board  of  Control 
would  continue  in  control  of  the  procurement  of  sup- 
plies and  materials  as  is  provided  by  law  for  other 
state  institutions.  This  joint  committee  unanimously 
approved  the  effort  to  obtain  such  a law  and  a 
smaller  committee  representing  each  of  the  above 
organizations  was  appointed  to  work  out  the  details. 
This  smaller  committee  met  recently  and  drafted  a 
law  which  was  to  be  reported  back  to  the  whole  com- 
mittee for  approval  prior  to  the  1948  session  of  the 
State  Medical  Association.  Thereafter  the  proposed 
law  will  be  discussed  with  the  Board  of  Control.  We 
are  informed  that  the  Board  desires  aid  with  the 
medical  problems  within  the  hospitals  and  its  sup- 
port for  the  new  law  will  be  solicited.  We  believe 
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that  this  proposed  law  will  be  in  proper  shape  for 
presentation  at  the  next  session  of  the  State  Legis- 
lature. This  proposed  law  will  follow  recommenda- 
tions from  the  Committee  on  Mental  Health  and  the 
Committee  on  Tuberculosis  of  the  State  Medical  As- 
sociation, a special  committee  of  the  State  Medical 
Association,  a committee  from  the  Texas  Tubercu- 
losis Association,  a committee  from  the  Texas  So- 
ciety for  Mental  Hygiene,  a committee  from  the 
Texas  Neuropsychiatric  Association,  and  officials 
from  the  Hogg  Foundation  for  Mental  Hygiene  of 
the  University  of  Texas. 

During  the  joint  meeting  between  the  Committee 
on  Mental  Health  and  the  Committee  on  Tubercu- 
losis of  the  State  Medical  Association,  the  tuber- 
culosis situation  in  mental  hospitals  was  discussed 
and  it  was  generally  agreed  that  the  tuberculosis 
problem  in  mental  hospitals  could  best  be  handled 
by  segregation  of  tuberculosis  patients  within  the 
hospitals  and  by  a chest  specialist  appointed  to  take 
charge  of  the  tuberculosis  complication  in  these 
cases. 

It  would  be  trite  to  dwell  upon  the  magnitude  of 
the  problems  relating  to  prevention  and  cure  of 
mental  and  nervous  diseases  or  tuberculosis.  Like- 
wise, it  is  unnecessary  to  relate  the  benefits  to  be 
derived  by  the  improved  professional  services  which 
will  result  from  the  proposed  state  hospital  board. 

Therefore,  it  is  recommended  that  the  State  Med- 
ical Association,  through  its  Committee  on  Legisla- 
tion, assist  in  securing  legislation  providing  for  a 
state  hospital  board  to  consist  of  four  physicians 
and  five  laymen.  The  physicians  would  represent 
the  following  specialties:  psychiatry,  diseases  of  the 
chest,  internal  medicine,  and  surgery.  The  laymen 
would  represent  the  following  fields:  law,  education, 
finance,  hospital  administration,  and  agriculture. 
The  duties  of  this  hospital  board  would  be  to  ad- 
minister all  state  supported  hospitals  for  mental 
diseases  and  tuberculosis.  The  Board  of  Control 
would  continue  in  the  control  of  procurement  of  sup- 
plies and  materials  as  is  provided  by  law  for  other 
state  institutions. 

Through  the  efforts  of  Dr.  Harold  M.  Williams, 
Secretary  of  the  State  Medical  Association  of  Texas, 
and  Dr.  Robert  L.  Sutherland,  Director  of  the  Hogg 
Foundation  for  Mental  Hygiene,  the  University  of 
Texas,  a permanent  Coordinating  Council  on  Mental 
Health  is  being  formed.  It  is  to  be  composed  of  rep- 
resentatives from  the  Committee  on  Mental  Health 
of  the  State  Medical  Association  of  Texas,  the  Texas 
Society  for  Mental  Hygiene,  Texas  Neuropsychia- 
tric Association,  the  Division  of  Mental  Health  of 
the  Texas  State  Department  of  Health,  the  U.  S. 
Public  Health  Service  Hospital  at  Fort  Worth,  the 
U.  S.  Veterans  Administration  Branch  10,  Dr;  Rob- 
ert L.  Sutherland  of  the  Hogg  Foundation,  and  the 
chairmen  of  the  departments  of  neuropsychiatry  of 
the  three  medical  schools  in  Texas.  This  Council  will 
render  invaluable  aid  in  promoting  the  mental  health 
and  welfare  of  the  people  of  Texas.  Plans  are  under 
way  to  give  active  support  to  legislation  providing 
for  the  state  hospital  board.  The  other  major  proj- 
ect of  the  Coordinating  Council  is  to  work  for  those 
constitutional  and  legislative  changes  necessary  to 
abolish  our  archaic  methods  of  commitment  and  to 
enact  humane  laws  providing  for  admission  of  the 
mentally  ill  to  state  hospitals.  It  is  hoped  that  the 
Association  will  support  this  project,  which  pre- 
viously has  been  endorsed  by  the  Committee  on 
Mental  Health. 

Respectfully  submitted, 

Hamilton  Ford,  Chairman, 
Paul  White, 

Abe  Hauser, 

Perry  C.  Talkington, 

R.  H.  Hunter. 


President  Pickett : This  report  is  referred  to  the 
Reference  Committee  on  Scientific  Work,  except 
that  part  dealing  with  revision  of  the  By-Laws, 
which  is  referred  to  the  Reference  Committee  on 
Amendments  to  the  Constitution  and  By-Laws. 

The  next  report  is  the  report  of  the  Committee 
on  Military  Affairs,  Dr.  H.  H.  Latson,  Amarillo, 
chairman. 

Dr.  Latson  then  presented  the  report  of  the  Com- 
mittee on  Military  Affairs,  as  follows: 

REPORT  OF  COMMITTEE  ON  MILITARY 
AFFAIRS 

This  Committee  wishes  to  emphasize  that  it  is  in 
possession  of  no  information  to  the  effect  that  war 
is  imminent.  However,  we  are  reminded  that  this 
same  attitude  prevailed  on  the  eve  of  the  incident  at 
Pearl  Harbor  in  December,  1941.  We  therefore  be- 
lieve that  we  would  be  derelict  in  our  duty  if  we 
failed  to  call  your  attention  to  problems  inevitable 
in  the  event  of  war  in  the  near  future. 

In  the  event  of  war,  the  physicians’  responsibility 
may  be  divided  into  three  categories:  (1)  assistance 
in  the  procurement  of  physicians  for  service  with 
the  armed  forces;  (2)  the  proper  screening  of  can- 
didates for  enlisted  service,  especially  in  case  of 
draft,  and  (3)  a plan  to  meet  disaster  emergencies 
on  the  home  front. 

The  first  category  mentioned  has  recently  been 
removed  from  the  duties  of  the  Committee  on  Mili- 
tary Affairs  and  properly  placed  in  the  central  of- 
fice of  the  State  Medical  Association  under  the  gen- 
eral supervision  of  the  Council  on  Medical  Econ- 
omics, and  hence,  will  not  be  discussed  in  this  re- 
port. 

The  second  category  will  be  the  duty  of  the  physi- 
cians on  the  home  front.  We  have  little  to  say  here 
except  that  it  is  our  belief  that  a more  careful 
screening  should  be  made  to  weed  out  the  physically 
and  mentally  unfit  than  was  done  in  the  last  war. 
Constitutional  psychopaths  and  psychoneurotics  de- 
serve our  sympathy  but  served  no  useful  purpose  to 
the  Army  and  were  a detriment  to  the  normal  prog- 
ress of  training,  a detriment  in  the  combat  zone, 
and  an  unnecessary  expense  to  the  government.  Un- 
fortunately, there  seems  to  be  a prevalent  idea  in 
communities  that  the  Army  is  especially  equipped 
to  handle  the  delinquent.  Physicians  should  use 
every  opportunity  to  dispel  this  mistaken  belief. 

The  third  mentioned  category  of  medical  service 
is  a subject  which  has  been  sorely  neglected  in  the 
past. 

It  is  evident  that  the  medical  problems  of  the 
next  national  emergency  will  be  vastly  different 
from  those  of  previous  experiences.  The  rendering  of 
medical  aid  to  injured  civilians  may  be  the  most 
important  medical  service.  This  fact  is  well  recog- 
nized by  the  armed  services,  especially  the  Army. 

A war  could  be  lost  by  a lowering  of  morale  of 
workers,  or  by  panic.  The  best  preparation  is  to 
maintain  morale  by  providing  civilians  with  rela- 
tively as  good  medical  protection  as  the  armed 
forces  will  receive. 

Apparently  it  has  seemed  necessary  to  discuss  the 
horrors  of  atomic  and  biologic  warfare  in  order  to 
get  public  support  for  Congress  to  appropriate  suf- 
ficient money  for  defense.  Now  the  job  will  be  to 
begin  planning  by  education  and  development  of 
the  best  protective  measures  we  can,  to  combat  the 
fears  of  atomic  bombs  and  the  much  more  frighten- 
ing and  unknown  biologic  warfare.  Here  the  major 
responsibility  lies  with  the  medical  profession. 

In  case  of  atomic  war,  medical  radiologists  with 
elaborately  deployed  technical  aids  must  detect  ra- 
diation activity  hazards,  and  plans  for  evacuation 
from  contaminated  areas  must  be  made.  Physicians 
must  be  trained  to  treat  victims  of  radiation  energy. 
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In  the  same  way,  experts  in  bacteriology  and  virus 
diseases  must  be  organized  to  recognize  the  dangers 
and  plan  methods  to  combat  biologic  warfare. 

Then  there  is  the  less  dramatic,  but  probably 
almost  as  important  job  of  protection  against  psy- 
chologic warfare.  There  probably  should  be  skilled 
observers  scattered  through  the  population,  especial- 
ly about  key  industries,  who  are  trained  in  the 
techniques  of  detecting  the  beginnings  of  rumors 
and  in  reporting  them.  Even  more  skill  is  need- 
ed in  combatting  these  rumors  in  their  developmental 
stage. 

Recently  Drs.  Robert  A.  Trumbull  and  Ozro  T. 
Woods  represented  this  Committee  and  the  State 
Medical  Association  at  a called  meeting  of  the 
Council  on  National  Emergency  Medical  Service  of 
the  American  Medical  Association  in  Chicago.  They 
were  informed  that  the  A.  M.  A.  is  planning  to  re- 
quest the  State  Medical  Association  of  Texas,  and  all 
other  state  medical  associations,  to  form  councils  on 
emergency  medical  service.  These  state  councils  are 
to  work  with  the  A.  M.  A.  council  on  a national 
planning  level  and  to  plan  on  a state  level.  There  is 
feeling  in  the  A.  M.  A.  headquarters  that  the  prob- 
lem of  civilian  health  and  the  emergency  medical 
service  for  civilians  must  receive  more  considera- 
tion. 

These  reasons,  therefore,  have  prompted  us  to 
suggest  that  the  State  Council  on  National  Medical 
Emergency,  be  composed  as  follows: 

1.  The  chairman  should  be  one  who  had  experience 
in  administration  in  the  emergency  medical  services 
of  the  Office  of  Civilian  Defense  during  the  last 
war. 

2.  A doctor  who  had  medical  personnel  experi- 
ence in  World  War  II.  The  distribution  of  doctors 
between  civilian  defense  and  armed  service  is  going 
to  be  one  of  the  major  problems  for  consideration 
of  this  committee. 

3.  A medical  radiologist  with  the  widest  experi- 
ence in  physics  and  engineering. 

4.  An  expert  in  bacteriology  and  viruses,  who  has 
had  field  epidemiology  training. 

5.  A representative  from  the  Coordinating  Coun- 
cil on  Mental  Health. 

6.  A doctor  to  represent  industrial  medicine. 

7.  A medical  representative  from  the  State  Health 
Department. 

The  council  will  need  and  should  be  given  the  au- 
thority to  select  consultants  among  physicians  and 
other  scientists  to  meet  specific  problems.  The 
council  is  going  to  have  a tremendous  amount  of 
work  to  do  and  should  be  furnished  secretarial  help. 

There  will  be  meetings  with  the  council  of  the 
American  Medical  Association,  and  some  provisions 
for  travel  expenses  should  be  made.  Most  of  the 
meetings  should  be  held  in  the  central  office  of  the 
State  Medical  Association  because  this  will  become 
one  of  the  main  businesses  of  the  Association  in 
case  of  war. 

It  is  expected  that  the  national  Office  of  Civilian 
Defense  will  be  set  up  within  six  months  and  that 
national,  state,  and  local  legislation  will  be  planned 
to  carry  out  a complete  civilian  defense  program. 

We  think  that  the  incoming  President  should  ap- 
point this  council  and  that  it  should  begin  promptly 
a survey  of  personnel,  supplies,  hospitals,  and  so 
forth,  so  that  the  State  Medical  Association  of  Texas 
can  offer  such  assistance  to  the  Governor  in  case  of 
emergency.  It  should  be  a well-organized  council 
that  is  ready  immediately  to  undertake  the  medical 
civilian  defense  program  as  soon  as  it  is  handed 
down  from  the  national  level.  The  services  of  the 
State  Medical  Association  should  be  offered  to  Gov- 


ernor Jester  for  any  state  medical  preparedness 
program  needed  in  case  of  war. 

Legislation  has  been  proposed  to  the  effect  that 
doctors  of  medicine,  dentistry,  and  veterinary  serv- 
ice be  subject  to  draft  up  to  the  age  of  45,  whereas 
other  technical  groups  up  to  the  age  of  30  only 
would  be  drafted.  We  feel  that  this  would  be  dis- 
criminatory draft  legislation  and  have  sent  tele- 
grams to  that  effect  to  our  representatives  in  Con- 
gress. 

Respectfully  submitted, 

H.  H.  Latson,  Chairman, 
Truman  G.  Blocker, 
Robert  L.  Price, 

Ozro  T.  Woods, 

Perry  J.  C.  Byars,  Jr. 

President  Pickett:  The  report  of  the  Committee 
on  Military  Affairs  is  referred  to  the  Reference 
Committee  on  Medical  Service  and  Public  Relations. 

The  next  report  is  of  the  Committee  on  Maternal 
and  Child  Health,  Dr.  L.  C.  Powell,  Beaumont, 
chairman. 

REPORT  OF  COMMITTEE  ON  MATERNAL 

AND  CHILD  HEALTH 

After  investigation  by  the  Committee,  a proposed 
bulletin  on  immunization  to  be  published  by  the 
State  Board  of  Health  was  approved.  At  present  the 
Committee  is  investigating  methods  of  placement  of 
babies  for  adoption  from  maternity  institutions. 

Respectfully  submitted, 

L.  C.  Powell,  Chairman, 
L.  L.  Travis, 

Frank  H.  Connally,  Jr., 
Paul  L.  Brewer. 

Dr.  Powell:  In  the  last  sentence  we  mention  an 
investigation  of  methods  of  placement  of  babies 
for  adoption  from  maternity  institutions.  We  have 
completed  that  investigation  and  have  a supplemen- 
tary report,  and  we  have  quite  a bit  of  data  to  refer 
to  the  reference  committee  for  their  information. 

Dr.  Powell  then  read  the  supplementary  report  as 
follows : 

SUPPLEMENTARY  REPORT  OF  COMMITTEE 
ON  MATERNAL  AND  CHILD  HEALTH 

Your  Committee  recommends  that  present  laws 
and  city  ordinances  concerning  the  adoption  of 
babies,  illegitimate  or  otherwise,  be  amended  or  en- 
tirely changed  to  facilitate  their  adoption  by  suit- 
able foster  parents  without  red  tape  and  encum- 
brances of  unnecessary  bureaus. 

Your  Committee  desires  to  suggest  a new  article 
to  be  placed  in  the  penal  code:  “Any  person  in  this 
state  who  shall  use  undue  influence,  or  bring  pres- 
sure upon  or  in  any  way  molest  any  mother,  or 
prospective  mother,  for  the  purpose  of  influencing 
her  in  the  placement,  or  in  the  withholding  of 
placement  of  the  custody  of  her  child,  or  children, 
born  or  unborn,  shall  be  fined  not  less  than  One 
Hundred  ($100.00)  or  more  than  Five  Hundred 
($500.00)  Dollars.” 

Your  Committee  desires  especially  to  endorse. Sec- 
tions 4 and  5 of  the  report  of  the  Committee  on 
Venereal  Diseases  (page  122). 

Your  Committee  recommends  that  laws  pertaining 
to  communicable  diseases  be  modernized  as  soon  as 
possible  as  Texas  is  about  thirty  years  behind  times. 

Respectfully  submitted, 

L.  C.  Powell,  Chairman, 
L.  L.  Travis, 

Frank  H.  Connally,  Jr., 
Paul  L.  Brewer. 


122 


TEXAS  STATE  JOURNAL  OF  MEDICINE 


June, 


President  Pickett:  The  report  of  the  Committee 
on  Maternal  and  Child  Health  is  referred  to  the 
Reference  Committee  on  Scientific  Work,  except  that 
part  dealing  with  legislation,  which  will  be  referred 
to  the  Reference  Committee  on  Medical  Service  and 
Public  Relations. 

The  next  is  the  report  of  the  Advisory  Board  to 
the  Texas  Society  of  Medical  Technologists.  The 
Secretary  will  read  this  report  since  no  member  of 
the  committee  is  present. 

Secretary  Williams  then  presented  the  report  of 
the  Advisory  Board  to  the  Texas  Society  of  Medical 
Technologists,  as  follows: 

REPORT  OF  ADVISORY  BOARD  TO  TEXAS 

SOCIETY  OF  MEDICAL  TECHNOLOGISTS 

The  Advisory  Board  to  the  Texas  Society  of  Med- 
ical Technologists  has  met  and  has  conferred  with 
the  Texas  Society  of  Medical  Technologists.  Certain 
unsolved  laboratory  problems  which  exist  and  which 
now  exert  a restraining  influence  on  the  practice  of 
scientific  medicine  are  recognized,  as  follows: 

1.  There  is  an  acute  shortage  of  adequately 
trained  medical  technologists  (registered  techni- 
cians) not  only  locally,  but  also  nationally. 

2.  Physicians  are  constantly  increasing  their  de- 
mands on  the  laboratory,  and  the  laboratory  load 
consequently  is  continuously  growing  larger. 

3.  There  are  practically  no  supervised  or  spon- 
sored facilities  in  the  state  which  enable  medical 
technologists  to  benefit  from  refresher  courses  or  to 
take  special  course  training. 

4.  Relatively  few  eligible  students  are  entering 
approved  laboratory  training  schools,  probably  pri- 
marily for  economic  reasons. 

The  Advisory  Board  recommends  that  the  officials 
of  the  State  Medical  Association  of  Texas  give  con- 
sideration to  these  apparent  trends  and  observa- 
tions, and  thought  to  the  following  questions: 

1.  Should  the  State  Medical  Association  of  Texas 
play  any  official  role  in  attempting  to  find  a satis- 
factory solution  to  the  above  mentioned  conditions? 

2.  Should  the  State  Medical  Association  of  Texas 
sponsor  refresher  courses  for  medical  technologists 
in  a financial  sense  and/or  otherwise? 

3.  Should  the  State  Medical  Association  of  Texas 
sponsor  a program  having  to  do  with  popularizing 
training  in  medical  technology  to  the  end  that  more 
eligible  students  will  enter  training? 

4.  Should  the  State  Medical  Association  of  Texas 
do  anything  to  improve  the  economic  situation  as  it 
relates  to  medical  technologists? 

Respectfully  submitted, 

J.  L.  Goforth,  Chairman, 
Clarence  F.  Quinn, 

C.  B.  Young. 

President  Pickett:  This  report  will  be  referred  to 
the  Reference  Committee  on  Scientific  Work. 

The  next  report  is  of  the  Committee  on  Venereal 
Diseases,  Dr.  T.  Alvin  Fears,  Beaumont,  chairman. 

Dr.  Fears  then  presented  the  report  of  the  Com- 
mittee on  Venereal  Diseases  as  follows: 

REPORT  OF  COMMITTEE  ON  VENEREAL 
DISEASES 

The  control  of  venereal  diseases  presents  probably 
the  most  perplexing  problem  that  has  ever  con- 
fronted the  medical  profession. 

Recent  developments  in  treatment,  with  the  addi- 
tion of  new  drugs  in  our  armamentarium,  would 
indicate  that  venereal  diseases  could  be  eradicated, 
provided  all  those  infected  could  be  found  and 
brought  to  treatment.  No  venereal  disease  program 
will  be  a success  as  long  as  a large  reservoir  of 
infection  remains  undiagnosed  and  untreated.  From 


a strictly  medical  point  of  view,  there  is  an  ample 
supply  of  physicians,  medicines,  and  facilities  to 
render  all  those  suffering  from  venereal  diseases, 
noninfectious. 

Therefore,  the  control  of  venereal  diseases  becomes 
less  a medical  and  more  a social  problem,  with 
marked  emphasis  placed  on  case  finding. 

The  responsibility  of  venereal  disease  control  in 
any  community  is  the  responsibility  of  the  commu- 
nity itself.  The  success  of  any  venereal  disease  pro- 
gram in  a community  will  depend  on  the  cooperation 
of  various  agencies  and  organizations  such  as  medi- 
cal, legal,  social,  moral,  and  law  enforcement.  The 
same  basic  principle  applies  to  state  and  nation. 
This  is  particularly  true  since  the  support  of  the 
military  forces  as  existed  during  World  War  II  has 
been  lost. 

In  state  per  capita  appropriation  for  public  health, 
Texas  ranks  near  the  bottom.  State  appropriation 
for  venereal  disease  control  in  1947  was  $110,000. 
The  sum  of  $600,000  in  federal  funds  was  allotted 
to  Texas  for  the  control  of  venereal  diseases  with 
an  additional  $368,000  for  the  maintenance  and 
operation  of  three  rapid  treatment  centers. 

During  the  year  1947,  41,351  contacts  to  persons 
with  venereal  diseases  were  reported  for  investiga- 
tion. Texas  venereal  disease  clinics  admitted  27,905 
cases,  of  which  10,918  were  syphilis,  16,411  gonor- 
rhea, and  576  other  venereal  diseases.  During  the 
year,  8,424  cases  of  syphilis  and  11,082  cases  of 
gonorrhea  were  reported  to  the  State  Health  De- 
partment by  private  physicians,  which  represents 
only  a small  proportion  of  those  treated  by  the 
medical  profession.  The  three  rapid  treatment  cen- 
ters in  Texas  admitted  14,519  cases  of  venereal  dis- 
eases for  treatment  in  1947. 

The  mass  blood  survey  by  the  two  mobile  units 
operating  in  East  Texas  revealed  3,023  positive 
blood  tests  for  syphilis  of  the  38,461  tests  that  were 
made,  or  a 7.8  per  cent  positive  reaction.  Of  the 
3,023  case^  27.8  per  cent  were  congenital  syphilis. 

In  order  that  there  may  be  a more  efficient 
venereal  disease  control  program  from  a state  level, 
the  members  of  the  Committee  on  Venereal  Diseases 
submit  the  following  suggestions  and  recommenda- 
tions for  consideration: 

1.  That  the  medical  profession  of  Texas  use  its 
influence  and  support  to  obtain  an  increase  in  ap- 
propriation from  the  state  for  public  health  in 
general  and  to  provide  more  local  health  units,  more 
adequate  treatment  facilities,  and  more  trained 
contact  investigators  in  the  control  of  venereal  dis- 
eases. 

2.  That  the  medical  profession  of  Texas  endorse 
and  cooperate  with  other  agencies  on  a broad  ve- 
nereal disease  educational  program  designed  to  in- 
form the  people  (a)  what  venereal  diseases  are; 
(b)  how  they  are  transmitted;  (c)  how  infection 
can  be  prevented;  and  (d)  if  infection  occurs,  w’hom 
to  consult  in  order  to  obtain  adequate  treatment. 

3.  That  the  members  of  the  State  Medical  Asso- 
ciation cooperate  with  local  health  and  law  enforce- 
ment officers  and  other  agencies  in  combatting 
promiscuity,  juvenile  delinquency,  prostitution,  and 
the  facilitators  of  prostitution. 

4.  That  the  medical  profession  endorse  and  sup- 
port a premarital  bill  requiring  that  both  expectant 
bride  and  groom  be  examined  for  venereal  diseases, 
including  a blood  test  for  syphilis.  The  present 
Texas  laws  require  that  only  the  groom  be  examined. 

5.  That  the  medical  profession  of  Texas  endorse 
and  support  a prenatal  bill  requiring  that  all  ex- 
pectant mothers  have  a blood  test  for  syphilis.  It 
has  been  shown  that  almost  100  per  cent  of  expec- 
tant mothers  infected  with  syphilis  give  birth  to 
normal  babies,  provided  adequate  treatment  is  in- 
stituted before  the  seventh  month. 


1948 


TRANSACTIONS 


123 


6.  That  all  physicians  treating  venereal  diseases 
report  such  cases,  either  by  name  or  number,  to  the 
local  or  state  health  departments  as  provided  by  the 
state  law. 

7.  That  all  physicians  treating  venereal  diseases 
attempt  to  trace  contact  of  venereal  disease  infected 
cases,  or  to  avail  themselves  of  this  service  furnished 
by  the  local  and  state  health  departments. 

8.  That  the  medical  profession  suggest  to,  or  co- 
operate with  the  Texas  Hospital  Association  in  pro- 
viding a screen  test  for  syphilis  such  as  Kolmer, 
Kahn,  Eagle,  or  equivalent  at  a minimum  cost  for 
all  patients  entering  hospitals.  It  is  further  sug- 
gested that  if  a screen  test  is  positive,  it  be  checked 
by  other  laboratory  procedures  and  physical  findings 
before  a diagnosis  of  syphilis  is  made. 

9.  That  the  physicians  of  Texas  be  cognizant  of 
imperfect  diagnostic  laboratory  procedures  per- 
formed by  partially  trained  personnel  in  the  diag- 
nosis of  venereal  diseases. 

10.  That  the  importance  of  a careful  history  and 
physical  examination  be  emphasized  in  the  diagnosis 
of  venereal  diseases. 

Respectfully  submitted, 

T.  Alvin  Fears,  Chairman, 
J.  Leighton  Green, 

J.  C.  Loveless, 

J.  Lewis  Pipkin, 

Frank  S.  Schoonover,  Jr. 

President  Pickett:  This  report  will  be  referred  to 
the  Reference  Committee  on  Scientific  Work. 

The  next  report,  the  last  from  our  special  com- 
mittees, is  from  the  Committee  on  Industrial  Health, 
Dr.  S.  D.  Coleman,  Navasota,  chairman. 

Dr.  Coleman  then  presented  the  report  of  the 
Committee  on  Industrial  Health,  as  follows: 

REPORT  OF  COMMITTEE  ON  INDUSTRIAL 
HEALTH 

There  has  been  no  physical  meeting  of  the  Com- 
mittee because  of  conditions  over  which  none  of  us 
had  control.  The  chairman  was  able  to  represent 
the  Committee  at  the  Southern  Regional  Conference 
of  the  Council  on  Medical  Service,  October  23-24, 
in  New  Orleans,  at  which  “Health  Problems  of  the 
Workers  of  the  South”  was  considered.  We  had  a 
very  interesting  meeting. 

The  chairman  also  met  Dr.  E.  W.  Brown,  repre- 
senting the  American  Medical  Association,  in  con- 
sultation at  Houston  in  reference  to  emphasizing 
industrial  health  in  the  medical  schools.  He  also 
had  a conference  with  Dr.  Hall  of  the  Southwestern 
Medical  Foundation  of  Dallas  in  reference  to  the 
same  matter.  Both  conferences  were  productive  and 
should  bear  fruit. 

We  recommend  the  following: 

1.  That  the  Association  urge  the  medical  schools 
to  broaden  their  programs  for  undergraduate  in- 
struction to  include  more  industrial  health  courses 
and  to  encourage  the  establishment  of  a definite 
school  of  public  health  either  in  conjunction  with  the 
Texas  Medical  Center,  Houston,  or  at  an  equally 
suitable  place. 

2.  That  county  medical  societies  appoint  commit- 
tees on  industrial  health  to  cooperate  with  the  Work- 
men’s Compensation  Bureau  and  to  assist  in  review- 
ing questionable  matters  between  the  doctors  and 
the  insurance  companies. 

3.  That  the  Association  urge  industry  to  make 
provision  for  employment  of  physically  handicapped 
persons. 

4.  That  the  Section  on  General  Pi’actice  urge  its 
program  committee  to  engage  an  industrial  health 


speaker  for  its  program  or  arrange  a symposium  on 
industrial  health  at  the  annual  session. 

Respectfully  submitted, 

S.  D.  Coleman,  Chairman, 
C.  E.  Willingham, 

David  H.  Smith, 

Neil  D.  Buie,  Jr. 

Albert  T.  Cook. 

President  Pickett:  This  report  will  go  to  the  Ref- 
erence Committee  on  Scientific  Work. 

The  next  report  is  the  report  of  the  Committee 
on  Rural  Health,  Dr.  Allen  Stewart,  Lubbock, 
chairman. 

Dr.  Stewart  then  presented  the  report  of  the  Com- 
mittee on  Rural  Health  as  follows: 

REPORT  OF  COMMITTEE  ON  RURAL  HEALTH 

On  August  24,  1947,  representatives  of  the  various 
farm  groups  of  the  state,  of  the  medical  profession, 
of  the  State  Department  of  Education,  and  of  the 
Agricultural  Extension  Service,  met  in  Fort  Worth 
and  organized  the  Texas  State  Council  on  Rural 
Health.  Mr.  Eugene  Butler,  Dallas,  was  elected 
chairman  of  the  council;  Mr.  Frank  Boutwell,  Leon- 
ard, vice-chairman;  Mrs.  Eloise  Johnson,  College 
Station,  secretary;  along  with  the  following  direc- 
tors, Mr.  Lewis  Spears,  State  Department  of  Edu- 
cation, Austin;  Dr.  Troy  A.  Shafer,  Harlingen;  Dr. 
George  A.  Gray,  Fort  Worth;  Mr.  George  W.  Blair, 
Dallas;  and  Mrs.  Gus  Rogas,  Manor. 

The  meeting  was  addressed  by  Dr.  Allen  T.  Stew- 
art, member  of  the  National  Committee  on  Rural 
Health,  and  by  President  B.  E.  Pickett;  also  Mr. 
Norman  Roberts,  special  representative  of  the  State 
Health  Department  Division  on  Hospital  Survey, 
talked  on  the  Hill-Burton  Bill. 

_ No  other  business  was  transacted  and  no  resolu- 
tions were  adopted,  as  this  was  considered  an  or- 
ganizational meeting. 

The  State  Committee  on  Rural  Health  has  had  no 
other  meetings,  but  has  awaited  the  outcome  of  the 
conference  of  a special  committee  on  the  coopera- 
tive hospital  problem,  which  committee,  headed  by 
Dr.  Harvey  Renger,  Hallettsville,  met  in  San  An- 
tonio, April  3 and  4,  and  will  have  its  own  special 
report  to  make  to  this  body. 

Respectfully  submitted, 

Allen  T.  Stewart,  Chairman, 
Troy  A.  Shafer, 

George  A.  Gray, 

E.  T.  Kealey, 

H.  M.  Ragland. 

President  Pickett:  This  report  is  referred  to  the 
Reference  Committee  on  Medical  Service  and  Public 
Relations. 

The  next  is  the  Special  Delegate  to  the  State 
Health  Education  Council,  Dr.  Ben  M.  Primer, 
Austin.  •'I 

Dr.  Primer  then  presented  his  report  as  delegate 
to  the  State  Health  Education  Council  as  follows: 

REPORT  OF  DELEGATE  TO  STATE  HEALTH 
EDUCATION  COUNCIL 

Following  my  appointment  as  delegate  to  the  State 
Health  Education  Council,  I received  a letter  from 
the  chairman,  Mr.  Lewis  Spears,  State  Department 
of  Education,  Austin.  In  his  letter  he  informed  me 
that  this  Council  was  composed  of  state  agencies 
that  have  a common  interest  in  the  health  or  welfare 
of  the  people  of  Texas.  It  is  the  plan  to  call  rep- 
resentatives of  these  agencies  together  for  a more 
concentrated  effort  to  improve  school  health  through- 
out Texas.  Mr.  Spears  believes  that  the  State 
Health  Education  Council  could  act  as  an  agent  for 
central  planning,  coordination  of  effort,  and  dis- 
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semination  of  scientific  and  accurate  information 
supplied  by  the  State  Department  of  Health  and  the 
State  Medical  Association. 

During  the  time  that  I have  been  a delegate  from 
the  Medical  Association,  there  has  not  been  a meet- 
ing of  the  Council.  However,  in  January  of  this 
year  I attended  a meeting  of  state  health  coordina- 
tors and  learned  of  the  so-called  “Texas  Extended 
School  and  Community  Health  Education  Program.” 
The  original  plan  was  called  the  “Three-year  Plan 
for  Improving  Health  Throughout  the  State  of 
Texas.”  According  to  this  plan,  the  State  Depart- 
ment of  Education  furnished  a director  of  health 
education  and  various  participating  colleges  of  the 
state  furnished  coordinators  of  health  education. 
The  latter  work  with  the  state  director  of  health 
education  and  with  the  local  high  schools  and  com- 
munities in  their  immediate  areas.  The  program  is 
financed  on  a fifty-fifty  basis  with  the  Kellogg 
Foundation. 

During  the  first  year  of  the  operation  of  this 
program,  the  following  activities  have  occurred : 

1.  A joint  committee  from  the  State  Department 
of  Education  and  Department  of  Health  was  formed 
and  has  had  several  meetings. 

2.  Preservice  training  of  teachers  in  the  field  of 
health  education  at  five  participating  colleges  and 
universities  is  undergoing  a slow  but  positive  change. 
Colleges  and  universities  participating  in  this  pro- 
gram are  North  Texas  State  Teachers  College, 
Prairie  View  Agricultural  and  Mechanical  College, 
Stephen  F.  Austin  State  Teachers  College,  Texas 
State  College  for  Women,  and  University  of  Texas. 

3.  Courses  in  health  service  and  community  hy- 
giene have  been  initiated  in  three  of  the  five  col- 
leges participating  in  the  program. 

4.  In-service  training  of  personnel  at  the  col- 
lege and  public  school  levels  has  been  one  of  the 
major  projects  for  each  of  the  colleges. 

5.  Workshops  in  health  education  were  conducted 
during  the  past  summer  by  each  of  the  five  colleges 
and  universities. 

6.  Community  activities  have  included  such 
things  as  organization  of  school  health  councils  and 
community  health  councils.  Their  activities  have 
been  directed  toward  investigation  of  health  condi- 
tions surrounding  the  school  and  means  of  improving 
health  conditions  in  their  communities. 

It  is  stated  in  the  report  that  the  State  Director 
has  been  working  jointly  with  the  State  Medical 
Association,  having  been  appointed  to  serve  on  the 
Board  of  Directors  of  the  Texas  Council  on  Rural 
Health. 

As  I see  it  the  State  Health  Education  Council  is 
an  outgrowth  of  the  three-year  plan  of  improving 
health  education  in  the  schools  of  Texas.  It  would 
seem  that  this  is  a worthy  cause  and  should  have 
the  active  support  of  the  medical  profession  of  the 
state.  However,  in  order  that  the  profession  may 
keep  informed  of  the  activities  of  the  program  and 
insure  that  it  progresses  in  channels  that  are  in 
keeping  with  good  medical  teaching  and  practice,  it 
would  seem  wise  to  continue  to  have  a representative 
on  the  State  Council  and  in  addition  to  recommend 
to  all  component  societies  that  they  appoint  local 
representatives  to  serve  on  the  local  health  councils 
where  such  exists  in  their  respective  communities. 

President  Pickett:  That  report  will  be  referred  to 
the  Reference  Committee  on  Medical  Service  and 
Public  Relations. 

Next  is  the  report  of  the  Delegate  to  the  State 
Rural  Health  Council,  Dr.  Troy  A.  Shafer,  Har- 
lingen. 

Dr.  Shafer:  Mr.  President,  I have  the  pleasure 


to  inform  you  that  my  report  has  already  been 
made  by  Dr.  Stewart. 

President  Pickett:  Next  is  the  report  of  the  dele- 
gate to  the  Conference  on  the  Cooperation  of  the 
Physician  in  the  School  Health  and  Physical  Edu- 
cation Program,  October,  1947*  Dr.  Allen  T.  Stewart 
Lubbock. 

Dr.  Stewart  then  presented  his  report  as  follows: 
REPORT  OF  DELEGATE  TO  CONFERENCE  ON 

COOPERATION  OF  THE  PHYSICIAN  IN 
THE  SCHOOL  HEALTH  AND  PHYS- 
ICAL EDUCATION  PROGRAM 

This  conference  was  held  at  Hotel  Moraine,  High- 
land Park,  111.,  October  16-18,  1947.  At  the  request 
of  President  B.  E.  Pickett,  I attended  this  confer- 
ence as  a representative  of  the  State  Medical  Asso- 
ciation of  Texas.  In  attendance  were  representa- 
tives of  state  departments  of  education,  state  de- 
partments of  health,  state  education  associations, 
state  medical  associations,  and  national  voluntary 
health  agencies.  One  hundred  and  twenty  partici- 
pants representative  of  some  ninety  agencies  from 
thirty  states  and  one  of  the  territories  were  in  at- 
tendance. The  purposes  of  the  conference  were: 

1.  To  develop  plans  for  implementing  within  the 
various  states  the  health  service  provisions  of  the 
report  “Suggested  School  Health  Policies,”  made  in 
1945  by  the  National  Conference  for  Cooperation  in 
Health  Education. 

2.  To  provide  for  interchange  of  information  re- 
garding the  patterns  of  school  health  programs  and 
the  results  of  school  health  studies  being  carried  on 
in  the  various  states. 

3.  To  define  the  role  of  the  physician  in  rela- 
tion to  the  health  aspects  of  school  physical  educa- 
tion and  athletics. 

4.  To  suggest  practical  methods  for  providing 
pre-service  and  in-service  education  programs  for 
school  health  personnel. 

The  participants  were  divided  into  four  discussion 
groups:  (1)  school  health  services,  (2)  school  health 
programs  and  studies,  (3)  the  physician  and  physical 
education,  and  (4)  pre-service  and  in-service  educa- 
tion. 

Each  section  held  four  sessions.  Discussion  groups 
rotated  between  the  various  sections  on  schedule  so 
that  each  participant  was  given  the  opportunity  to 
enter  into  the  discussion  of  every  phase  of  the 
conference  agenda.  General  sessions  were  addressed 
by  Dr.  Edward  L.  Bortz,  President,  and  Dr.  R.  L. 
Sensenich,  President-Elect  of  the  American  Medical 
Association ; Dr.  Charles  Wilson,  professor  of  educa- 
tion and  public  health,  Yale  University;  and  Super- 
intendent John  Bracken,  Clayton,  Missouri,  Schools. 

After  two  days  of  discussions  among  the  various 
groups,  the  final  morning  was  spent  in  a summary  of 
recommendations  and  conclusions.  I shall  mention 
only  those  conclusions  wherein  the  physician  is  inti- 
mately concerned: 

1.  The  physician’s  time  in  the  school  can  best  be 
utilized  (a)  if  he  is  employed  as  school  medical  ad- 
viser rather  than  school  medical  inspector;  (b)  if  the 
routine  medical  examinations,  whether  done  by  the 
family  physician  or  the  school  physician,  are  spaced 
at  three-year  intervals  during  the  school  life  of  the 
child;  (c)  if  pupils  in  need  of  special  examination 
and  advice  are  carefully  selected  by  the  teacher  and 
made  the  subject  of  a physician-teacher  conference; 
and  (d)  if  considerable  portions  of  the  routine  ex- 
aminations are  delegated  to  teachers  and  nurses, 
reserving  for  the  physician  only  those  portions  which 
he  alone  is  equipped  to  do. 

2.  Since  immunization  is  necessary  for  protec- 
tion, particularly  in  the  infancy  and  preschool  pe- 
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riod,  the  schools  should  definitely  discourage  the 
practice  of  postponing  inoculation  to  the  period  of 
school  entrance. 

3.  Medical  examination  findings  of  pupils  should 
be  interpreted  to  the  teacher  in  the  physician-teach- 
er conference,  making  certain  that  the  teacher  thor- 
oughly appreciates  the  importance  of  safeguarding 
all  matters  of  a confidential  nature. 

4.  Physicians  and  physical  education  teachers  in 
the  various  communities  should  arrange  joint  meet- 
ings for  the  discussion  of  such  problems  as  the  in- 
dividual and  adapted  physical  education  program 
and  the  classification  of  pupils  for  physical  educa- 
tion activities. 

5.  A joint  committee  composed  of  representatives 
from  the  American  Medical  Association  and  the 
American  Association  for  Health,  Physical  Educa- 
tion, and  Recreation  should  be  appointed  to  draw  up 
recommendations  regarding  (a)  the  administration 
of  the  individual  and  adapted  program  of  physical 
education  and  (b)  the  medical  examination  and 
guidance  of  athletes. 

6.  State  medical  societies  should  be  urged  to  plan 
jointly  with  their  health  department,  education  de- 
partment, and  education  association  for  the  develop- 
ment of  conferences  at  the  state  level  which  are 
comparable  to  this  conference  at  the  national  level. 
It  is  suggested  that  the  needs  of  rural  schools  should 
receive  special  consideration. 

President  Pickett:  This  report  will  go  to  the 
Reference  Committee  on  Medical  Service  and  Public 
Relations. 

One  of  the  special  committees  of  the  House  is  the 
Committee  on  Cooperative  Hospital  Regulations,  Dr. 
Harvey  Renger,  Hallettsville,  chairman. 

Dr.  Renger  commented  that  the  committee  is  more 
or  less  a go-between  between  the  Committee  on 
Rural  Health  of  Dr.  Stewart  and  the  cooperative  hos- 
pitals of  Texas,  and  then  presented  the  report  of 
the  committee,  as  follows: 

REPORT  OF  COMMITTEE  ON  COOPERATIVE 
HOSPITAL  REGULATIONS 

On  April  3,  1948,  a meeting  was  held  in  the 
Gunter  Hotel,  San  Antonio,  by  members  and  other 
representatives  of  the  State  Medical  Association  for 
the  purpose  of  discussing  the  regulation  of  coopera- 
tive hospitals.  The  following  were  present:  Dr.  A. 
C.  Scott,  Dr.  O.  N.  Mayo,  Mr.  Joe  Clark,  Mr.  Phil 
Overton,  Dr.  Allen  Stewart,  Dr.  J.  B.  Copeland,  and 
our  President,  Dr.  B.  E.  Pickett. 

It  was  decided  that  the  State  Medical  Association 
should  assist  the  Cooperative  Hospitals  Committee 
to  obtain  the  following: 

1.  The  Blue  Cross  Plan  of  insurance. 

2.  Doctors  in  good  standing  to  staff  these  hos- 
pitals. 

To  secure  this  assistance,  however,  the  follow- 
ing stipulations  should  be  met: 

1.  The  hospitals  must  be  set  up  as  local  institu- 
tions and  governed  by  the  local  territory  or  district. 

2.  The  hospital  must  have  an  open  staff. 

3.  All  medical  phases  of  the  hospital  must  be 
under  the  control  of  a physician. 

4.  Some  type  of  insurance  prepayment  to  avoid 
the  frequent  economic  disasters  that  some  of  the 
cooperative  hospitals  have  experienced  in  the  past  is 
advisable. 

5.  The  cooperatives  should  provide  for  speciali- 
zation. 

6.  The  cooperatives  should  not  solicit  the  public 
by  offering  specific  doctor  or  doctors’  services  as  an 
inducement  for  membership  in  the  cooperatives. 


7.  Provided  the  above  regulations  are  met,  the 
question  of  the  doctor  or  doctors  being  paid  should 
be  settled  by  mutual  agreement.  The  committee  real- 
ized that  the  vast  majority  of  doctors  of  the  State 
Medical  Association  of  Texas  operate  under  a type 
of  contract  with  various  agencies,  such  as  group 
practice,  clinics,  and  insurance  work;  therefore  it 
was  agreed  that  this  type  of  compensation  to  the 
physician  should  not  be  denied  the  cooperative 
hospitals. 

We  then  considered  the  ten  principles  of  the 
American  Medical  Association  for  the  establishment 
and  operation  of  all  voluntary  insurance  plans,  and 
interpreted  the  eighth  principle  to  exclude  doctors 
of  osteopathy. 

The  ten  principles  are: 

1.  All  features  of  medical  service  in  any  method 
of  medical  practice  should  be  under  the  control  of 
the  medical  profession.  No  other  body  or  individual 
is  legally  or  educationally  equipped  to  exercise  such 
control. 

2.  No  third  party  must  be  permitted  to  come  be- 
tween the  patient  and  his  physician  in  any  medical 
relation.  All  responsibility  for  the  character  of 
medical  service  must  be  borne  by  the  profession. 

3.  Patients  must  have  absolute  freedom  to  choose 
a legally  qualified  doctor  of  medicine  who  will  serve 
them  from  among  all  those  qualified  to  practice  and 
who  are  willing  to  give  service. 

4.  The  method  of  giving  the  service  must  retain  a 
permanent,  confidential  relation  between  the  patient 
and  a “family  physician.”  This  relation  must  be  the 
fundamental  and  dominating  feature  of  any  system. 

5.  All  medical  phases  of  all  institutions  involved 
in  the  medical  service  should  be  under  professional 
control,  it  being  understood  that  hospital  service 
should  be  considered  separately.  These  institutions 
are  but  expansions  of  the  equipment  of  the  physi- 
cian. He  is  the  only  one  whom  the  laws  of  all  na- 
tions recognize  as  competent  to  use  them  in  the 
delivery  of  service.  The  medical  profession  alone 
can  determine  the  adequacy  and  character  of  such 
institutions.  Their  value  depends  on  their  operation 
according  to  medical  standards. 

6.  In  whatever  way  the  cost  of  medical  service 
may  be  distributed,  it  should  be  paid  for  by  the 
patient  in  accordance  with  his  income  status  and  in 
a manner  that  is  mutually  satisfactory. 

7.  Medical  service  must  have  no  connection  with 
any  cash  benefits. 

8.  Any  form  of  medical  service  should  include 
within  its  scope  all  legally  qualified  doctors  of  medi- 
cine of  the  locality  covered  by  its  operation  who 
wish  to  give  service  under  the  conditions  established. 

9.  Systems  for  the  relief  of  low  income  classes 
should  be  limited  strictly  to  those  below  the  “com- 
fort level”  standard  of  income. 

10.  There  should  be  no  restrictions  on  treatment  or 
prescribing  not  formulated  and  enforced  by  the  or- 
ganized medical  profession. 

After  considering  these  items  to  our  mutual  sat- 
isfaction, the  Committee  realizes  that  something 
must  be  done  to  fight  not  socialization  of  medicine, 
but  federal  regulation  of  medicine.  We  were  made 
to  realize  that  in  a way  we  are  definitely  under  a re- 
gime of  socialized  medicine  today.  In  the  strict 
sense  of  the  word,  socialization  is  any  group  of 
people  banding  together  to  acquire  medical  service, 
or  any  type  of  service  that  a group  can  afford  or 
finance  by  pooled  assets.  This  is  definitely  evident 
in  contracts  and  insurances  carried  on  by  many  phy- 
sicians of  Texas  and  other  states  of  the  Union. 

The  following  members  of  or  persons  interested 
in  cooperative  hospitals  were  present  April  4 and  met 
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with  our  Committee,  that  had  been  increased  by  the 
presence  of  Dr.  Merton  Minter  and  Dr.  Troy  Shafer; 
Mr.  Frank  Boutwell,  Cooperative  Hospital,  Leonard; 
Mr.  James  Monroe,  Cooperative  Hospital,  Hale  Cen- 
ter; Mr.  George  B.  Blair,  Executive  Secretary, 
Texas  Federation  of  Cooperatives,  Dallas;  Mr.  Wal- 
ter Hammonds,  Representative  of  Texas  Farm 
Bureau,  Waco;  Mr.  Arthur  Teesch,  Master  Texas 
State  Grange,  Boerne;  Mr.  Travis  Lilly,  Divine;  and 
Mr.  Eugene  Butler,  chairman,  Texas  Council  on 
Rural  Health,  Dallas. 

After  hearing  from  all  of  these  representatives, 
it  was  clearly  evident  that  the  medical  profession  is 
not  adequately  providing  doctors  for  rural  sections, 
that  these  people  are  desperate  for  medical  aid,  that 
they  will  acquire  some  type  of  medical  aid,  that  they 
have  raised  financial  sums  purely  by  voluntary  do- 
nations, and  that  they  are  not  afraid  to  work  to  oper- 
ate hospitals,  even  though  hospitals  are  noted  for 
being  a financial  burden. 

The  Committee  then  read  the  previously  dis- 
cussed regulations.  These  laymen  of  the  coopera- 
tive hospitals  as  a whole  seemed  to  be  pleasantly 
surprised  that  the  medical  profession  was  trying  to 
cooperate,  and  pledged  themselves  to  try  to  live  up 
to  any  regulations  that  the  Texas  medical  profession 
may  demand.  They  are  particularly  anxious  that 
the  State  Medical  Association  give  them  a compre- 
hensive and  exact  set  of  regulations  that  they  may 
follow,  so  that  they  can  acquire  medical  recognition 
for  their  hospitals  and  their  physicians. 

Realizing  this,  the  Committee  sees  an  urgent  need 
for  further  cooperation  in  rural  medicine  and  there- 
fore requests  that  this  be  given  due  consideration, 
for  as  was  so  often  expressed,  “we  must  meet  the 
challenge  of  these  groups.”  We  must  help  them 
and  guide  them  to  good  medicine  for  they  are  ignor- 
ant of  the  type  of  medicine  they  should  have  (which 
they  admit)  and  are  desirous  of  good  medicine.  If 
we  do  not  provide  it,  they  will  either  acquire  an  in- 
ferior type  of  medical  practice  or  else  the  masses 
of  the  people  will  demand  federal  regulation. 

The  Committee  is  of  the  opinion  that  this  meeting 
was  a step  forward  toward  a solution  of  the  prob- 
lem and  hope  that  it  may  lead  to  an  eventual  solu- 
tion and  perfect  understanding  between  the  farm 
people  and  the  State  Medical  Association. 

Respectfully  submitted, 

Harvey  Renger,  Chairman, 

A.  C.  Scott, 

0.  N.  Mayo. 

President  Pickett:  I want  to  state  here  that  when 
we  first  began  with  this  group  it  seemed  like  it 
would  be  impossible  to  reach  them  at  all.  They 
were  quite  radical  and  not  inclined  to  want  to 
cooperate.  A great  deal  is  due  in  the  way  of  com- 
mendation for  this  committee  and  especially  to  Dr. 
Stewart,  Dr.  Shafer,  Dr.  Gray,  Dr.  Renger,  Dr. 
Mayo,  and  Dr.  Scott  for  the  turn  this  has  taken. 
The  majority  of  these  cooperatives  are  ready  to  be 
guided  by  you.  We  believe  now  we  have  this  where, 
by  cooperation  with  them  and  giving  them  the  right 
medical  care,  we  have  the  problem  solved,  or  at 
least  where  it  can  be  without  them  drifting  into  the 
hands  of  the  cults,  whereas  in  the  beginning  it  cer- 
tainly looked  like  they  were  headed  that  way. 

I beg  your  indulgence  to  call  your  attention  to 
a telegram  and  make  a statement  which  it  is  re- 
quested that  I make.  This  telegram  is  from  Judge 
Fred  B.  Glass,  of  Falls  County,  secretary  of  the 
Rural  Roads  Association.  During  the  time  that 
I have  been  President  of  the  State  Medical  Asso- 
ciation, I have  visited  various  groups  and  addressed 
them  where  I felt  like  it  would  in  any  wise  increase 
a better  public  feeling  or  understanding  between 
the  various  groups  of  whatever  nature  and  the  medi- 


cal profession.  The  telegram  is  referring  to  my 
having  addressed  the  Rural  Roads  Association  in 
Austin  in  the  Driskill  Hotel  on  March  27,  and  is  ask- 
ing me  to  direct  your  attention  to  the  efforts  of  this 
association  to  the  end  that  we  may  better  under- 
stand each  other  and  cooperate  with  each  other. 
Their  problem  is  the  problem  that  Harvey  Renger 
referred  to,  that  of  rural  medical  care,  and  they 
feel  that  if  they  can  get  good  roads  into  the  rural 
areas  they  will  be  more  able  to  attract  doctors  to 
their  communities,  to  their  towns,  and  to  their  small 
cities.  I am  going  to  refer  this  telegram  and  this 
statement,  with  Dr.  Renger’s  l’eport,  to  the  Refer- 
ence Committee  on  Medical  Service  and  Public 
Relations. 

The  next  report  is  the  report  of  the  Committee 
on  Financial  Needs  of  the  Association,  Dr.  L.  L.  D. 
Tuttle,  Houston,  chairman. 

Dr.  Tuttle  then  presented  the  report  of  the  com- 
mittee, as  follows: 

REPORT  OF  COMMITTEE  ON  FINANCIAL 
NEEDS  OF  THE  ASSOCIATION 

The  Committee  for  Study  of  Financial  Needs  of 
the  State  Medical  Association  met  March  6,  1948, 
in  the  Association  headquarters  in  Fort  Worth  in 
compliance  with  the  request  of  the  Executive  Coun- 
cil at  its  meeting  on  January  16.  Those  present 
were  Drs.  L.  L.  D.  Tuttle,  Houston,  chairman; 
Elliott  Mendenhall,  Dallas;  and  Harold  M.  Williams, 
Fort  Worth,  ex-officio. 

The  Committee  reviewed  the  status  reflected  by 
the  books  of  the  Association  and  the  Auditor’s  re- 
port covering  the  year  1947.  Summarized,  we  can 
show  money  received  and  expended  for  that  year. 
It  was  reflected  in  these  figures  that  5,401  members 
paid  $102,413  for  1947.  Included  in  this  figure  are 
5,068  regular  members  who  paid  $20  a year,  110 
honorary  members  who  paid  $4  a year,  131  intern 
and  resident  members  who  paid  $4  a year,  89  mili- 
tary members  who  paid  $1  a year,  and  3 members 
emeritus  who  pay  no  dues.  The  other  sources  of  in- 
come are  from  advertising  in  the  Journal,  interest 
on  the  investments,  and  nonmembership  subscrip- 
tions which  in  all  amounts  to  $38,358.01.  Adding 
these  figures  together  gives  a total  of  $140,771.01, 
which  represents  the  entire  revenue  of  the  State 
Medical  Association  of  Texas  for  1947. 

Since  the  entire  Auditor’s  report  appears  in  the 
Handbook  and  will  appear  in  the  June  issue  of  the 
Journal,  the  Committee  thought  it  unnecessary  to 
go  into  further  detail.  The  membership  is  referred 
also  to  the  June,  1947,  issue  of  the  Journal,  begin- 
ning on  page  85,  which  gives  a financial  statement 
for  the  year  1946.  Total  expenditures  of  the  State 
Association  for  1947  amounted  to  $123,956.12,  in- 
cluding $46,096.01  for  salaries.  This  leaves,  from 
$140,771.01,  the  net  worth  of  the  Association,  a 
balance  of  $16,814.89,  a surplus  which  is  divided 
among  the  Association  Fund,  the  Public  Relations 
Fund,  the  Journal  Fund,  and  the  Medical  Defense 
Fund. 

In  coming  to  any  kind  of  a conclusion  as  to  the 
needs  of  our  Association  for  the  near  future,  it  is 
necessary  that  the  members  acquaint  themselves 
with  several  actions  of  our  Board  of  Trustees  and 
those  who  are  really  interested  in  and  closely  asso- 
ciated with  this  Association. 

The  Board  of  Trustees  has  advocated  a retirement 
plan  for  the  employees  of  the  Association  and  are 
anxious  to  put  this  in  working  order  immediately. 
This  provides  for  some  $2,700  a year  additional  ex- 
pense, but  represents  an  expenditure  that  is  de- 
finitely needed  in  order  to  keep  an  efficient  and 
satisfied  office  force. 

Nearly  all  members  of  the  House  of  Delegates, 
and  especially  those  of  the  Executive  Council,  are 
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acquainted  with  the  action  of  the  Board  of  Trustees 
in  providing  for  full-time  legal  counsel,  full-time 
counsel  on  public  relations,  and  other  items  that 
are  going  to  add  materially  to  our  expense  for  the 
year  1948  and  other  years  to  come.  In  the  estima- 
tion of  the  Committee,  each  of  these  represents 
justifiable  additional  exDense. 

The  program  for  public  relations  calls  for  the 
employment  of  a full-time  public  relations  counsel 
which  will  amount  to  some  $5,000  a year  for  salary. 
The  legislative  program  calls  for  some  $7,200  per 
year  in  fixed  expenses.  This,  in  all  probability, 
will  be  more  in  some  years  than  others,  that  is, 
years  the  Legislature  is  in  session. 

As  has  been  pointed  out  in  communications  with 
several  members  of  the  Board  of  Trustees,  a visit 
to  the  headquarters  in  Fort  Worth  will  substantiate 
the  opinion  that  there  is  an  immediate  need  for 
action  to  preserve  the  volumes  that  are  at  present  in 
the  Library.  We  feel  that  these  volumes,  in  all 
probability,  are  priceless  and  absolutely  irreplace- 
able. 

Furthermore,  it  has  been  pointed  out  that  in  the 
past  there  have  been  a number  of  bills  introduced 
in  the  Legislature  and  there  will  be  more  in  the 
future  which  we  as  a profession  will  either  en- 
dorse and  work  for,  or  if  we  feel  they  are  detri- 
mental to  public  health  and  welfare,  we  will  work 
against.  The  powerful  lobbyists  that  are  main- 
tained by  groups  in  Austin  will  have  to  be  met  in 
some  manner  or  fashion.  This  will  necessitate 
added  expense  as  it  is  vital  that  our  State  Associa- 
tion be  informed  and  take  a part  in  the  preserva- 
tion of  the  health  of  the  people  of  our  state. 

As  is  well  understood  by  all  those  who  have  made 
personal  investigations  of  the  building  owned  by  the 
Association,  which  is  located  in  Fort  Worth  and 
which  houses  the  central  office  staff  and  our  very 
valuable  Library,  that  building  now  is  entirely  too 
small  to  serve  the  needs  of  the  Association.  It  was 
built  for  a residence,  not  an  office  or  library  build- 
ing, although  it  has  served  the  Association  ade- 
quately until  the  last  few  years.  It  has  become 
necessary  to  store  books  and  journals,  a vital  part 
of  the  Library,  in  such  crowded  space  that  many 
of  them  not  only  are  unavailable  but  are  rapidly 
deteriorating.  Some  have  been  placed  in  the  base- 
ment in  which  the  moisture  and  ventilation  are  not 
conducive  to  preservation  of  these  valuable  volumes. 

It  is  estimated  that  for  the  needs  of  the  Library 
there  should  be  at  least  twice  the  present  amount 
of  space,  which  is  approximately  2,500  square  feet, 
and  if  any  provision  is  made  for  expansion,  the  floor 
space  needed  should  be  at  least  three  or  four  times 
this  amount.  In  addition  more  space  is  needed  for 
the  office  staff,  which  has  more  than  doubled  in 
size  since  the  building  was  first  occupied  by  the 
Association.  The  building,  although  well  constructed 
for  residential  purposes,  is  not  fireproof  and  in  its 
use  as  an  office  and  library,  it  is  subjected  to  much 
more  weight  upon  the  floors  than  it  was  built  to 
withstand.  It  is  therefore  necessary  that  additional 
girders  be  added  and  new  footings  be  provided  if 
the  building  is  to  continue  supporting  the  weight  it 
is  now  carrying. 

For  these  reasons  it  is  evident  that  a new  build- 
ing is  needed  for  the  Library  and  the  offices  of  the 
Association. 

In  consideration  of  the  facts  here  presented  and 
especially  that  we  are  operating  on  such  a narrow 
margin,  it  is  the  opinion  of  the  Committee  that  our 
Association  will  soon  be  operating  on  a deficit  un- 
less plans  are  immediately  made  to  increase  the  in- 
come substantially.  The  Committee  therefore  re- 
commends that  the  dues  of  regular  members  of  the 
Association  be  raised  to  cover  the  needs  outlined  in 
the  report. 


The  Committee  believes  that  the  House  of  Dele- 
gates, representing  the  Association  as  a whole, 
should  feel  free  to  express  itself  as  to  whether  or 
not  we  contemplate  any  program  for  building  at  the 
present  time;  but  because  of  the  deterioration  of 
our  present  building,  something  needs  to  be  done 
immediately  to  prevent  a total  loss  of  many  precious 
volumes  in  our  Library  and  to  meet  the  require- 
ments of  ordinances  of  Fort  Worth  as  laid  down  by 
the  fire  marshal  and  the  city  engineer. 

It  appears  from  the  volume  of  work  being  done 
in  this  small  institution  that  there  is  a definite 
need  for  an  addition  of  at  least  two  to  the  person- 
nel. Furthermore,  it  is  the  feeling  of  your  Commit- 
tee that  we  are  obligated  in  some  way,  shape,  man- 
ner, or  form,  to  improve  the  morale  of  those  work- 
ing for  us  and  amongst  us,  if  necessary,  and  pro- 
pose a plan  similar  to  that  advocated  by  the  Board 
of  Trustees  whereas  every  person  on  a full-time 
basis  will  enjoy  some  type  of  pension  plan. 

It  is  further  felt  by  this  Committee  that  whether 
or  not  there  is  a building  program  undertaken  at 
this  time,  there  is  a definite  need  of  an  increase  in 
income  up  to  $40,000  a year.  As  for  any  sort  of 
building  plan,  we  anticipate  the  immediate  need  of 
some  $75,000  increase  in  income  per  year.  That 
represents  a minimum. 

Respectfully  submitted, 

L.  L.  D.  Tuttle,  Chairman, 
Elliott  Mendenhall, 

J.  B.  Copeland. 

President  Pickett : The  report  is  referred  to  the 
Reference  Committee  on  Finance. 

President  Pickett  then  called  for  any  other  com- 
mittee reports  or  communications,  but  there  was 
none. 

President  Pickett:  If  you  have  any  resolutions 
or  memorials,  we  are  ready  to  hear  them. 

Dr.  H.  R.  Dudgeon,  McLennan,  presented  a reso- 
lution which  had  been  approved  by  the  McLennan 
County  Medical  Society,  April  12,  1948,  having  to 
do  with  the  physicians’  service  and  the  Boy  Scouts 
of  America  health  program. 

President  Pickett:  This  resolution  will  be  referred 
to  the  Reference  Committee  on  Memorials  and  Reso- 
lutions. 

Dr.  William  M.  Gambrell,  Travis,  then  presented 
a resolution  providing  for  moving  the  central  offices 
of  the  State  Medical  Association  to  Austin. 

President  Pickett:  This  resolution  will  be  referred 
to  the  Reference  Committee  on  Memorials  and  Reso- 
lutions. 

Dr.  L.  C.  Heare,  Jefferson,  presented  a resolution 
providing  for  the  erection  of  a suitable  home  office 
building  and  library  for  the  Association.  The  reso- 
lution further  provided  for  the  appointment  of  a 
special  committee  to  formulate  a policy  for  the 
recognition  of  the  services  of  outstanding  physi- 
cians to  organized  medicine  in  Texas. 

President  Pickett:  This  resolution  involves  the  ex- 
penditure of  money  and  is  referred  to  the  Refer- 
ence Committee  on  Finance. 

Dr.  George  A.  Schenewerk,  Dallas,  presented  a 
resolution  concerning  the  endorsement  of  Blood 
Banking  Agencies  and  Associations. 

President  Pickett:  This  resolution  will  be  referred 
to  the  Reference  Committee  on  Scientific  Work. 

Dr.  George  Turner,  El  Paso,  presented  a resolu- 
tion for  the  appointment  of  a committee  to  study 
the  relocation  of  the  central  offices  and  library  of 
the  Association  and  to  report  at  the  next  annual 
session. 

President  Pickett:  This  report  will  be  referred  to 
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the  Reference  Committee  on  Resolutions  and  Me- 
morials. 

Dr.  Allen  Stewart,  Lubbock-Crosby,  presented  a 
resolution  providing  that  each  member  of  the  State 
Medical  Association  pay  $1  in  addition  to  his  regu- 
lar dues,  which  additional  payment  is  to  be  turned 
over  to  the  Woman’s  Auxiliary  to  be  used  in  their 
work. 

President  Pickett:  This  l'esolution  will  be  referred 
to  the  Reference  Committee  on  Finance. 

Dr.  Dwight  R.  Knapp,  Kerr-Kendall-Gillespie- 
Bandera,  presented  a resolution  providing  that  if 
the  dues  of  the  State  Association  are  increased  more 
than  $5  an  associate  membership  be  established  for 
men  in  practice  for  less  than  three  years  and  for 
those  not  in  active  private  practice. 

President  Pickett:  I am  going  to  send  this  reso- 
lution to  the  Reference  Committee  on  Resolutions 
and  Memorials  for  the  reason  that  it  is  less  loaded 
than  any  and  this  does  not  contemplate  the  expendi- 
ture of  money  but  is  just  a recommendation. 

I am  requested  by  Dr.  George  Schenewerk,  chair- 
man of  the  Reference  Committee  on  Scientific  Work, 
that  I re-refer  his  resolution  on  blood  banks,  which 
I will  do,  to  the  Reference  Committee  on  Medical 
Service  and  Public  Relations. 

Dr.  J.  L.  Cochran,  Bexar,  presented  a resolution 
instructing  the  delegates  to  the  American  Medical 
Association  to  work  in  enlisting  the  efforts  of  that 
organization  to  secure  the  passage  of  certain  amend- 
ments to  civil  service  regulations. 

President  Pickett:  This  resolution  will  be  referred 
to  the  Reference  Committee  on  Memorials  and  Reso- 
lutions. 

Gentlemen,  you  have  been  patient,  indeed.  We 
have  moved  through  the  agenda  that  we  have  be- 
fore us  down  to  our  reference  committees.  I have 
been  anxious  that  we  get  behind  us  as  much  work 
as  possible,  yet  not  slight  anything  nor  hurt,  mis- 
treat, nor  neglect  anyone.  I want  to  thank  you  for 
the  manner  in  which  you  have  carried  on  today. 

Upon  motion,  a recess  was  then  taken  until  8 
p.  m. 

Evening  Session 

The  evening  session  was  called  to  order  at  8:20 
p.  m.  by  President  Pickett. 

President  Pickett:  This  afternoon,  we  took  the 
liberty  of  reporting  for  Dr.  Hamilton  Ford,  chair- 
man of  the  Special  Committee  on  Mental  Health. 
Dr.  Ford  stated  he  would  like  to  discuss  the  report 
since  he  was  not  present  when  it  was  passed  on  to 
the  reference  committee  without  being  read.  We 
will  now  hear  from  Dr.  Ford. 

SUPPLEMENTARY  REPORT  OF  COMMITTEE 
ON  MENTAL  HEALTH 

Dr.  Hamilton  Ford,  Galveston:  I apologize  for  not 
being  here  this  afternoon  and  for  coming  now  to 
impose  on  your  time. 

This  is  an  important  thing.  This  Committee  on 
Mental  Health  I think  embraces  a group  of  activi- 
ties that  are  rather  important.  We  have  been  acting 
with  a committee  which  Dr.  Pickett  has  appointed 
and  with  the  Committee  on  Tuberculosis,  trying  to 
do  something  for  instance  about  improving  the 
medical  care  in  our  state  hospitals.  Dr.  Hendricks 
reported  those  activities  to  you  this  afternoon  in  the 
report  of  the  Committee  on  Tuberculosis.  I under- 
stand that  action  on  the  proposal  has  been  shelved 
for  another  year  and  I would  like  to  ask,  and  it  is 
included  in  our  report  here,  that  it  not  be  considered 
by  the  House  of  Delegates  at  this  time. 

I would  like  to  read  to  you  something  from  our 
report  that  I think  is  very  important. 

“The  activities  of  our  immediate  predecessors  on 
the  Committee  on  Mental  Health  emphasized  the 


following  four  points:  (a)  the  need  for  our  whole- 
hearted support  of  their  efforts;  (b)  no  single  mem- 
ber of  that  committee  is  represented  on  the  pres- 
ent committee;  (c)  each  new  committee  is  either 
unaware  of  the  activities  of  former  committees  or 
else  the  new  membership  has  other  interests  so 
that  the  final  result  is  just  another  committee  re- 
port at  the  end  of  the  year  without  much  construc- 
tive action;  worth-while  planning  often  requires 
months  or  years  of  effort  before  the  plans  material- 
ize so  that  it  is  highly  desirable  to  maintain  sus- 
tained interests  from  year  to  year;  (d)  the  neces- 
sity for  establishing  an  overlapping  term  of  office 
basis  for  members  of  the  committee  in  order  that 
the  State  Medical  Association  of  Texas  can  con- 
tribute fully  to  the  vital  advances  that  are  so  neces- 
sary in  the  fields  of  psychiatry  and  mental  hygiene.” 

Dr.  Williams  called  to  your  attention  the  recom- 
mendation in  our  report.  I understand  there  is  under 
consideration  some  plan  for  changing  the  Constitu- 
tion and  By-Laws  of  the  State  Medical  Association 
which  might  interfere  with  this  particular  recom- 
mendation for  establishing  a permanent  Committee 
on  Mental  Health.  I would  like  to  read  it  because  if 
we  are  going  to  have  a committee  and  we  are  going 
to  continue  to  do  work,  we  should  have  someone  on 
it  each  year  who  knows  what  happened  this  year 
.and  last.  (Dr.  Ford  then  read  the  recommendation 
of  the  Committee  on  Mental  Health,  page  119.) 

We  should  like  for  this  committee  to  have  a rotat- 
ing membership  so  that  we  can  go  ahead  with  some 
very  important  plans  for  the  State  Hospital  Board, 
the  changing  of  our  commitment  laws,  and  many 
other  things  that  are  vitally  important. 

President  Pickett:  It  will  be  recalled  that  this  re- 
port was  referred  to  the  Reference  Committee  on 
Scientific  Work  except  that  pai-t  dealing  with  i-evi- 
sion  of  the  By-Laws,  which  was  referred  to  the 
Reference  Committee  on  Amendments  to  the  Consti- 
tution and  By-Laws. 

President  Pickett:  Are  there  any  other  memorials 
or  resolutions  that  are  to  be  presented  to  the  House? 
May  I make  this  observation:  It  has  been  thought 
by  some  that  they  had  a perfect  right  to  submit 
memorials  or  resolutions  to  this  House  of  Delegates 
throughout  the  session.  That  is  not  according  to  the 
Constitution  and  By-Laws.  It  is  a fact  that  from 
the  general  meeting  there  can  come  to  this  House 
such  pieces  of  legislation.  Again,  by  unanimous 
consent  on  the  last  day  the  Board  of  Councilors  can 
submit  such.  Again,  coming  from  the  sections  by 
a two-thirds  majority,  this  House  can  receive  such 
resolutions  or  memorials,  but  under  ordinary  par- 
liamentary rules  those  that  are  not  submitted  to- 
day, this  evening,  are  not  to  be  considered. 

We  have  covered  the  agenda  unless  there  is  un- 
finished business  or  new  business  on  the  desk.  Do 
you  have  any? 

Secretary  Williams:  None  on  the  Secretary’s  table. 

President  Pickett  then  called  for  reports  of  refer- 
ence committees.  The  first  ready  to  report  was  the 
Reference  Committee  on  Amendments  to  the  Consti- 
tution and  By-Laws. 

Dr.  Charles  P.  Hardydcke,  Austin,  then  presented 
the  first  report  of  the  Reference  Committee  on 
Amendments  to  the  Constitution  and  By-Laws,  as 
follows : 

First  Report  of  Reference  Committee  on 
Amendments  to  the  Constitution  and  By-Laws 

Our  Committee  has  been  in  session  all  afternoon. 
We  hope  we  have  done  a good  job.  We  are  ready 
to  submit  for  your  consideration  tonight  our  action 
or  our  ideas  on  the  amendments  which  were  sub- 
mitted to  the  House  this  morning. 

Council  on  Medical  Defense. — First  is  a brief 
portion  of  the  report  of  the  Council  on  Medical  De- 
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fense,  dealing  with  revision  of  the  By-Laws.  The 
Council  asks  (1)  that  $1  a year  be  allocated  to  the 
Medical  Defense  Fund;  (2)  that  any  member  sued 
or  threatened  with  suit  shall  be  privileged  to  re- 
port to  any  member  of  the  Council  on  Medical  De- 
fense; and  (3)  that  since  the  Committee  on  Revision 
of  the  Constitution  and  By-Laws  has  recommended 
in  its  report  that  the  annual  reports  of  county  medi- 
cal societies  shall  be  due  February  1,  thus  creating 
a month’s  period  of  grace  before  membership  dues 
become  delinquent,  this  same  period  of  grace  be 
extended  in  malpractice  suits. 

Your  Committee  sees  merit  in  all  these  requests 
and  recommends  their  adoption,  and  I so  move. 

Dr.  R.  B.  Homan,  Jr.,  El  Paso:  I second  that 
motion. 

President  Pickett:  It  has  been  moved  and  sec- 
onded that  this  part  of  this  report  be  adopted. 

The  motion  was  then  put  and  carried  and  this 
portion  of  the  report  adopted. 

Board  of  Councilors. — There  has  likewise  been 
presented  a request  of  the  Board  of  Councilors 
that  Section  2,  Chapter  XIII  of  the  By-Laws 
(July  1,  1947,  edition)  be  amended  by  striking  from 
District  9 the  Counties  of  Brazoria  and  Galveston 
and  adding  to  District  8 the  Counties  of  Brazoria 
and  Galveston  and  by  striking  from  District  10  the 
County  of  Panola  and  adding  to  District  11  the 
County  of  Panola. 

The  Committee  feels  that  this  change  in  the  By- 
Laws  is  in  accordance  with  the  spirit  of  progress 
in  the  State  Medical  Association  and  feels  that  it 
should  be  adopted,  and  I so  move. 

The  motion  was  seconded  variously  and  carried 
and  this  portion  of  the  report  was  adopted. 

The  Executive  Council  recommends  that  the  By- 
Laws  be  so  changed  as  to  provide  that  annual  re- 
ports of  the  county  medical  societies  shall  be  in  the 
hands  of  the  State  Secretary  no  later  than  March  1, 
instead  of  by  April  1. 

Your  Committee  feels  that  this  is  a wise  recom- 
mendation, but  as  this  question  is  taken  up  in  the 
revised  Constitution  and  By-Laws,  we  recommend 
that  it  be  passed  at  this  time  and  considered  in  its 
proper  place  when  we  consider  the  revised  By-Laws. 

If  there  is  no  objection  to  that,  we  will  pass  on. 

The  Council  on  Scientific  Work  recommends  that 
Chapter  X,  Section  6 of  the  By-Laws  (July  1,  1947 
edition)  be  amended  to  read,  “Papers  presented  by 
members  of  the  Association  must  first  have  been 
read  in  full  before  the  county  or  district  society  or 
before  a section  or  division  of  the  county  society, 
open  to  all  members  of  the  society  and  controlled 
by  them.” 

This  recommendation  is  provided  for  in  the  re- 
vised By-Laws  and  our  feeling  is  that  action  can 
be  taken  upon  it  along  with  the  discussion  of  the 
revised  By-Laws. 

That  is  all  of  the  amendments  which  were  sub- 
mitted to  us  until  we  come  down  to  the  revised  Con- 
stitution and  By-Laws. 

President  Pickett : Go  right  ahead.  Doctor. 

Committee  on  Revision  of  Constitution  and  By- 
Laws. — The  Report  of  the  Committee  on  Revision 
of  the  Constitution  and  By-Laws  has  been  sub- 
mitted to  your  Reference  Committee.  It  is  our  sin- 
cere belief  that  a great  deal  of  work  and  effort 
has  been  done  by  Dr.  Cody,  Dr.  Terrell,  Dr.  Rowley, 
Dr.  Blasingame,  and  Dr.  Minter  in  revising  the  By- 
Laws  and  the  Constitution.  We  wish  to  take  this 
opportunity  to  commend  them  for  a very  excellent 
piece  of  work. 

As  to  the  proposed  revised  Constitution,  the  Com- 
mittee recommends  its  acceptance  without  change  as 
stated  in  your  Handbook,  and  as  published  in  the 
January,  1948,  Journal.  Your  Committee  recom- 


mends the  acceptance  of  the  proposed  By-Laws  as 
published  in  the  Handbook  (Editor’s  Note:  The 
version  in  the  January,  1948,  Journal  is  identical 
except  for  Chapter  VIII,  Section  4,  “Executive 
Council.”  The  revised  version  of  this  section  as  it 
appeared  in  the  Handbook  is  published  with  the  re- 
port of  the  Committee  on  Revision  of  the  Constitu- 
tion and  By-Laws  in  these  Transactions  on  page 
111.)  in  their  entirety  with  the  small  change  that 
under  Chapter  IX,  Section  6,  reading,  “provided, 
that  the  requirements  of  this  section  shall  be  satis- 
fied when  the  secretary  of  the  component  county 
society  with  three  hundred  or  more  members  may, 
at  a meeting  of  his  society,  read  by  title  a paper 
previously  read  in  full  before  an  affiliated  special 
society  accepted  for  this  purpose  by  the  Council  on 
Scientific  Work;  and  shall  so  certify  such  papers  to 
the  officers  of  the  respective  sections,”  the  words 
“three  hundred”  be  changed  to  “one  hundred.”  This 
deals  with  the  recommended  change  by  the  Council 
on  Scientific  Work. 

Your  Reference  Committee  on  Revision  of  the  Con- 
stitution and  By-Laws  feels  that  the  revision  of  the 
By-Laws  should  be  adopted  in  its  entirety  with  the 
addition  of  the  above  change. 

However,  the  only  way  we  know  that  this  can 
be  adequately  presented  to  you  for  any  intelligent 
discussion  is  to  take  the  revision  up  article  by  arti- 
cle. It  is  my  intention  to  go  down  through  the  re- 
vised Constitution  and  the  revised  By-Laws  and 
where  there  are  no  pertinent  changes  I will  merely 
read  the  article  and  the  section  by  name  and  num- 
ber, asking  you  to  follow  along  with  me  as  we  go. 
Where  there  are  pertinent  changes  or  where  there 
are  questions  in  our  minds  on  any  changes  I will 
read  the  changes  and  make  a motion  in  line  with 
the  action  of  the  Committee.  Then  they  will  be  open 
to  your  discussion  on  the  floor. 

Dr.  Hardwicke  then  read  the  proposed  revision 
of  the  Constitution  and  By-Laws  article  by  article, 
chapter  by  chapter,  and  section  by  section.  In  most 
instances  the  revisions  were  adopted  with  little 
opposition.  The  following  sections,  however,  were 
rather  controversial  or  include  amendments  originat- 
ing on  the  floor  of  the  House.  (Editor’s  Note:  Some 
of  the  decisions  recorded  here  were  modified  by 
action  of  the  House  at  a later  meeting.  See  page 
149)  : 

Article  VI,  Section  3.  Dr.  H.  R.  Dudgeon,  Mc- 
Lennan; Dr.  J.  M.  Travis,  Jacksonville;  and  Dr. 
H.  F.  Connally,  McLennan,  were  opposed  to  allow- 
ing the  Secretary  to  call  special  sessions  on  the 
grounds  that  the  authority  and  honor  of  the  Presi- 
dent would  be  curtailed  thereby.  Other  members 
of  the  House,  including  Dr.  Denton  Kerr,  Harris, 
considered  it  advisable  to  provide  for  special  ses- 
sions without  action  by  the  President  in  case  a com- 
paratively autocratic  person  should  become  Presi- 
dent and  fail  to  call  a special  session  even  though 
petitioned  to  do  so.  The  House  by  a vote  of  36  to  34 
adopted  the  revision  which  reads:  “Special  sessions 
of  the  Association  and  the  House  of  Delegates, 
either  or  both,  may  be  called  by  the  President  at  his 
discretion,  and  shall  be  called  by  the  Secretary  on 
petition  of  thirty  delegates.” 

Article  VII,  Section  1.  Following  the  recommenda- 
tion of  Dr.  John  Burleson  and  Dr.  J.  B.  Copeland, 
Bexar,  that  the  entire  membership  of  the  Council 
on  Legislation  be  ex-officio  members  of  the  House 
of  Delegates,  the  section  was  adopted  to  read : “The 
House  of  Delegates  shall  constitute  the  legislative 
body  of  the  Association.  The  membership  of  the 
House  of  Delegates  shall  consist  of  (1)  Delegates, 
elected  in  accordance  with  this  Constitution  and 
By-Laws,  and  ex-officio  (2)  the  President,  the  Presi- 
dent-Elect, the  Vice-President,  the  Secretary,  and 
the  Treasurer;  (3)  Councilors;  (4)  Trustees;  (5) 
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the  Speaker  of  the  House  of  Delegates;  and  (6)  the 
members  of  the  Council  on  Legislation  and  the  sev- 
eral chairmen  of  the  other  respective  councils.” 

Chapter  I,  Section  6.  The  House  voted  to  insert 
the  word  “resident”  in  this  section  so  that  the  first 
portion  reads:  “Secretaries  of  component  county 
societies  shall  file  their  annual  reports  with  the 
State  Secretary  not  later  than  February  1 of  each 
year.  The  reports  shall  be  made  upon  blanks  fur- 
nished by  the  State  Secretary.  This  blank  shall  be 
so  arranged  as  to  show  a list  of  the  officers  and 
members  of  the  societies;  lists  of  honorary,  military, 
emeritus,  intern,  and  resident  members  ...”  The 
remainder  of  the  section  was  unchanged. 

Chapter  VI,  Section  3.  The  Reference  Commit- 
tee reported  that  a suggestion  had  been  submitted 
to  dispense  with  all  roll  calls  in  the  House  of  Dele- 
gates except  for  the  purpose  of  a record  vote.  The 
Committee  declined  to  recommend  action  on  this 
suggestion,  but  following  a motion  by  Dr.  Merton 
M.  Minter,  San  Antonio,  the  House  adopted  a re- 
vision of  the  section  to  read : “The  roll  of  the 
House  of  Delegates  shall  be  called  only  for  the  pur- 
pose of  a record  vote;  provided,  that  the  Speaker 
shall  not  allow  the  roll  call  to  be  used  as  dilatory 
tactics.  The  roll  of  the  House  during  an  annual 
session  shall  be  those  registered  with  the  Reference 
Committee  on  Credentials.  Forty  members  of  the 
House  of  Delegates  shall  constitute  a quorum.  The 
presence  of  a quorum  shall  be  determined  by  the 
Secretary  and  shall  be  established  by  announcement 
of  the  Speaker.” 

Chapter  VI,  Section  11.  The  section  dealing  with 
the  War  Council  was  first  adopted  as  printed  in  the 
January,  1948,  Journal  and  in  the  Handbook;  ac- 
cording to  this  revision  membership  in  the  Coun- 
cil would  consist  of  nine  persons.  Following  the 
opposition  of  Dr.  H.  R.  Dudgeon,  McLennan,  who  in- 
sisted that  power  was  being  taken  from  delegates 
elected  by  county  societies  and  given  to  ex-officio 
members,  and  the  recommendation  of  Dr.  T.  C. 
Terrell,  Fort  Worth,  and  Dr.  Merton  M.  Minter, 
San  Antonio,  the  section  was  reconsidered  and 
membership  in  the  War  Council  was  changed  to 
consist  of  the  same  persons  as  the  Executive  Coun- 
cil. The  section  as  adopted  reads:  “The  War  Council 
shall  consist  of  the  President,  Vice-President, 
President-Elect,  Secretary,  Treasurer^  Speaker  of 
the  House  of  Delegates,  the  Trustees,  the  Coun- 
cilors, the  chairmen  of  the  several  councils,  and  the 
chairman  of  the  Committee  on  Public  Relations. 
The  Speaker  and  the  Secretary  shall  be  respectively 
chairman  and  secretary  of  the  War  Council.  The 
War  Council  shall  have  the  responsibility  and  au- 
thority of  the  House  of  Delegates  to  receive  and  act 
on  the  reports  of  officers,  boards,  councils,  and 
committees,  to  legislate,  to  elect  the  nominees  of  the 
President-Elect  to  the  respective  councils,  to  elect 
and  to  install  officers  in  absentia;  all  in  accordance 
with  the  Constitution  and  By-Laws  of  the  Associa- 
tion; provided,  that  a member  of  the  Association 
may  be  elected  to  any  office  without  being  present 
at  the  meeting.” 

Chapter  VI,  Section  12.  At  the  request  of  the  Com- 
mittee on  Revision  of  the  Constitution  and  By-Laws 
and  upon  the  recommendation  of  the  Reference 
Committee,  this  new  section  was  adopted  to  read : 
“All  reports  of  officers  and  committees  shall  be 
printed  in  full  and  mailed  to  each  delegate  thirty 
days  prior  to  the  annual  session,  and  all  committees 
must  mail  their  written  reports  to  the  Association 
Secretary  sixty  days  prior  to  the  annual  session.” 

Chapter  VIII,  Section  3 (c).  As  it  had  been  pre- 
viously pointed  out  to  the  House  that  the  func- 
tions of  the  Advisory  Committee  to  the  Woman’s 
Auxiliary  had  been  assigned  to  the  Committee  on 
Public  Relations  and  the  Council  on  Legislation, 


Dr.  Cary  Poindexter,  Crystal  City,  moved  that  the 
name  of  the  Advisory  Committee  to  the  Woman’s 
Auxiliary  be  deleted  from  the  list  of  special  com- 
mittees of  the  Association.  The  House  adopted  the 
amended  section  to  read:  “The  special  committees  of 
the  Association  shall  be  as  follows:  (1)  General 
Arrangements  Committee  for  the  Annual  Session, 
(2)  Committee  on  Memorial  Exercises,  (3)  Com- 
mittee on  Scientific  Exhibits,  (4)  Advisory  Com- 
mittee to  the  Texas  Society  of  Medical  Technolo- 
gists, and  (5)  such  other  committees  as  may  be 
deemed  advisable.  The  term  of  office  of  members 
of  the  special  committees  shall  be  one  year.” 

Chapter  VIII,  Section  4 (a-1).  Dr.  H.  R.  Dudgeon, 
McLennan,  objected  to  the  membership  in  the  Ex- 
ecutive Council  as  proposed  in  the  revision  of  this 
section,  pointing  out  that  there  would  be  no  mem- 
ber of  the  Council  elected  by  the  county  societies 
and  that  power  would  be  vested  in  ex-officio  mem- 
bers in  an  undemocratic  way.  The  House  of  Dele- 
gates, however,  voted  38  to  27  to  adopt  the  section 
recommended  by  the  Committee  on  Revision  of  the 
Consitution  and  By-Laws.  This  section,  which  the 
Committee  had  itself  revised  since  its  publication  in 
the  January,  1948,  JOURNAL,  as  adopted  reads:  “The 
Executive  Council  shall  ex-officio  consist  of  the 
President,  Vice-President,  President-Elect,  Secre- 
tary, Treasurer,  Speaker  of  the  House  of  Delegates, 
the  Trustees,  the  Councilors,  the  chairmen  of  the 
several  councils,  and  the  chairman  of  the  Committee 
on  Public  Relations.  The  Executive  Council  shall 
have  regular  meetings  on  the  last  Saturday  in  Au- 
gust and  on  the  last  Saturday  in  January.  A spe- 
cial meeting  may  be  called  by  the  President  at  his 
discretion.  The  chairman  and  secretary  of  the  Ex- 
ecutive Council  shall  be  respectively  the  President 
and  Secretary  of  the  Association.  It  shall  be  the 
duty  of  this  Council  in  the  interim  between  annual 
sessions  to  advise  the  officers,  councils,  and  commit- 
tees of  the  Association  in  the  management  and 
coordination  of  its  several  activities,  to  administer 
the  affairs  assigned  to  it  by  the  House  of  Delegates, 
to  fix  the  policy  of  the  Association  subject  to  the 
affirmative  approval  of  the  ensuing  House  of  Dele- 
gates; provided,  that  the  approval  of  a resolution 
or  motion  in  contravention  with  a policy  adopted 
by  the  House  of  Delegates  shall  require  a majority 
of  three-fourths  of  those  present.  If  for  any  rea- 
son a member  of  the  Association  holding  any  office 
may  not  perform  the  duties  of  such  office,  the 
Executive  Council  shall  request  the  President  to 
call  for  the  resignation  of  said  member.  Within 
ten  days  after  the  death,  disability,  or  removal  of 
both  the  President  and  Vice-President,  the  Execu- 
tive Council  shall  assemble  on  call  of  the  President- 
Elect  for  the  purpose  of  electing  a President  for 
the  unexpired  term.  In  the  interim  the  President- 
Elect  shall  serve  as  President  pro  tempore.  A 
quorum  shall  consist  of  twelve  members.” 

Chapter  VIII,  Section  6 (a-3).  In  line  with  action 
taken  with  regard  to  Article  VII,  Section  1,  deal- 
ing with  membership  of  the  House  of  Delegates, 
the  House  voted  to  revise  the  last  sentence  of  the 
first  paragraph  "of  this  section  on  the  Council  on 
Legislation  to  read:  “The  chairman  of  the  Council 
shall  be  an  ex-officio  member  of  the  Executive 
Council  and  the  chairman  of  the  Council  and  the 
members  thereof  shall  be  members  of  the  House  of 
Delegates.” 

Chapter  VIII,  Section  20.  To  conform  with 
Chapter  VI,  Section  12,  dealing  with  the  date  at 
which  reports  shall  be  due,  the  House  revised  this 
section  to  read:  “Officers,  boards,  councils,  stand- 
ing committees,  and,  upon  instructions  of  the  Presi- 
dent special  committees  and  special  delegates  shall 
be  required  to  file  duplicates  of  their  respective 
reports  with  the  State  Secretary  sixty  days  prior 
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to  the  annual  session,  provided  that  the  data  and 
information  required  for  the  compilation  of  said 
reports  are  available  by  that  time,  and  the  State 
Secretary  shall  have  the  said  reports  published  in 
pamphlet  form,  for  the  convenience  of  the  House 
of  Delegates.” 

Chapter  IX,  Section  6.  This  section  was  revised 
upon  recommendation  of  the  Reference  Committee 
so  that  the  first  portion  reads:  “Papers  presented 
by  members  of  the  Association  must  first  have 
been  read  in  full  before  a component  county  society, 
or,  where  a component  county  society  is  not  avail- 
able for  this  purpose,  the  district  society  of  which 
the  author  is  a member.  The  secretary  of  such 
society  shall  certify  to  the  section  secretary  that 
such  paper  has  been  so  read;  provided,  that  the  re- 
quirements of  this  section  shall  be  satisfied  when 
the  secretary  of  a component  county  society  with 
one  hundred  or  more  members  may,  at  a meeting 
of  his  society,  read  by  title  a paper  previously  read 
in  full  before  an  affiliated  special  society  accepted 
for  the  purpose  by  the  Council  on  Scientific  Work; 
and  shall  so  certify  such  papers  to  officers  of  the 
respective  scientific  sections.”  The  remainder  of  the 
section  was  unchanged. 

Action  on  Chapter  VIII,  Section  3 (b)  dealing 
with  standing  committees  and  on  Chapter  XIII,  Sec- 
tions 1,  2,  and  4,  dealing  with  assessments  was  de- 
ferred until  the  Reference  Committee  could  con- 
sider and  report  on  proposed  amendments  relative 
to  those  sections. 

Dr.  J.  Wilson  David,  Navarro,  raised  the  ques- 
tion of  proxy  voting  in  county  medical  societies,  and 
made  a motion  that  a provision  prohibiting  proxy 
voting  be  inserted  in  the  By-Laws.  Upon  the  as- 
surance of  Dr.  T.  C.  Terrell,  Fort  Worth,  that 
Roberts’  Rules  of  Order  forbid  proxy  voting  and  by 
Secretary  Williams  that  Chapter  XVI  of  the  By- 
Laws  (July  1,  1947  edition)  provides  that  Roberts’ 
Rules  of  Order  shall  prevail  in  instances  not  spe- 
cifically covered  by  the  Constitution  and  By-Laws, 
Dr.  David  withdrew  his  motion. 

The  remainder  of  the  proposed  revision  of  the 
Constitution  and  By-Laws  as  published  in  the  Janu- 
ary, 1948,  issue  of  the  Journal,  pages  587-594,  was 
adopted,  section  by  section.  Dr.  Hardwicke  then 
moved  the  adoption  of  the  report  as  a whole. 

Dr.  L.  C.  Heare,  Jefferson:  I second  the  motion. 

Dr.  H.  R.  Dudgeon,  McLennan:  Will  this  require 
a two-thirds  vote? 

President  Pickett:  You  mean  to  adopt  the  entire 
report  as  a whole? 

Dr.  Dudgeon:  Yes,  sir. 

President  Pickett:  An  amendment  to  the  Consti- 
tution, I think,  does,  but  to  the  By-Laws  does  not, 
I believe. 

Dr.  Dudgeon:  I want  to  call  your  attention  to 
this  fact  that  under  “Sessions  and  Meetings,”  un- 
der the  Constitution,  Article  VI,  Section  3,  there 
were  36  votes  in  favor  of  adopting  that  and  34 
against  it,  so  accordingly,  if  it  is  not  just  to  be 
adopted  by  a majority  vote,  that  is  lost. 

President  Pickett:  That  was  the  Constitution. 

Dr.  S.  H.  Watson,  Ellis:  What  is  the  effect  of 
this  vote,  if  this  motion  is  carried  by  the  House? 

Secretary  Williams:  The  constitutionality  of  the 
action  of  the  House  is  the  point  that  is  in  question. 
That  has  to  do  with  the  passage  of  one  specific  sec- 
tion and  Dr.  Dudgeon,  as  I see  it,  wants  to  clarify 
this  constitutional  point  before  we  vote  on  the  re- 
port as  a whole  or  the  whole  report  could  be  called 
unconstitutional. 

Dr.  Watson:  This  report  of  the  Committee  con- 
cerns the  amendment  of  the  Constitution  and  By- 
Laws.  Now,  I want  to  know  what  effect  the  pas- 


sage of  this  vote  to  adopt  the  report  as  a whole 
would  have?  Would  that  in  effect  change  the  con- 
stitution? 

President  Pickett:  If  we  vote  on  the  Constitution 
and  By-Laws  altogether,  it  will  require  a two-thirds 
vote  to  carry.  Dr.  Dudgeon  raised  the  point  about 
the  one  we  have  gone  over  which  did  require  a 
two-thirds  vote  and  I declared  it  carried  on  just  a 
majority  vote.  I was  wrong  and  I thank  him  for 
directing  my  attention  to  that.  I want  to  go  back 
to  that  and  clear  that  up  so  that  we  will  know  which 
one  it  is  and  which  one  lost.  We  will  not  vote  on 
it  again. 

Dr.  Dudgeon:  It  is  Article  VI,  Section  3 of  the 
revised  Constitution. 

President  Pickett:  As  it  stands  at  this  time,  it 
reads:  “Special  sessions  of  either  the  Association 
or  the  House  of  Delegates,  or  special  meetings  of 
either,  shall  be  called  by  the  President,  at  his  dis- 
cretion or  on  petition  of  thirty  delegates.”  That  is 
the  way  that  it  stands  at  this  time.  The  new  one 
lost.  Is  that  all  right,  Doctor? 

Dr.  Dudgeon:  Yes,  I think  so. 

President  Pickett:  Now,  the  question  comes,  shall 
we  go  back  and  adopt  this  Constitution  by  a two- 
thirds  vote  or  shall  we  undertake  to  go  through  on 
a two-thirds  vote  all  the  way  through? 

Dr.  Watson:  Article  XV  of  the  old  Constitution 
says,  “The  House  of  Delegates  may  amend  any  Ar- 
ticle of  this  Constitution  by  two-thirds  vote  of 
the  delegates  registered  at  any  annual  session,  pro- 
vided that  such  amendment,  and  so  forth.”  Are  two- 
thirds  of  the  delegates  registered  here? 

President  Pickett:  Yes,  sir. 

Dr.  Watson:  We  haven’t  at  this  meeting  two- 
thirds  of  the  delegates  registered  in  attendance. 

President  Pickett:  Let  us  see.  The  question  arises 
are  there  two-thirds  of  the  delegates  registered  in 
this  House? 

Fourth  Report,  Reference  Committee 
on  Credentials 

Dr.  Troy  Shafer,  Cameron- Willacy : There  are 
123  of  a total  of  155  registered. 

President  Pickett:  We  do  not  have  a two-thirds 
number  in  this  House.  We  still  have. to  complete 
some  parts  of  this.  The  only  thing  that  we  can  do 
tonight  is  to  defer  action  on  this  until  we  get  a 
full  house  of  delegates  and  I will  entertain  a motion 
to  that  effect. 

Dr.  L.  C.  Heare,  Jefferson:  I move  we  defer  action 
until  the  next  meeting. 

Dr.  L.  C.  Powell,  Beaumont:  I second  the  motion. 

President  Pickett:  We'  have  two  actions  to  clear 
up  and  the  motion  is  to  defer  the  final  action  on 
this  until  Wednesday  evening  when  we  have  a full 
meeting  of  the  House  of  Delegates.  All  in  favor  of 
the  motion  let  it  be  known  by  saying  “Aye.”  Con- 
trary, “No.”  It  is  a vote  and  so  ordered. 

A motion  to  adjourn  was  carried  and  thereupon, 
at  11:30  p.  m.,  adjournment  was  had  until  8 p.  m. 
Wednesday,  April  28,  1948. 

TUESDAY,  APRIL  27,  1948 
Minutes  of  the  Opening  Exercises  and  First 
General  Meeting 

The  Eighty-First  Annual  Session  of  the  State 
Medical  Association  of  Texas  was  called  to  order 
for  the  opening  exercises  by  Dr.  John  H.  Wootters, 
Houston,  chairman  of  the  General  Arrangements 
Committee,  at  9 a.  m.,  in  the  Ballroom  of  the  Rice 
Hotel,  Houston. 

The  Rev.  E.  H.  Westmoreland,  pastor  of  the  South 
Main  Baptist  Church,  delivered  the  invocation. 
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Chairman  Wootters:  The  Address  of  Welcome  by 
Dr.  Herbert  L.  Alexander,  Houston,  president  of  the 
Harris  County  Medical  Society. 

Address  of  Welcome 

Dr.  Alexander : It  is  a pleasure  to  welcome  you 
here  to  the  Eighty-First  Annual  Session  of  the 
State  Medical  Association  of  Texas. 

We  are  particularly  happy  to  have  you  here  at 
this  time,  at  a time  when  the  great  Texas  Medical 
Center  is  beginning  to  take  form.  We  hope  that  you 
will  take  the  opportunity  to  drive  out  Main  Street 
and  see  for  yourself  just  what  is  going  on.  We  are 
proud  of  the  progress  that  has  been  made  and  we 
hope  that  the  next  time  you  come  here  for  your 
meeting  it  will  be  well  into  completion. 

Dr.  Wootters  has  limited  me  to  thirty  minutes  but 
I think  I will  turn  some  of  it  back  to  him.  He  has 
developed  such  a good  program  that  I believe  these 
other  speakers  will  be  of  more  interest  to  you  than 
I could  possibly  be. 

Dr.  Wootters  and  his  confreres  have  worked  long 
and  diligently  and  the  good  wives  have  also  spent  a 
lot  of  time  trying  to  arrange  for  some  entertain- 
ment for  the  ladies  I am  sure  that  they  will  enjoy. 

Now,  the  weatherman  has  been  good  to  us.  I think 
he  got  most  of  the  rain  out  of  his  system  Sunday 
afternoon,  and,  although  we  cannot  guarantee  you 
that  this  condition  will  improve  within  three  or 
four  hours,  we  hope  that  you  have  good  weather, 
and  we  hope  that  you  have  a pleasant  and  a profit- 
able week  here. 

On  behalf  of  the  Harris  County  Medical  Society 
I want  to  bid  you  welcome. 

Chairman  Wootters:  We  will  now  have  Greetings 
from  the  Woman’s  Auxiliary  to  the  State  Medical 
Association  by  Mrs.  Edward  C.  Ferguson,  Beau- 
mont, President  of  the  Woman’s  Auxiliary. 

Greetings  from  the  Woman’s  Auxiliary  to  the 
State  Medical  Association  of  Texas 

Mrs.  Ferguson : I am  sincerely  appreciative,  Dr. 
Pickett,  of  the  distinct  honor  you  have  accorded  me 
by  your  invitation  to  address  your  annual  meeting 
of  the  doctors  of  the  state. 

To  have  served  as  the  thirtieth  President  of  the 
Auxiliary  to  the  State  Medical  Association  of  Texas 
has  been  my  happy  privilege  during  the  past  year, 
and  I am  grateful  to  you  for  the  opportunity  to 
give  an  account  of  my  stewardship.  One  of  my  pred- 
ecessors has  likened  the  growth  of  the  Auxiliary 
work  from  its  humble  beginning  to  its  present 
strength,  to  the  building  of  a mansion,  gradually 
erected  by  different  groups  of  workers.  Since  each 
room  of  the  mansion  is  represented  as  the  contribu- 
tion of  a particular  president  and  her  coworkers, 
we  may  be  said  to  have  this  year  added  the  thirtieth 
room  to  our  Auxiliary  building.  But  in  order  that 
the  structure  might  not  become  top  heavy  or  in- 
secure, we  have  endeavored  also  to  strengthen  the 
foundation  of  the  whole,  and  improve  the  skills  of 
the  workmen. 

The  years  1947-1948  have  been  called  the  years 
of  decision.  Your  Auxiliary  adopted  as  its  theme 
“Unity  of  Purpose  and  Action”  as  befitting  the 
needs  of  the  present  day  with  its  many  changes, 
political,  economic,  and  social.  Having  travelled 
the  length  and  breadth  of  our  great  state  during 
the  past  year,  and  having  become  better  acquainted 
with  the  wonderful  men  and  women  of  the  Medical 
Association  and  Auxiliary,  I am  now  convinced  that 
with  the  proper  amount  of  unity  and  loyalty  in  our 
profession  we  should  never  need  to  fear  federal  in- 
terference or  socialized  medicine. 

Why  have  we  this  lethargy  and  lack  of  unity 
among  us?  The  things  that  divide  us  are  infini- 
tesimal when  compared  with  the  many  things  that 
should  make  us  one.  But  we  cannot  be  naive  about 


it,  and  we  must  acknowledge  that  the  lack  is  there. 
And  for  this  dangerous  indifference  there  is  no 
defense.  Some  one  has  said  that  “the  test  of  states- 
manship in  our  day  must  be  in  its  ability  to  seek 
and  strengthen  the  bases  of  unity  among  all  men.” 
With  this  statement  no  thoughtful  person  can  dis- 
agree. 

H.  W.  Prentis,  Jr.,  president  of  the  Armstrong 
Cork  Conipany,  and  past  president  of  the  National 
Association  of  Manufacturers,  addressed  the  Ameri- 
can Medical  Association  at  its  centennial  dinner  at 
Atlantic  City,  N.  J.,  June  7,  1947.  During  the 
course  of  a deeply  stirring  and  thought  provoking 
address  entitled  “The  Moving  Finger  Writes,”  Mr. 
Prentis  had  this  to  say  (J.  A.  M.  A.,  June  28,  1947), 
“The  Greeks  said  ‘Know  yourself,’  the  Romans  ‘Be 
yourself,’  the  Christians  ‘Give  yourself.’  The  cult 
of  civic  competence — as  our  fathers  knew  and  prac- 
ticed it,  fused  these  three  swords  of  the  spirit  into 
the  great  instrumentality  that  set  them  free.  To 
remain  free  we,  their  descendants,  must  pay  the 
same  price  they  paid,  for  freedom  is  not  a gift  from 
heaven.  It  must  be  won  and  rewon  by  every  genera- 
tion for  itself.  It  is  not  ours  for  the  asking,  as  so 
many  complacent  Americans  seem  to  think.  It  is  ours 
only  for  the  taking — through  competent  personal 
effort  in  support  of  the  eternal  principles  on  which 
it  rests. 

“The  moving  finger  writes.  What  it  writes  about 
this  fair  land  of  ours  in  the  momentous  months  and 
years  ahead  depends  not  on  this  thing  we  call  gov- 
ernment but  on  you  and  me  and  millions  like  us 
scattered  all  over  America.  As  citizens  we  are 
masters  of  our  fate,  the  captains  of  our  national 
soul.  Shall  we  let  our  priceless  heritage  of  freedom 
go  by  default?  Shall  we  permit  the  old  historical 
cycle  to  repeat  itself  in  America : From  fetters  to 
faith,  from  faith  to  freedom,  from  freedom  to  folly, 
from  folly  to  fear  and  from  fear  back  to  fetters 
once  more?” 

This  problem  in  our  profession  must  be  dealt  with 
primarily  by  you — -the  parent  body  of  our  Auxiliary. 
I can  only  tell  you  what  we  have  tried  to  do  this 
year  in  that  direction. 

With  the  realization  that  we  are  faced  with  a 
common  foe,  we  have  this  year — as  never  before — 
emphasized  public  relations.  We  have  stressed  the 
reading  by  our  members  of  the  National  Auxiliary 
Bulletin,  Hygeia,  and  the  medical  journals;  and  we 
have  striven  to  make  the  reading  public  more 
familiar  with  Hygeia. 

We  have  brought  greater  uniformity  into  our  or- 
ganization by  having  all  units  of  our  Auxiliary  elect 
their  officers  at  the  same  time. 

We  have  consolidated  our  two  Student  Loan  Funds 
and  put  them  in  trust. 

Nurse  recruitment  has  been  one  of  our  objectives 
and  will  continue  to  be  of  prime  importance  as  there 
is  still  a great  shortage  in  the  profession  of  nurs- 
ing. 

At  the  fall  Board  meeting  we  squarely  faced  our 
financial  affairs,  and  forthwith  decided  to  tailor 
our  budget  to  the  demands  of  today.  It  is  anticipated 
that  we  will  raise  our  annual  dues  at  this  meeting. 
By  this  gesture  we  hope  to  restore  financial  dignity 
to  our  organization. 

In  order  that  each  auxiliary  might  accomplish 
its  objectives  and  coordinate  its  work  with  that  of 
the  State  Auxiliary,  we  have  this  year  prepared  an 
“Outline  of  Projects  and  Objectives”  which  has  been 
given  to  each  officer  and  committee  chairman  of  the 
State  Auxiliary,  and  to  each  county  president.  This 
program  is  a new  feature.  In  it  are  compiled  the 
explanations  and  instructions  of  the  officers  and 
chairmen  of  committees,  and  information  covering 
all  phases  of  the  projects  and  objectives  of  the  State 
Auxiliary. 


1948 


TRANSACTIONS 


133 


This  booklet  is  the  property  of  the  State  Auxiliary. 
At  the  end  of  the  year  it  is  to  be  passed  on  to  the 
successor  of  its  present  holder  along  with  copies  of 
her  annual  reports,  and  with  all  the  details  which 
should  be  of  help  to  her  successor  in  office. 

During  the  past  year  I attended  two  outstanding 
conventions.  The  first  was  in  June  at  Atlantic  City, 
N.  J.,  at  which  time  the  Woman’s  Auxiliary  to  the 
American  Medical  Association  celebrated  its  quarter- 
centennial  anniversary.  At  the  same  time  the  Ameri- 
can Medical  Association  celebrated  its  centennial. 
The  second  was  in  November,  when  I attended  the 
National  Conference  of  State  Presidents  and  Presi- 
dents-Elect  in  Chicago.  This  was  a two  day  session. 
The  work  of  the  national  officers  and  committee 
chairmen  was  presented  and  also  reports  from  the 
organized  states.  Texas  continues  to  be  one  of  the 
leaders  in  outstanding  work  as  well  as  membership, 
which  now  numbers  3,078. 

Before  closing  this  report  there  is  a suggestion 
that  I should  like  to  make  to  you.  It  is  that  each 
county  medical  society  keep  in  closer  touch  with  its 
auxiliary  than  it  has  been  wont  to  do.  We  are  will- 
ing and  anxious  to  be  of  help  to  you  if  only  you  will 
call  on  us.  Texas  is  a mighty  land  and  each  auxil- 
iary has  its  own  and  peculiar  contribution  to  make 
to  the  state  work. 

To  have  served  as  the  State  President  has  been  a 
thrilling  experience,  and  many  happy  memories  of 
my  year  will  remain  with  me  as  long  as  life  shall 
last.  I thank  you  again  for  the  courtesy  of  asking 
me  to  address  you. 

Chairman  Wootters:  It  is  indeed  a pleasure  for 
me  to  introduce  now  Dr.  B.  E.  Pickett,  Sr.,  Carrizo 
Springs,  the  eighty-second  President  of  the  State 
Medical  Association  of  Texas,  who  will  now  give 
you  his  address,  “Blueprint  for  Action.” 

Dr.  Pickett  then  delivered  his  presidential  ad- 
dress, which  appears  in  the  Original  Articles  sec- 
tion of  this  number  of  the  Journal. 

Chairman  Wootters:  We  will  now  have  a ten 
minute  recess,  after  which  we  will  assemble  for 
the  scientific  section. 

President  Pickett:  May  I have  the  attention  of 
this  group  just  a moment.  Under  the  Constitution 
and  By-Laws  at  each  general  meeting  the  group  is 
to  be  given  an  opportunity  for  questions  that  can 
be  submitted  to  the  House  of  Delegates.  Are  there 
any  at  this  time  If  there  are  none,  we  will  have  our 
recess. 

A short  recess  was  then  taken,  after  which  Presi- 
dent Pickett  called  the  assembly  to  order. 

Dr.  Leo  G.  Rigler,  Minneapolis,  Minn.,  guest  of 
the  Section  on  Radiology  and  Physiotherapy,  then 
delivered  an  address  on  “Routine  Roentgen  Exam- 
ination of  Symptomless  Individuals,”  which  will  be 
published  in  the  Journal. 

Dr.  Waltman  Walters,  Rochester,  Minn.,  guest  of 
the  Section  on  Surgery,  then  delivered  an  address 
on  “Cancer  of  the  Stomach,”  which  will  be  published 
in  the  Journal. 

Dr.  Willard  0.  Thompson,  Chicago,  guest  of  the 
Section  on  Medicine,  then  delivered  an  address  on 
“Endocrine  Problems  during  Adolescence,”  which 
will  be  published  in  the  Journal. 

President  Pickett:  The  next  speaker  on  this  pro- 
gram is  Dr.  George  F.  Lull,  Chicago,  guest  of  the 
State  Medical  Association.  Dr.  Lull  is  Secretary  and 
General  Manager  of  the  American  Medical  Asso- 
ciation.. I was  privileged  as  President  of  the  State 
Medical  Association  to  invite  a guest  from  the 
American  Medical  Association  and  I selected  Dr. 
Lull.  I wanted  you  people  to  get  acquainted  with 
him  that  you  might  know  him  better. 

Dr.  Lull  then  delivered  an  address  on  “Medical 


Legislation,”  which  is  published  in  this  number  of 
the  Journal. 

At  12:30  p.  m.,  adjournment  was  had. 

Second  General  Meeting 

The  second  general  meeting  was  called  to  order 
by  the  President,  Dr.  B.  E.  Pickett,  Sr.,  at  3 p.  m., 
Wednesday,  April  28,  1948,  in  the  Ballroom,  Rice 
Hotel,  Houston. 

Dr.  Ralph  Luikart,  Omaha,  Neb.,  guest  of  the 
Section  on  Obstetrics  and  Gynecology,  then  presented 
an  address  on  “Reducing  Fetal  and  Maternal  Mor- 
bidity and  Mortality  by  Controlled  Nutrition  Dur- 
ing Pregnancy,”  which  will  be  published  in  the 
Journal. 

Dr.  Frank  H.  Lahey,  Boston,  Mass.,  guest  of  the 
Section  on  Surgery,  then  presented  his  address  on 
“Management  of  Lesions  of  the  Thyroid,”  which 
will  be  published  in  the  JOURNAL. 

President  Pickett  then  made  an  announcement 
released  by  the  Food  and  Drug  Administration  con- 
cerning some  contaminated  dextrose  solution.  (See 
May,  1948,  Journal,  page  30.) 

There  being  no  further  business  to  come  before 
the  general  meeting,  adjournment  was  had. 

Memorial  Services 

The  general  meeting  for  memorial  services  was 
called  to  order  by  Dr.  J.  W.  Torbett,  Sr.,  Marlin, 
chairman  of  the  Committee  on  Memorial  Exercises, 
at  4:45  p.  m.,  Wednesday,  April  28,  1948,  in  the 
Ballroom,  Rice  Hotel,  Houston. 

Bishop  Clinton  S.  Quinn,  Houston,  bishop  of  the 
Texas  Diocese,  Episcopal  Church,  delivered  the  in- 
vocation. 

Chairman  Torbett:  These  services  are  to  commem- 
orate and  for  the  memory  of  all  those  physicians 
who  have  passed  on  during  the  last  twelve  months. 
Eighteen  members  of  the  Auxiliary  and  145  doctors 
in  Texas  have  died  during  the  past  year.  Hence  the 
exercises  cannot  be  specific  and  personal,  but  they 
are  general.  The  Texas  State  Journal  of  Medicine, 
however,  every  month  has  the  names  of  some  who 
have  passed  away  recently,  and  we  trust  that  you 
all  read  that. 

We  are  fortunate  today  in  having  some  extra- 
ordinary musicians.  The  first  one  on  the  program  is 
the  daughter  of  Dr.  C.  P.  Yeager,  Corpus  Christi. 

“The  Lord’s  Prayer,”  a solo,  was  then  sung  by 
Mrs.  Nancy  Yeager  Blackburn,  Houston. 

Chairman  Torbett:  We  will  now  have  two  violin 
pieces  by  Mr.  Franklin  Washburn  and  his  wife. 

“Intrada,”  by  Desplanes  and  “Nocturne”  by 
Chopin-Milstein,  were  then  played  by  Mr.  Franklin 
Washburn,  accompanied  by  Mrs.  Washburn. 

Chairman  Torbett:  We  will  now  have  the  roll  call 
of  the  deceased  members  of  the  Auxiliary  by  Mrs. 
0.  W.  Robinson,  Paris. 

Mrs.  Robinson  delivered  the  memorial  address  and 
read  the  roll  call  of  deceased  members  of  the 
Woman’s  Auxiliary.  Her  address  and  the  roll  call 
of  deceased  members  of  the  Woman’s  Auxiliary  will 
be  published  as  a part  of  the  Transactions  of  the 
Woman’s  Auxiliary  in  the  July,  1948,  number  of 
the  Journal. 

Chairman  Torbett:  We  will  now  have  the  roll 
call  of  the  doctors  who  passed  on  during  the  last 
year  by  Dr.  Harold  Williams,  Secretary  of  the  State 
Medical  Association  of  Texas. 

Secretary  Williams:;  During  the  past  year  148 
physicians  whose  names  we  have  of  record  died.  Of 
these,  85  were  members  of  the  Association  at  the 
time  they  died  and  63  were  not  members  at  that 
time.  They  are  as  follows: 
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Deceased  Members — 1947-1948 
Armentrout,  Dr.  Coral  R.,  Houston. 

Arnecke,  Dr.  C.  A.  H.,  Arneckeville. 

Austin,  Dr.  Florence  W.,  Dallas. 

Bell,  Dr.  Robert  B.,  Waco. 

Boguskie,  Dr.  W.  M.,  Hearne. 

Bowman,  Dr.  Newton  H.  (Hon.),  Mercedes. 
Buchanan,  Dr.  J.  F.,  Dallas. 

Buie,  Dr.  Neil  D.,  Marlin. 

Burns,  Dr.  Edward  J.,  Bangs. 

Butts,  Dr.  T.  R.,  Annona. 

Cadenhead,  Dr.  James  F.,  Weinert. 

Calhoun,  Dr.  Thomas  J.,  Dallas. 

Carlisle,  Dr.  C.  P.,  Dallas. 

Carman,  Dr.  E.  M.,  Vashti. 

Carr,  Dr.  Knowles  K.,  Devers. 

Cobb,  Dr.  W.  W.  (Hon.),  Fort  Worth. 

Cole,  Dr.  Benjamin  L.  (Hon.),  Brownsville. 
Conn,  Dr.  Leslie  D.,  Austin. 

Cooper,  Dr.  A.  J.,  Midland. 

Copeland,  Dr.  Andrew  G.,  Timpson. 

Cornick,  Dr.  George  B.,  San  Antonio. 

Cron,  Dr.  Charles  F.,  Rockport. 

Cross,  Dr.  Ralph  C.,  Texarkana. 

Cultra,  Dr.  George  M.,  Amarillo. 

Cummings,  Dr.  W.  J.,  Alvarado. 

Davidson,  Dr.  N.  A.,  Harlingen. 

Davis,  Dr.  J.  Spencer,  Dallas. 

Dawson,  Dr.  C.  A.,  Minden. 

Dyson,  Dr.  Thomas  N.,  San  Antonio. 

Engelhardt,  Dr.  Hugo  A.,  Houston. 

Falvey,  Dr.  T.  S.,  Conroe. 

Fry,  Dr.  S.  D.,  Ladonia. 

Giles,  Dr.  H.  R.,  Corpus  Christi. 

Glasier,  Dr.  William  A.,  El  Paso. 

Goodnight,  Dr.  Thomas  L.,  Caldwell. 

Goodwin,  Dr.  Francis  C.,  El  Paso. 

Gower,  Dr.  J.  E.,  Spearman. 

Granville,  Dr.  J.  B.,  Brady. 

Green,  Dr.  Charles  C.,  Houston. 

Grissom,  Dr.  Thomas  S.,  Mount  Pleasant. 
Gunter,  Dr.  Joseph  T.,  Goliad. 

Hardin,  Dr.  Hal  W.,  Dallas. 

Harrison,  Dr.  J.  G.,  McAllen. 

Herndon,  Dr.  Gilbert  C.,  San  Antonio. 

Holmes,  Dr.  George,  Gonzales. 

Howard,  Dr.  Edward  L.  (Hon.),  Fort  Worth. 
Howard,  Dr.  William  E.  (Hon.),  Dallas. 

Jones,  Dr.  Edwin  L.  (Hon.),  Dallas. 

Juhl,  Dr.  Otto  John,  Jr.  (Mil.),  Vernon. 
Jenkins,  Dr.  I.  W.,  Waco. 

Keller,  Dr.  L.  L.,  Dallas. 

Kitowski,  Dr.  C.  B.,  San  Antonio. 

Knight,  Dr.  Lee  (Hon.),  Temple. 

Lee,  Dr.  George  T.,  Galveston. 

Lightsey,  Dr.  J.  N.,  Cotulla. 

Lockhart,  Dr.  Jesse  P.,  Brady. 

Martin,  Dr.  James  M.  (Hon.),  Dallas. 

Martin,  Dr.  James  R.,  Houston. 

McCuistion,  Dr.  L.  P.,  Paris. 

Mynatt,  Dr.  Arthur  J.  (Hon.),  Houston. 

North,  Dr.  Arthur,  Corpus  Christi. 

Parks,  Dr.  Harold  D.  (Mil.),  Lancaster. 

Peak,  Dr.  Ira  F.,  Greenville. 

Pluenneke,  Dr.  Perry  C.,  Overton. 

Roemer,  Dr.  F.  J.,  Port  Lavaca. 

Scarborough,  Dr.  E.  H.,  Poyner. 

Sherman,  Dr.  John  W.  (Hon.),  Charleston,  S.  C. 
Singleton,  Dr.  A.  O.,  Galveston. 

Smith,  Dr.  Clarence  T.,  Nacogdoches. 

Smith,  Dr.  Edgar,  Lockhart. 

Southard,  Dr.  Dallas  (Hon.),  Stamford. 
Standefer,  Dr.  Fred  W.,  Lubbock. 

Svrcek,  Dr.  Edwin  R.,  LaGrange. 

Sweatland,  Dr.  A.  E.,  Lufkin. 


Taylor,  Dr.  Holman,  Fort  Worth. 

Thomas,  Dr.  William  B.,  Amarillo. 

Tullos,  Dr.  Hugh  S.,  San  Antonio. 

Utterback,  Dr.  A.  P.,  Brackettville. 

Walker,  Dr.  U.  G.  M.,  Flint. 

Ward,  Dr.  William  Y.,  Ivanhoe. 

Webster,  Dr.  J.  K.,  Athens. 

White,  Dr.  F.  A.,  Childress. 

Williamson,  Dr.  C.  D.  (Hon.),  Three  Rivers. 
Wilhrow,  Dr.  Elizabeth  R.,  Corsicana. 
Wolford,  Dr.  H.  F.,  McKinney. 

Deceased  Nonmembers  — 1947-1948 
Abney,  Dr.  James  A.,  Brownwood. 

Anderson,  Dr.  James  C.,  Austin. 

Black,  Dr.  Herbert  O.,  Waco. 

Blake,  Dr.  John  V.,  Sr.,  Floresville. 
Bohanon,  Dr.  J.  R.,  Houston. 

Bosley,  Dr.  W.  C.,  Houston. 

Brown,  Dr.  S.  M.,  Keechi. 

Bundy,  Dr.  0.  T.,  Silverton. 

Bussey,  Dr.  N.  A.,  Port  Arthur. 

Butler,  Dr.  W.  H.,  Dallas. 

Cahill,  Dr.  M.  C.,  Lillian. 

Carrington,  Dr.  D.  C.,  Marquez. 

Carter,  Dr.  A.  J.,  Dayton. 

Cook,  Dr.  R.  J.,  Pittsburg. 

Crowe,  Dr.  T.  J.,  Dallas. 

Davis,  Dr.  William  A.,  Austin. 

Eby,  Dr.  F.  LaVerne,  Tyler. 

Edgar,  Dr.  James  H.,  Richland. 

Ellis,  Dr.  John  M.,  Mount  Pleasant. 

Elliott,  Dr.  W.  G.,  Reisel. 

Evans,  Dr.  Rebecca  M.,  Denton. 

Fowler,  Dr.  T.  H.,  Nobility. 

Hall,  Dr.  Charles,  Hico. 

Hambleton,  Dr.  B.  F.,  Houston. 

Hamilton,  Dr.  H.  J.,  Laredo. 

Hinehman,  Dr.  J.  J.,  Albany. 

Hill,  Dr.  O.  A.,  San  Antonio. 

Hopkins,  Dr.  E.  A.,  Floydada. 

Huckabay,  Dr.  W.  L.,  Slaton. 

Jeter,  Dr.  J.  J.,  Abilene. 

Johnson,  Dr.  Clay,  Fort  Worth. 

Jones,  Dr.  A.  F.,  San  Benito. 

Keeley,  Dr.  J.  C.,  El  Paso. 

Kimble,  Dr.  E.  W.,  Gorman. 

Kroulik,  Dr.  John,  Nelsonville. 

Lanius,  Dr.  J.  A.,  Bonham. 

• Lay,  Dr.  Joseph  R.,  Houston. 

Lawrence,  Dr.  E.  T.,  Dallas. 

Lowrey,  Dr.  W.  W.,  Houston. 

Lowrie,  Dr.  Samuel  A.,  Post. 

Mann,  Dr.  A.  H.,  Texarkana. 

Middlebrook,  Dr.  J.  R.,  Del  Rio. 

Murphy,  Dr.  John  L.,  El  Paso. 

Neeb,  Dr.  Edwin  Corbin,  Cross  Plains. 
Norris,  Dr.  John  A.,  Cross  Plains. 

Norris,  Dr.  S.  G.,  Henrietta. 

Pendergrass,  Dr.  J.  J.,  Leonard. 

Perrault,  Dr.  E.  J.,  Houston. 

Radford,  Dr.  Garland  W.,  Quanah. 

Rea,  Dr.  Melvin  0.,  Stephenville. 

Richardson,  Dr.  Bruce,  Beaumont. 

Rodgers,  Dr.  L.  0.,  Edinburg  _ 

Russell,  Dr.  W.  R.,  Purdon.  v 

Sanders,  Dr.  Joe  I.,  Del  Rio. 

Seale,  Dr.  Charles  E.,  Daingerfield. 

Thomas,  Dr.  J.  R.,  Leroy. 

Towler,  Dr.  H.  H.,  Sr.,  San  Antonio. 
Upchurch,  Dr.  B.  R.,  Sr.,  Boxelder. 
Wayland,  Dr.  J.  H.,  Plainview. 

Wilcox,  Dr.  Wallace,  Waco. 

Williams,  Dr.  W.  C.,  San  Marcos. 

Wills,  Dr.  John  W.,  West. 

Wilson,  Dr.  Edgar  E.,  Three  Rivers. 
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Dr.  J.  W.  Torbett,  Sr.,  Marlin,  chairman  of  the 
Committee  on  Memorial  Exercises,  then  delivered 
the  memorial  address  for  physicians,  which  appears 
in  the  Original  Article  section  of  this  issue  of  the 
Journal. 

“Meditation”  from  Thais  by  Massanet  was  then 
played  by  Mr.  Franklin  Washburn,  accompanied  by 
Mrs.  Washburn. 

Bishop  Quinn  delivered  the  benediction. 

The  memorial  exercises  were  concluded  and  the 
meeting  adjourned  at  5:45  p.  m. 

Minutes  of  the  House  of  Delegates 
Second  Meeting 

The  House  of  Delegates  was  called  to  order  by 
Vice-President  Dr.  Frank  A.  Selecman,  Dallas,  at 
8 p.  m.,  Wednesday,  April  28,  1948,  in  the  South 
American  Room,  Rice  Hotel,  Houston. 

Vice-President  Selecman:  Dr.  Pickett  is  pre- 
siding, as  you  know,  at  the  Public  Meeting  in  the 
City  Auditorium.  It  is  a meeting  to  which  he  de- 
voted a good  deal  of  time  in  working  it  up  and  he  is 
to  make  a speech  there  tonight.  He  requested  me 
to  preside  here. 

One  thing  that  has  impressed  me  about  the  meet- 
ing of  the  House  of  Delegates  has  been  the  care- 
fulness and  thoroughness  with  which  the  important 
problems  that  are  coming  before  the  State  Associa- 
tion are  being  considered.  We  certainly  want  to 
maintain  that  high  tone  to  our  meeting. 

At  this  time,  as  you  all  know,  organized  medicine 
is  facing  many  complicated  problems  and  it  is  most 
important  that  we  act  in  a unified  fashion.  Unless 
we  have  unity  in  our  organization,  we  cannot  ex- 
pect during  these  times  to  reach  the  objective  that 
we  wish  to  reach. 

Is  there  any  report  to  be  made  by  the  Credentials 
Committee  at  this  time? 

Dr.  Troy  Shafer,  Harlingen:  We  cannot  report 
yet.  I am  checking  them  as  fast  as  I can. 

Vice-President  Selecman:  Well,  we  will  expect 
a report  from  you  later  in  the  meeting. 

The  first  thing  on  the  order  of  business  for  to- 
night is  the  reading  of  communications. 

Secretary  Williams:  No  communications,  Mr. 
Chairman. 

Vice-President  Selecman:  The  second  order  of 
business  is  reading  of  memorials  and  resolutions. 

A motion  was  made  and  duly  seconded  that  this 
item  of  business  be  passed,  but  while  the  motion  was 
being  put  Dr.  H.  E.  Whigham  sought  recognition 
of  the  Chair. 

Dr.  H.  E.  Whigham,  Hidalgo-Starr,  then  present- 
ed a resolution  providing  that  the  State  Medical 
Association  of  Texas  appropriate  a sum  not  to  ex- 
ceed $2,500  to  pay  the  cost  of  mailing-  the  Texas 
Cancer  Bulletin  to  the  licensed  physicians  of  the 
state. 

Vice-President  Selecman:  This  resolution  will 
be  referred  to  the  Reference  Committee  on  Finance. 
Are  there  any  further  resolutions?  If  not,  we  will 
proceed  to  unfinished  business.  There  seems  to  be 
a correction  on  referring  the  resolution  which  was 
just  presented.  It  will  be  referred  to  the  Board  of 
Trustees. 

There  being  no  unfinished  business,  we  will  now 
proceed  with  new  business.  Do  we  have  any  new 
business? 

Secretary  Williams:  None  on  the  Secretary’s  desk. 

Vice-President  Selecman:  Is  there  a report  to  be 
presented  under  the  head  of  new  business?  We  will 
now  have  the  reports  of  reference  committees.  The 
Reference  Committee  on  Reports  of  Officers  and 
Committees. 

Dr.  R.  B.  Homan,  Jr.,  El  Paso,  then  presented  the 


first  report  of  the  Reference  Committee  on  Reports 
of  Officers  and  Committees. 

Report  of  Reference  Committee  on  Reports  of 
Officers  and  Committees 

The  Reference  Committee  on  Reports  of  Officers 
and  Committees  met  at  8 a.  m.,  April  27,  with  Drs. 
S.  C.  Richardson,  Bryan;  H.  L.  Locker,  Brownwood; 
and  R.  B.  Homan,  Jr.,  El  Paso,  present.  The  follow- 
ing reports  were  considered : 

Report  of  the  Secretary. — This  Reference  Com- 
mittee desires  to  commend  our  new  Secretary,  Dr. 
Harold  M.  Williams,  for  an  excellent  performance 
under  very  trying  circumstances.  We  appreciate  the 
fact  that  he  was  forced  to  take  over  this  office  un- 
der unprecedented  conditions,  and  we  are  pleased 
to  commend  him  for  a job  well  done.  Your  Secre- 
tary under  the  title  of  unfinished  business  made 
mention  of  the  1946  action  of  the  House  of  Dele- 
gates, which  called  on  Congress  to  extend  to  Dr. 
Roger  Post  Ames  the  honor  of  representation  on 
the  roll  of  honor  created  by  Congress  in  1929  recog- 
nizing the  high  type  of  service  rendered  by  Major 
Walter  Reed  and  those  associated  with  him  in  the 
discovery  of  the  cause  and  means  of  transmission 
of  yellow  fever.  No  action  has  yet  been  taken  on 
this  matter.  Your  Secretary  requested  that  the 
President  appoint  two  members  of  the  Medical  Asso- 
ciation to  assist  him  in  presenting  this  matter  in 
Washington.  Your  Committee  so  recommends. 

Dr.  Homan : I move  the  adoption  of  this  section 
of  the  report. 

The  motion  was  seconded  by  Dr.  D.  H.  Hudgins, 
Kaufman,  and  carried,  and  this  portion  of  the  report 
adopted. 

Report  of  the  Board  of  Councilors. — The  report  of 
the  Board  of  Councilors  is  self-explanatory.  The 
Councilors  this  year  have  traveled  over  the  state  in 
organizing  and  stimulating  the  functioning  of  county 
medical  societies  to  a degree  never  before  done  by 
any  previous  council.  This  action,  of  course,  has 
been  conducive  to  a better  understanding  of  the 
problems  of  the  State  Medical  Association  in  every 
respect. 

Dr.  Homan : I move  the  adoption  of  this  portion 
of  the  report. 

The  motion  was  seconded  by  Dr.  L.  H.  Reeves, 
Tarrant,  and  carried,  and  this  section  of  the  report 
adopted. 

Report  of  the  Council  on  Medical  Defense. — Your 
Reference  Committee  wishes  to  call  your  attention 
to  the  alarming  increase  in  the  incidence  of  mal- 
practice suits  in  America,  as  reported  by  your 
Council  on  Medical  Defense.  The  Council  is  to  be 
commended  on  a proposed  long-range  educational 
program  directed  to  developing  among  the  profes- 
sion a greater  knowledge  of  the  policies  of  the 
Council  and  the  faults  of  the  medical  profession 
as  relates  to  malpractice  suits  in  general.  In  this 
connection  the  suggestion  of  the  Council  that  a 
course  of  lectures  to  students  in  medical  colleges 
relative  to  malpractice  and  to  the  interrelationship 
of  physicians  in  these  matters  is  to  be  highly  recom- 
mended. 

Dr.  Homan : I move  the  adoption  of  this  portion 
of  the  report. 

The  motion  was  seconded  by  Dr.  R.  H.  Bell,  An- 
derson-Houston-Leon,  and  carried,  and  this  portion 
of  the  report  adopted. 

Address  of  the  President  to  the  House  of  Dele- 
gates.— The  discussion  of  delegateship,  as  presented 
to  this  House  by  President  Dr.  B.  E.  Pickett,  Sr., 
is  timely  and  very  worth  while.  It  is  recommended 
that  all  county  societies  embody  the  views  expressed 
in  this  discussion  in  their  selection  of  representatives 
to  the  House  of  Delegates. 
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Dr.  Homan:  I move  the  adoption  of  this  portion 
of  the  report. 

The  motion  was  seconded  by  Dr.  J.  M.  Travis, 
Jacksonville,  and  Dr.  A.  R.  Shearer,  Liberty- 
Chambers,  and  carried,  and  this  portion  of  the  re- 
port adopted. 

Dr.  Homan:  No  report  has  been  received  by  this 
Reference  Committee  from  the  Committee  on  Col- 
lection and  Preservation  of  Records,  from  the  Com- 
mittee on  Transportation,  from  the  Advisory  Com- 
mittee to  the  Woman’s  Auxiliary,  from  the  Liaison 
Committee  to  the  Lone  Star  State  Medical,  Dental, 
and  Pharmaceutical  Association,  or  from  the  Ad- 
visory Council  of  Past  Presidents. 

Mr.  Chairman,  I move  the  adoption  of  this  report 
as  a whole. 

Dr.  John  T.  Moore,  Harris:  I thought  you  had  a 
report  from  the  Advisory  Council,  but  the  Past- 
Presidents  selected  Dr.  Tate  Miller  to  succeed  me,  so 
we  had  nothing  in  particular  to  report. 

Vice-President  Selecman : Thank  you,  Dr.  Moore. 
Do  I hear  a second  to  the  motion? 

The  motion  was  seconded  by  Dr.  John  Burleson, 
Bexar,  and  carried,  and  the  report  of  the  Reference 
Committee  on  Reports  of  Officers  and  Committees 
was  adopted  as  a whole. 

Vice-President  Selecman:  We  will  now  proceed  to 
the  report  of  the  Reference  Committee  on  Resolu- 
tions and  Memorials. 

Dr.  R.  H.  Bell.  Anderson-Houston-Leon,  chairman 
of  the  Reference  Committee  on  Resolutions  and 
Memorials,  then  presented  the  first  report  of  the 
Reference  Committee  on  Resolutions  and  Memorials, 
as  follows: 

Report  of  Reference  Committee  on 
Resolutions  and  Memorials 

Your  Reference  Committee  on  Resolutions  and 
Memorials  had  referred  to  it  the  Report  of  the  Com- 
mittee on  Memorial  Services,  and  has  under  consid- 
eration also  five  resolutions. 

Committee  on  Memorial  Services. — Your  Refer- 
ence Committee  approves  the  report  of  the  Com- 
mittee on  Memorial  Services,  and  further  wishes  to 
commend  the  committee  for  the  splendid  program 
of  memorial  services  presented  at  this  session. 

Dr.  Bell:  I move  the  adoption  of  this  portion  of 
the  report. 

The  motion  was  seconded  by  Dr.  R.  E.  Windham, 
Tom  Green-Eight  Counties,  and  carried,  and  this 
portion  of  the  report  was  adopted. 

Dr.  Bell : Resolution  by  Dr.  H.  R.  Dudgeon,  Mc- 
Lennan : 

Resolution,  Boy  Scouts 

Whereas,  this  body  of  the  State  Medical  Associa- 
tion of  Texas  assembled  in  the  act  of  legislation  is 
presented  with  the  problem  of  the  medical  service 
to  the  Boy  Scouts  of  Texas;  and 

Whereas,  it  is  a policy  of  this  body  of  trained 
medical  men  to  hope  for  better  health  service  to 
mankind  through  education  of  the  individual  toward 
his  physical  economy;  and 

Whereas,  in  this  land,  and  the  State  of  Texas,  we 
have  a great  mass  of  youngsters  today  who  will  be 
our  men  of  tomorrow  and  they  have  a health  pro- 
gram that  requires  medical  guidance;  therefore  be 
it 

Resolved,  that  this  body  representing  the  State 
Medical  Association  of  Texas  do  hereby,  and  herein, 
endorse  and  recommend  to  the  organized  medical 
profession  of  Texas  that  it  become  their  duty  and 
responsibility  to  aid,  assist,  and  instruct  the  Boy 
Scouts  in  their  health  program  in  their  community; 
and  be  it  further 


Resolved,  that  the  health  service  shall  be  rendered 
non-fee,  and  be  considered  the  physician’s  Scout 
deed;  and  finally  be  it 

Resolved,  that  this  responsibility  of  service  and 
lay  education  is  commended  to  the  State  Medical 
Association  of  Texas  for  the  betterment  of  the 
medical  and  lay  prospects  of  the  future. 

Dr.  Bell:  Your  Committee  is  in  accord  with  the 
spirit  of  the  Boy  Scouts  of  America,  and  approves 
and  endorses  this  resolution. 

I move  the  adoption  of  this  part  of  the  report. 

The  motion  was  seconded  by  Dr.  S.  D.  Coleman, 
Grimes,  and  carried,  and  this  portion  of  the  report 
was  adopted. 

Dr.  Bell:  Resolution  by  Dr.  J.  L.  Cochran,  Bexar: 

Resolution,  Medical  Service  to  Civil  Service 
Employees 

Whereas,  at  the  meeting  of  the  House  of  Delegates 
of  the  State  Medical  Association  in  1946  a resolu- 
tion was  introduced  and  adopted  instructing  the  dele- 
gates from  Texas  to  the  American  Medical  Associa- 
tion to  enlist  that  organization  in  securing  the  pas- 
sage of  necessary  legislation  to  make  available  the 
services  of  any  recognized  ethical  physician  to  civil 
service  employees,  rather  than  limit  them  to  a small 
group  of  doctors  as  is  now  the  case;  and 

Whereas,  it  seems  that  their  efforts  have  not  as 
yet  been  successful  in  securing  such  legislation; 
therefore  be  it 

Resolved,  that  our  delegates  to  the  American 
Medical  Association  be  instructed  to  work  vigorously 
in  securing  said  legislation  until  its  accomplishment; 
and  be  it  further 

Resolved,  that  they  report  to  this  House  of  Dele- 
gates from  time  to  time  on  the  success  of  their  ef- 
forts. 

Dr.  Bell:  I move  the  adoption  of  this  portion  of 
the  report. 

The  motion  was  seconded  by  Dr.  R.  E.  Windham, 
Tom  Green-Eight  County,  and  carried,  and  this 
portion  of  the  report  was  adopted. 

Dr.  Bell:  Resolution  by  Dr.  D.  R.  Knapp,  Kerr- 
Kendall-Gillespie-Bandera : 

Resolution,  Associate  Membership 

Whereas,  it  has  been  proposed  that  the  State  As- 
sociation dues  be  increased;  and 

Whereas,  it  seems  that  such  an  increase  in  dues 
will  be  necessary  adequately  to  carry  on  the  work  of 
the  State  Association;  and 

Whereas,  any  great  increase  in  dues  may  work  a 
hardship  on  and  prevent  many  of  the  younger  men 
in  practice  and  the  physicians  employed  by  the  Vet- 
erans Administration  Facilities  from  joining  the 
State  Association;  therefore  be  it 

Resolved,  by  the  members  of  the  Kerr-Kendall- 
Gillespie-Bandera  Counties  Medical  Society  that  if  it 
be  necessary  to  increase  the  State  Association  dues 
more  than  $5,  there  be  established  in  the  State 
Medical  Association  an  associate  membership  for 
those  physicians  in  practice  for  less  than  three 
years  and  for  those  physicians  not  in  active  private 
practice. 

Dr.  Bell:  Your  Committee  has  studied  and  con- 
sidered this  petition,  and  sympathizes  with  its  con- 
cern over  the  financial  stress  and  strain  of  the  first 
few  years  of  the  young  doctor’s  career.  Furthermore, 
it  is  in  accord  with  the  feeling  that  the  dues  of  the 
Association  should  not  be  such  as  to  be  burdensome 
and  so  prevent  some  doctors  from  being  members 
who  would  like  to  become  so.  However,  the  Commit- 
tee does  not  think  that  the  dues  of  the  State  Medical 
Association  are  likely  to  be  in  this  category,  nor 
does  it  think  certain  groups  should  be  offered  special 
consideration,  for  it  feels  the  State  Association  is 
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so  important  to  the  individual  doctor  that  he  should 
make  every  effort  to  be  a member.  The  Committee 
therefore  recommends  that  the  resolution  not  be 
adopted. 

Dr.  Bell:  I move  the  adoption  of  this  portion  of 
the  report. 

The  motion  was  seconded  by  Dr.  H.  E.  Whigham, 
Hidalgo-Starr,  and  carried  and  this  portion  of  the 
report  was  adopted. 

Dr.  Bell:  Your  Committee  also  had  under  con- 
sideration two  resolutions  relating  to  the  same  sub- 
ject, the  first  being  presented  by  Dr.  William  M. 
Gambrell,  Travis  County,  and  the  second  concerning 
the  same  subject  being  presented  by  Dr.  George 
Turner,  El  Paso.  Your  Committee  has  given  care- 
ful consideration  to  each  of  the  above  resolutions. 

The  resolution  by  Dr.  Gambrell  is  as  follows : 

Resolution,  Removal  of  Central  Office  to  Austin 

Whereas,  the  corporate  charter  of  the  State 
Medical  Association  of  Texas  on  file  in  the  office 
of  the  Secretary  of  State  in  Austin,  Texas,  has  at 
all  times  provided : 

“Section  3.  Said  corporation  shall  transact  its 
business  in  the  State  of  Texas,  and  have  its  prin- 
cipal office  and  place  of  business  in  City  of  Aus- 
tin, Texas”;  therefore  be  it 

Resolved,  that  the  Board  of  Ti’ustees  of  the  State 
Medical  Association  be  and  it  is  hereby  instructed 
to  move  the  offices  of  the  State  Medical  Association 
to  Austin,  Texas,  as  provided  in  Section  3 of  the 
charter,  which  has  not  been  amended  since  same  was 
granted,  and  that  such  move  be  done  prior  to  the 
convening  of  the  next  ensuing  session  of  the  Legis- 
lature of  Texas. 

Dr.  Bell : Dr.  Gambrell  presented  to  the  Commit- 
tee a photostatic  copy  of  the  original  charter  issued 
by  the  Secretary  of  State  of  the  State  of  Texas, 
which  certified  the  same  was  true  and  correct,  and 
said  charter  in  Section  3 states,  “Said  corporation 
shall  transact  its  business  in  the  State  of  Texas, 
and  have  its  principal  office  and  place  of  businses 
in  City  of  Austin,  Texas.”  In  view  of  this  fact,  the 
Committee  felt  that  since  the  charter  had  not  been 
amended  or  changed  in  any  way  since  its  issuance, 
it  was  the  duty  of  your  Committee  to  return  this 
resolution  to  the  House  of  Delegates  for  its  con- 
sideration. 

The  resolution  by  Dr.  Turner  is  as  follows: 

Resolution,  Committee  to  Study  Location  of 
Central  Office 

Whereas,  the  offices  and  library  of  the  State 
Medical  Association  of  Texas  are  located  in  Fort 
Worth,  Texas;  and 

Whereas,  the  question  of  location  of  the  offices 
and  Library  of  the  State  Medical  Association  is 
being  widely  discussed  by  the  membership  of  this 
Association;  therefore  be  it 

Resolved,  that  a committee  of  five  members  be 
appointed  by  the  President  to  study  the  question  of 
location  of  the  offices  an.d  Library,  this  committee 
taking  into  consideration  the  advantages  offered  by 
the  various  cities,  keeping  in  mind  the  welfare  and 
advancement  of  organized  medicine;  and  be  it 
further 

Resolved,  that  this  committee  persent  its  report 
to  the  House  of  Delegates  at  the  annual  session  in 
1949. 

Dr.  Bell:  Your  Committee  has  carefully  con- 
sidered the  contents  of  this  resolution  by  Dr.  Turner, 
and  in  regard  to  that  portion  of  the  resolution  re- 
quiring the  President  to  appoint  a committee  of  five 
members,  your  Committee  would  recommend  that 
if  it  is  the  will  of  this  House  of  Delegates  to  adopt 
this  resolution  that  the  matter  be  referred  to  the 
Board  of  Councilors  rather  than  any  appointed  com- 


mittee since  the  Board  of  Councilors  is  a more  rep- 
resentative body  than  would  be  an  appointed  com- 
mittee. Your  Committee  feels  that  this  question 
of  moving  of  the  headquarters  and  Library  of  the 
State  Medical  Association  is  of  such  magnitude 
and  importance  that  it  should  properly  be  passed 
upon  by  the  House  of  Delegates  rather  than  in  a 
reference  committee,  and  it  is  therefore  bringing 
this  matter  before  the  House  of  Delegates  without 
recommendation  except  as  stated  above. 

Dr.  William  M.  Gambrell,  Travis:  I move  the 
adoption  of  the  first  resolution  read  regarding  the 
change. 

Vice-President  Selecman:  If  you  will  pardon  me, 
Dr.  Gambrell,  I would  like  to  be  certain  that  on 
this  most  important  question  everyone  is  familiar 
with  what  this  contains.  We  have  had  at  least  two 
things  presented  here  and  it  seems  to  me  three. 
We  have  had  a resolution  which  was  presented  by 
Dr.  Gambrell;  we  have  had  a resolution  which  was 
presented  by  Dr.  Turner;  and  we  have  had,  I be- 
lieve, Dr.  Bell,  recommendations  from  your  com- 
mittee, is  that  correct? 

Dr.  Bell:  Yes,  it  is. 

Vice-President  Selecman:  Now  I want  to  be  sure 
that  everyone  understands  this.  I feel  that  this  is 
an  important  thing  and  I think  that  it  should  be 
clearly  understood  so  that  we  can  vote  intelligently 
on  this  question.  I would  like  to  see,  before  we  ac- 
cept a motion  from  the  floor,  if  there  are  any  ques- 
tions in  regard  to  these  resolutions. 

Dr.  Bell : The  Reference  Committee  believed  that 
it  should  not  bring  a motion  on  this  particular 
resolution  right  at  this  place,  because  it  would  have 
completely  shut  out  the  other  resolution  and  they 
felt  that  both  resolutions  should  have  a chance  for 
debate  and  clarification  and  argument  or  what-not 
before  this  House  and  therefore  we  grouped  them 
together.  We  felt  it  was  too  important  for  the  Com- 
mittee of  five  men  to  take  it  upon  themselves  to 
make  this  recommendation. 

Dr.  Gambrell:  It  is  quite  evident  we  have  two 
resolutions  here  which  are  quite  conflicting  and  I 
presume  that  a general  discussion  might  follow.  So 
that  something  may  be  officially  before  the  House, 
I move  you  that  the  resolution  that  has  been  pre- 
sented from  the  Travis  County  Medical  Society, 
which  was  read — it  is  called  my  resolution;  it  is 
from  the  Travis  County  Medical  Society — I move 
that  that  resolution  be  adopted. 

Dr.  A.  W.  C.  Bergfeld,  Comal:  I second  the 
motion. 

Dr.  Truman  C.  Terrell,  Fort  Worth:  I want  to 
speak  to  that  resolution.  I want  to  speak  both  as  a 
physician  of  Fort  Worth  and  as  a member  of  the 
Board  of  Trustees.  Probably  I should  not  speak  as 
a member  of  the  Board  of  Trustees,  but  I am  going 
to  bring  you  some  facts  that  I think  you  should 
know.  I want  to  tell  you  about  the  advantages  of 
Fort  Worth.  Fort  Worth  is  a far  more  convenient 
location  than  Austin. 

1.  Fort  Worth  has  much  superior  transporta- 
tion facilities.  Fort  Worth  is  served  by  nine  trunk 
lines  and  Austin  by  three.  Fort  Worth  has  sixty- 
two  arrivals  and  departures  each  day,  while  Aus- 
tin has  but  twenty-four.  I can  give  you  the  details, 
if  you  want  them. 

2.  Fort  Worth’s  highway  facilities  are  superior 
to  those  at  Austin.  Fort  Worth  is  served  by  four 
federal  and  three  state  highways,  while  Austin  is 
served  by  three  federal  and  two  state  highways. 

3.  Fort  Worth’s  air  facilities  are  far  superior 
to  those  of  Austin.  The  present  home  of  our  Asso- 
ciation is  served  by  five  airlines,  while  Austin  is 
served  by  two.  Fort  Worth  has  eighty -two  flights 
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in  and  out  daily;  Austin,  twenty-two.  I can  give 
you  the  details,  if  you  want  them. 

4.  Postal  facilities  are  most  important  to  the 
State  Medical  Association  of  Texas.  Our  library 
lending  system  demands  the  very  best  postal  facili- 
ties in  the  state.  Fort  Worth’s  facilities  not  only 
are  superior  to  those  of  Austin  but  to  those  of  any 
other  city  in  the  Southwest.  Since  1880  Fort  Worth 
has  been  the  headquarters  of  the  Eleventh  Division 
of  the  United  States  Railway  Mail  Service,  com- 
prising the  states  of  New  Mexico,  Oklahoma,  and 
Texas.  This  means  that  mail,  other  than  between 
towns  enjoying  closed  pouch  service,  comes  to  Fort 
Worth  for  redistribution.  If  a member  of  the  Asso- 
ciation in  West  Texas  desires  to  communicate  with 
the  Association  at  Fort  Worth,  he  knows  that  al- 
though he  may  write  the  only  letter  addressed  in  his 
city  to  Fort  Worth  that  day,  it  will  come  directly  to 
this  post  office.  On  the  other  hand,  if,  under  similar 
circumstances,  he  should  direct  a letter  to  the  Asso- 
ciation at-  Austin,  it  would  come  first  to  Fort 
Worth  for  redistribution  to  an  Austin  pouch.  This 
would  mean  a delay  of  approximately  one  day  in 
transmission.  Because  Fort  Worth  is  the  division 
or  redistribution  point  for  the  three  states  indi- 
cated, this  community  enjoys  better  mail  service 
than  any  other  Southwestern  city. 

5.  Fort  Worth’s  hotel  facilities  are  superior  to 
those  of  Austin.  There  are  in  Fort  Worth  sixteen 
hotels  with  2,394  rooms,  while  in  Austin  there  are 
six  hotels  with  a total  of  940  rooms.  In  Fort  Worth 
there  are  twenty  first-class  tourist  courts  with  1,500 
rooms;  in  Austin  there  are  ten  with  600  rooms. 
Fort  Worth,  therefore,  has  about  150  per  cent  more 
hotel  accommodations  than  are  available  in  Austin. 

6.  Fort  Worth  is  more  conveniently  located  geo- 
graphically than  Austin.  Of  the  317  members,  dele- 
gates, and  alternates  of  the  House  of  Delegates,  178 
live  closer  to  Fort  Worth  than  they  do  to  Austin, 
while  139  live  closer  to  Austin  than  to  Fort  Worth. 
Attached  is  a study  which  shows  just  how  far  each 
member  and  alternate  of  the  House  of  Delegates 
lives  from  Fort  Worth  and  from  Austin.  The  map 
shows  the  location  of  the  home  city  of  each.  This 
information  was  taken  from  railway  tariffs.  If 
every  member  and  alternate  of  the  House  of  Dele- 
gates were  to  make  one  trip  annually  to  headquar- 
ters in  Fort  Worth,  total  round  trip  travel  would 
amount  to  135,343  miles.  If  every  member  and 
alternate  were  to  make  one  trip  to  Austin  annually, 
the  round  trip  mileage  would  be  140,877  miles.  It 
is  obvious,  therefore,  that  travel  expenses  of  the 
average  member  would  be  about  4 per  cent  more  to 
Austin  than  to  Fort  Worth.  While  this  difference 
is  not  great,  it  is  obvious  that  nothing  can  be  saved 
and  actually  something  will  be  lost  if  headquarters 
is  moved  from  Fort  Worth  to  Austin. 

And  there  is  another  and  perhaps  more  compelling 
l'eason  which  should,  in  itself,  prevent  removal  of 
the  headquarters  of  the  State  Medical  Association 
of  Texas  to  Austin.  It  is  politics.  It  seems  to  me 
that  the  State  Medical  Association  of  Texas  must 
continue  to  maintain  a high  degree  of  professional 
dignity.  It  should  never  be  degraded  to  the  status 
of  a permanent  lobby.  Such  might  well  be  its  recog- 
nized role  if  its  headquarters  were  located  in  Austin. 
Any  organization  with  headquarters  in  the  state 
c-apitol  runs  the  grave  danger  of  being  dominated 
by  political  considerations. 

Certainly  the  State  Medical  Association  of  Texas 
has  an  interest  in  politics  and  in  legislation  which 
affect  our  members  and  the  public  in  general.  But 
it  is  my  contention  that  the  Association’s  purposes 
in  this  field  can  be  served  more  effectively  from 
Fort  Worth  than  by  constantly  reposing  at  the  door- 
step of  the  law  makers.  State  Medical  Association’s 
requests  of  legislators  originating  from  the  non- 


political site  of  its  headquarters  in  Fort  Worth 
should  be  much  more  potent  than  if  made  from 
politically  conscious  Austin. 

Austin  is  the  political  hotbed  of  the  state.  Those 
who  live  there  eventually  judge  values  in  terms  of 
politics.  It  seems  to  me  that  it  is  undesirable  for  the 
staff  of  the  State  Medical  Association  to  become  too 
intimate  and  friendly  with  the  individuals  who 
operate  political  boards  and  committees  concerned 
with  the  problems,  programs,  and  policies  governing 
the  physical  well  being  of  the  citizens  of  Texas. 

In  conclusion,  physical  facilities  at  Fort  Worth 
obviously  are  much  more  nearly  adequate  than  those 
available  at  Austin.  The  convenience  of  our  mem- 
bers, therefore,  is  much  better  served  at  Fort  Worth 
than  at  Austin.  Since  Fort  Worth  is  closer  to  a 
majority  of  members  and  alternates  of  the  House  of 
Delegates,  it  definitely  is  more  economical  for  the 
average  member  to  transact  his  business  in  Fort 
Worth  than  in  Austin. 

The  last  and  most  compelling  reason  for  leaving 
the  headquarters  at  Fort  Worth  is  that  the  State 
Medical  Association  of  Texas,  through  the  years,  can 
be  much  more  effective  politically  if  headquarters 
is  maintained  in  a city  like  Fort  Worth,  than  if  it 
is  established  in  the  shadow  of  the  State  Capitol. 

In  closing  I want  to  ask  Dr.  Gambrell  some  ques- 
tions. The  first  is,  why  haven’t  you  told  a thing 
about  what  you  in  Austin  have  done  for  headquar- 
ters? As  you  know  headquarters  already  is  in  Fort 
Worth.  The  State  Medical  Association  owns  its 
property.  I will  admit  that  it  does  not  have  ade- 
quate facilities,  but  to  house  properly  the  Library 
of  the  State  Medical  Association  alone  there  is  need 
for  at  least  7,500  square  feet  of  space. 

The  second  is,  that  in  addition  to  that,  there  is 
need  for  a sufficient  amount  of  space  properly  to 
carry  on  the  work  of  the  headquarters.  At  the  pres- 
ent time,  we  have  sixteen  in  our  personnel  in  Fort 
Worth,  and  those  staff  members  have  their  homes  in 
Fort  Worth,  many  of  them  own  their  own  homes, 
and  you  would  have  to  transplant  those  people  to 
Austin  or  to  some  other  city,  and  it  means  either 
a loss  to  the  State  Medical  Association  or  to  the 
individual  that  is  working. 

Now  here  is  another  thing?  It  takes  time  to  train 
personnel.  If  those  people  did  not  go  with  the  State 
Medical  Association,  the  State  Medical  Association 
would  be  the  loser.  For  instance,  our  librarian — 
we  have  specially  trained  her  in  medical  library 
work.  You  cannot  train  them  in  a day.  It  takes 
months,  even  years,  to  get  the  work  under  proper 
supervision. 

Now  in  regard  to  the  charter,  it  only  takes  a 
short  time  to  amend  a charter.  The  Board  of  Trus- 
tees could  have  amended  it,  but  they  thought  it  was 
best  to  come  before  this  House  of  Delegates. 

I have  spent  considerable  time  in  Austin  during 
the  meeting  of  the  last  three  Legislatures  and  I 
wants  to  say  this  in  all  sincerity:  I believe  of  all 
the  time  I spent  there  I may  have  seen  three  or  four 
Austin  doctors  busy. 

Now  in  regard  to  the  cost  of  moving.  You  can- 
not move  your  State  Association  headquarters  and 
Library  without  considerable  cost  and  this  Asso- 
ciation will  be  required  to  vote  that  money  for  this 
move.  We  have  figured  it  as  close  as  we  could  pos- 
sibly do  so,  and  the  least  we  figure  that  it  could 
be  moved  for  is  $19,700.  I can  give  you  the  break- 
down, if  you  want  it. 

I hope  that  you  will  give  due  consideration  to 
this,  and  I would  like  to  see  this  resolution  de- 
feated, because  I think  you  will  do  the  State  Medi- 
cal Association  of  Texas  a definite  injury.  I hope 
that  you  will  pass  the  resolution  made  by  Dr.  Tur- 
ner, because  that  goes  to  your  Councilors  who  are 
your  representatives  and  they  should  know  whether 
this  headquarters  should  be  moved  or  not. 
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Vice-President  Selecman:  Dr.  Terrell,  did  I un- 
derstand you  to  ask  Dr.  Gambrell  some  questions 
which  you  wish  him  to  answer? 

Dr.  Terrell:  Yes,  I would  like  to  ask  him  what 
arrangements  they  have  made  to  take  care  of  the 
headquarters,  what  it  will  cost  the  State  Medical 
Association  in  rent,  and  what  space  they  have. 
There  is  another  thing  I forgot  to  say,  you  cannot 
divide  your  Library  and  your  headquarters  staff 
Avithout  adding  about  four  to  your  personnel  at 
least,  and  I don’t  believe  it  can  be  done  with  that. 

Dr.  William  M.  Gambrell,  Travis:  Dr.  Terrell, 
may  I ask  the  privilege  of  making  a few  remarks 
before  I come  to  your  questions? 

Dr.  Terrell:  Surely. 

Dr.  Gambrell:  For  some  time  we  have  been  think- 
ing about  the  affairs  of  our  State  Medical  Associa- 
tion. Something  like  two  years  ago  there  was  quite 
a bit  of  discussion  about  some  changes  that  we 
thought  might  be  of  value  to  our  organization.  At 
that  particular  time  Travis  County,  following  sug- 
gestions that  had  come  from  other  doctors  as  well 
as  suggestions  that  had  arisen  in  our  own  body, 
thought  of  going  to  Galveston  with  a proposition 
very  much  like  this.  Our  beloved  friend  Dr.  Holman 
Taylor  was  still  living.  He  had  been  serving  our 
organization  a long,  long  time.  And  I tell  you  that 
out  of  consideration  for  Dr.  Taylor  and  his  age,  a 
few  of  us  felt  that  we  had  better  wait. 

We  are  now  at  the  point  in  which  there  is  a 
change  from  one  regime  to  another.  We  all  regret 
the  passing  of  Dr.  Taylor.  The  Board  of  Trustees 
has  wisely  selected  one  to  begin  the  work  where  he 
left  off  as  nearly  as  possible,  but  no  one  can  step 
into  a new  position  without  being  somewhat  handi- 
capped himself,  and  we  feel  that  whatever  handi- 
cap he  might  experience  in  Fort  Worth  would  not 
be  greatly  aggravated  by  his  presence  in  Austin. 
And  for  that  reason,  we  feel  like  if  there  is  ever 
to  be  an  ideal  time  for  the  House  of  Delegates  to 
consider  changing  from  Fort  Worth  to  Austin  in 
conformation  with  your  charter,  now  is  the  ideal 
time.  It  will  never  exist  again.  And  so  we  offer 
no  apology  in  bringing  this  resolution  before  you. 

The  matter  before  us  at  this  time  is  of  most  un- 
usual importance  and  significance.  We  feel  sure 
that  the  action  of  this  House  of  Delegates  will  mark 
the  beginning  of  a new  era  in  our  State  Medical 
Association.  If  we  fail  to  pass  this  resolution  be- 
fore us  now,  I assure  you  that  I do  not  feel  we  are 
doomed  to  a precipitous  dissolution.  It  does  mean, 
however,  that  we  have  not  cut  ourselves  loose  from 
policies  and  methods  of  doing  business  and  geo- 
graphical handicaps,  which  policies  and  geographical 
handicaps  are  admitted  by  many  of  us,  as  well  as 
many  of  our  interested  friends,  as  depreciating  our 
effectiveness  in  handling  the  extra  load  of  our  pres- 
ent day  problems  and  tasks,  whether  they  be  legisla- 
tive, financial,  or  physical.  If  we  pass  this  resolution, 
however,  I am  sure  we  will  be  launching  out  in  a big, 
safe,  confident  way  on  a constructive  program  which 
will  preserve  our  form  of  medicine  and  also  pre- 
serve the  privilege  of  practicing  medicine  as  we 
think  it  should  be  practiced  today.  Also,  it  will 
give  us  a greater  opportunity  effectively  to  safe- 
guard the  health  and  welfare  of  the  public,  which 
will  always  be  cherished  as  a happy  duty  and  privi- 
lege of  the  doctors  of  our  profession. 

To  me,  the  problems  present  themselves  in  the 
form  of  three  main  issues:  (1)  the  objections  to 
moving  the  state  headquarters  to  Austin;  (2)  the 
detracting  issues  which  have  reached  us  through 
the  mails;  (3)  the  real  issues  for  moving  the  head- 
quarters of  the  State  Medical  Association  to  Aus- 
tin. 

The  objections  to  moving  our  headquarters  to 
Austin  come  under  the  folloAving  headings:  (1) 


travel  expense  to  Austin  will  be  increased;  (2)  mov- 
ing to  Austin  will  be  quite  expensive;  (3)  it  will 
cost  too  much  to  build  now;  (4)  it  is  not  near  the 
center  of  population;  (5)  it  will  put  the  State  Medi- 
cal Association  into  politics  and  we  should  stay  out 
of  politics;  (6)  disruption  of  the  home  office;  (7) 
difficulties  encountered  in  adjusting  to  a new  local- 
ity; (8)  the  need  of  more  time  to  think  about  this 
situation. 

Now,  let’s  look  at  these  objections.  Travel  ex- 
pense is  travel  expense  and  there  is  no  way  of  de- 
termining that  if  the  headquarters  is  left  'at  Fort 
Worth,  there  would  be  less  expense  involved  in  get- 
ting all  of  us  to  the  House  of  Delegates,  wherever 
it  should  meet.  There  are  too  many  circumstances. 
And,  if  I may  just  say  this  in  passing,  I feel  quite 
sure  that  very  accurately  the  expense  of  each  mem- 
ber of  this  House  has  been  calculated  on  this  occa- 
sion to  see  what  it  cost,  but  I ask  you,  can  you 
apply  the  figures  that  have  been  submitted  tonight 
to  the  expense  of  travel  to  the  next  meeting  of  the 
House  of  Delegates,  wherever  it  might  be?T  think 
you  cannot  because  we  do  not  even  know  yet  how  to 
figure  that.  We  don’t  know  where  the  delegates 
will  come  from  and  so  you  cannot  figure  that  for 
the  future.  We  can  only  figure  it  as  regards  this 
meeting  here  today.  It  can  be  argued,  of  course, 
that  Dallas  is  closer  to  Fort  Worth  than  to  Austin, 
but  that  does  not  mean  at  all  that  that  will  apply 
to  all  cities.  San  Antonio  is  closer  to  Austin  than 
it  is  to  Fort  Worth.  Houston  might  be  closer  to 
Austin  than  it  is  to  Fort  Worth. 

We  could  go  on  and  on  showing  the  cities  closer 
to  Fort  Worth  than  they  are  to  Austin  but  we  could 
offset  this  argument  by  giving  you  vast  areas  of 
our  population  much  closer  to  Austin  than  they  are 
to  Fort  Worth. 

So,  I believe  these  facts  fully  and  completely  show 
that  the  present  location  of  the  headquarters  in  Fort 
Worth  has  nothing  to  do  with  reducing  the  over-all 
mileage  to  be  travelled  or  the  expense  involved  in 
getting  to  our  various  meetings.  Actually,  since  Fort 
Worth  is  not  as  near  the  geographical  center  of 
Texas  as  is  Austin,  I am  not  so  sure  that  over  a 
great  number  of  years  we  would  not  find  that  we 
can  get  to  Austin  just  as  cheaply  as  to  Fort  Worth. 

Now,  moving  will  be  expensive.  This  is  true, 
but  it  is  likewise  true  that  if  Fort  Worth  is  not  the 
most  suitable  place  for  our  state  headquarters,  and 
we  think  it  is  not,  we  may  experience  expensive  and 
terrific  losses,  legal,  monetary,  and  otherwise.  The 
expense  of  moving  will  be  minor  compared  to  the 
losses  we  may  sustain  in  case  we  have  adverse  legis- 
lation coming  up  in  Austin  and  passing  to  take 
from  us  that  which  we  hold  dear,  to  say  nothing  of 
the  prestige  we  will  lose  if  these  adverse  laws  do 
happen  to  get  through  the  Legislature  in  Austin. 

Let  me  impress  here,  the  greatest  loss  that  can 
ever  come  to  organized  medicine  at  any  time,  or  any- 
where, will  come  out  of  some  legislative  hall,  state 
or  national,  in  the  form  of  adverse  legislation  to  our 
best  interests  and  the  public  health  welfare.  Do  not 
forget  this  in  thinking  of  this  resolution  before  you. 
The  expense  of  moving  will  in  fact  be  -a  wise  in- 
vestment. Many  other  organizations  of  the  state, 
over  sixty-three  in  Austin  at  the  present  time,  have 
recognized  this  very  fact  and  have  moved  to  Austin 
that  they  might  protect  themselves.  We  could  pro- 
duce the  names  of  these  organizations  that  are  ex- 
isting in  Austin  and  have  moved  there  for  this  pur- 
pose. We  do  not  have  to  follow  these  organizations 
just  because  they  have  done  so,  but  we  must  admit 
if  we  desire  to  pursue  a course  of  wisdom  we  had 
better  do  so.  It  would  have  been  easy  for  opposi- 
tion associations  to  have  established  headquarters 
elsewhere.  Austin  is  small.  Austin  is  hard  to  get 
to.  It  costs  more  to  get  to  Austin  than  it  does  to 
Fort  Worth,  so  I have  been  told.  But,  gentlemen, 
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these  boys  down  there  that  fight  you  and  give  you 
trouble  I don’t  think  gave  Fort  Worth  any  con- 
sideration. They  and  the  boys  of  the  west  who  want 
to  come  out  of  certain  districts  that  have  been  re- 
ferred to  two  or  three  times  at  this  speaker’s  stand, 
when  they  want  to,  come  to  Austin.  They  don’t  go  to 
Fort  Worth  to  get  there  either.  There  is  a more 
direct  route  and  I think  that  some  of  our  friends 
out  there  can  find  that  route  if  they  would  like  to 
look  for  it.  They  chose  Austin  for  reasons  well 
known  to  you  and  well  known  to  me.  They  take 
advantage  of  that  fact  and  if  you  have  been  in  Aus- 
tin any  time  during  the  year  you  will  find  their 
representatives  on  the  field  and  most  actively  so 
during  the  sessions  of  the  Legislature. 

Some  organizations  many  years  ago  established 
headquarters  elsewhere  to  find  themselves  now  em- 
barrassed by  not  being  able  to  cope  successfully  with 
the  Legislative  problems  by  being  located  in  that 
particular  locality,  and  so  have  had  to  establish  sec- 
ondary headquarters  in  Austin  for  no  other  purpose 
than  to  keep  themselves  adequately  informed  about 
the  legislative  problems  which  have  arisen  or  will 
arise  and  might  affect  their  interests,  adversely. 
Also,  if  they  wish  constructive  legislation  in  their 
own  interests,  these  organizations  work  the  year 
around. 

As  to  Austin’s  accessibility  to  the  populated  areas 
of  Texas,  study  any  map  and  you  will  see  that  Aus- 
tin is  about  as  near  the  geographical  center  of  the 
state  as  most  any  town  of  any  size  that  you  can  pick 
out.  It  is  equally  accessible  to  all  of  the  geographical 
territory.  A careful  study  of  this  will  show  that  it 
is  equally  accessible  to  the  less  densely  populated 
areas.  You  might  pick  out  one  place  between  Fort 
Worth  and  Dallas  and  say  that  that  place  possibly 
enjoys  an  ideal  location  just  because  of  the  popula- 
tion that  is  on  either  side  of  it.  Dallas  on  one  side 
and  Fort  Worth  on  the  other. 

The  distance  question  I would  like  to  mention. 
I don’t  know  why  Fort  Worth  is  complaining  so 
much  about  distance  here.  I understand  that  Fort 
Worth  moved  over  about  five  miles  closer  to  Dallas 
to  put  an  airport.  They  didn’t  mind  going  any- 
where. We  won’t  mind  going  any  further  than  they 
do,  so  let’s  not  argue  too  much  about  the  distance. 

Objection  has  been  raised  on  the  ground  that  it  is 
placing  the  State  Medical  Association  of  Texas  in 
politics.  I think  we  are  right  in  this  assumption: 
there  is  no  objection  to  this.  About  1917  or  1918 
I heard  the  former  president  of  the  University  of 
Texas,  Robert  E.  Vinson,  discussing  the  question 
of  politics  before  a group  of  medical  students.  He 
urged  that  we  take  our  stand  boldly  in  the  political 
world.  He  gave  a definition  of  a politician  and  asked 
everyone  of  us  to  keep  it.  It  has  lingered  with  me 
and  I pass  it  on  to  you  and  if  you  will  remember 
it  and  will  conduct  yourselves  after  this  manner  we 
will  have  fewer  hard  battles  in  our  legislative  fields. 

His  definition  was  this:  “A  politician  is  a citizen 
in  action.”  Gentlemen,  in  place  of  there  being  fewer 
politicians  in  our  medical  profession,  in  this  respect 
we  had  better  get  more  politicians  or  prepare  to 
take  the  consequences. 

This  political  problem  is  forced  upon  us.  We 
didn’t  ask  for  it.  We  handled  our  legislative  matters 
years  ago  by  just  speaking  to  our  legislators,  and 
the  dignity  and  the  prestige  of  the  doctor  was  such 
that  they  took  care  of  us.  That  is  no  longer  the 
case.  We  are  already  in  politics  and  we  must  want 
to  get  close  enough  to  the  political  center  of  Texas 
to  protect  our  interests  in  all  matters  which  con- 
cern us.  The  fact  that  Austin  is  the  political  and 
legislative  center  of  Texas  is  one  of  the  reasons  for 
desiring  to  bring  the  state  headquarters  to  Austin 
as  is  provided  for  in  the  charter. 

I frankly  admit  that  if  Austin  did  not  have  this 
advantage  over  every  other  city  in  Texas,  our  rea- 


sons for  urging  you  to  come  to  Austin  would  be 
somewhat  weaker.  I shall  discuss  this  further  under 
reasons  for  moving  the  headquarters  to  Austin. 

Now,  for  moving  to  Austin  and  adjusting.  I think 
there  is  no  foundation  for  considering  moving  to 
Austin  and  the  difficulty  encountered  in  adjusting 
there  being  a serious  objection.  The  decision  as  to 
why  we  should  move  should  be  reached  by  an  appeal 
to  >-eason,  not  the  little  expense  that  might  be  in- 
volved. We  have  heard  some  rather  huge  figures 
mentioned  about  what  it  would  cost  us.  I hoped 
that  Dr.  Terrell  would  clarify  my  mind  on  that  to- 
night but  he  submitted  no  figures  on  that,  and  I have 
none,  but  I do  not  fear  that  it  would  be  an  un- 
usual expense.  Again,  moving  should  be  based  on 
an  appeal  to  reason,  to  constructive  reasoning  on  a 
long-range  basis.  This  is  a question  we  should  ask 
ourselves:  Are  there  good,  strong,  and  sound  reasons 
why  the  headquarters  should  be  moved  to  Austin.  We 
think  that  there  are  good,  sound  reasons.  These  rea- 
sons will  be  brought  out  a little  later  and  since  we 
have  these  reasons  we  think  now  is  the  time  for  the 
headquarters  to  be  moved.  Gentlemen,  you  will  never 
sit  in  the  House  of  Delegates  again  and  hear  as 
many  reports  as  you  have  heard  in  which  you  hear 
the  physical  inadequacy  of  our  plant  complained  of 
or  spoken  of  so  frequently  and  so  extensively. 

Now,  let  us  look  at  some  of  the  diverting  issues, 
issues  that  almost  draw  our  minds  away  from  the 
main  issues  involved  in  the  resolution.  I refer 
here,  and  with  due  respect,  to  all  of  our  friends  who 
have  kind  memories  of  those  gone  on  and  who  have 
served  us  so  well.  I have  no  intention  whatsoever 
to  challenge  the  motive  of  anyone  who  has  made  an 
offer  to  us  to  place  or  leave  our  headquarters  where 
it  is.  I refer,  however,  to  huge  sums  of  money  of- 
fered by  other  cities  which,  while  purporting  to 
honor  some  of  our  great  departed  veterans  in  medi- 
cine, if  accepted  by  the  State  Medical  Association 
of  Texas,  would  bind  this  Association,  by  its  accept- 
ance of  the  donation,  to  place  the  headquarters  in  a 
designated  city  because  these  beloved  members  of  our 
profession  who  have  passed  on  once  lived  there  and 
loved  the  city.  Let  no  one  misunderstand  me.  There 
is  no  reflection  in  this  statement  whatsoever  upon 
the  honesty,  integrity,  and  sincerity  of  any  man  who 
made  these  offers. 

The  problem  of  honoring  our  great  men  that  have 
gone  on,  all  noble  men,  all  great  servants,  and  the 
problem  and  desire  of  honoring  our  great  men  now 
living  and  the  great  ones  to  come  is  a problem  we 
should  all  be  glad  to  have  a part  in,  and  we  insist 
that  we  might  be  allowed  to  assume  our  rightful 
part  in  such  an  undertaking.  This  problem  though, 
while  a worthy  one  and  a delicate  one,  requires  care- 
ful study  to  determine  the  wise  policy  for  us  to  fol- 
low and  it  should  come  up  as  a special  study.  But 
at  this  moment  we  should  not  and  we  must  not  let 
this  confuse  the  issues  embodied  in  this  resolution 
before  us  now.  We  must  determine  where  our  state 
headquarters  should  be  and  upon  the  merits  of  the 
issues  we  should  decide  to  go  there.  There  are  many 
wealthy  cities  in  our  state  that  could  build  our  head- 
quarters for  us  and  possibly  would  be  glad  to  so,  but 
we  would  make  a mistake  if  we  chose  or  selected 
any  city  that  did  not  give  us  advantages  money  can- 
not buy.  Money  can  be  transported  anywhere.  Legis- 
lative advantages  cannot  be  transported.  Let  us 
choose  wisely  the  home  site  for  our  headquarters 
first;  then  anything  we  may  choose  to  do  in  the 
future  may  be  done  without  embarrassment  to  the 
welfare  of  organized  medicine. 

Now,  what  about  some  of  the  real,  sound  reasons 
for  moving  the  state  headquarters  to  Austin?  In 
the  literature  that  has  gone  out  we  have  mentioned 
many  of  these.  I will  discuss  only  a few  of  them. 
They  are  basically  sound.  First:  We  will  be  locating 
ourselves  in  the  closest  proximity  to  the  halls  where 
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laws,  good  and  bad,  are  considered;  where  bad  laws 
detrimental  to  ourselves  and  the  public  health  in- 
terests will  be  passed  if  we  are  not  prepared  to 
anticipate  these  laws  and  defeat  them;  where  good 
laws  might  be  defeated  if  we  are  not  aware  before- 
hand of  their  coming  up  for  enactment  and  develop 
sufficient  support  to  pass  them.  We  will  be  locat- 
ing ourselves  where  the  headquarters  of  our  strong- 
opposition  is  located,  where  the  headquarters  of 
cults  advocating  policies  contrary  to  our  interests 
and  the  health  interests  of  the  public  are  located; 
where  certain  social  organizations  are  strong  and 
continuously  at  work,  cutting  at  the  very  foundations 
of  organized  medicine.  Our  professional  enemies  are 
on  the  field  in  Austin  all  the  time,  year  in  and  year 
out,  and  they  have  grown  in  strength.  We  have  pro- 
portionately grown  weaker. 

Two  excellent  and  experienced  men  in  legislative 
matters,  both  of  whom  are  friendly  to  our  profes- 
sion, have  recently  told  me  that  fifteen  or  twenty 
years  ago  these  health  enemies  of  ours  could  come  no 
where  near  passing  a measure  contrary  to  the  public 
health  interests  or  contrary  to  the  doctors’  interests. 
Now  they  tell  me  it  is  only  with  difficulty,  the  great- 
est difficulty,  that  we  can  defeat  them  in  the  House 
of  the  Legislature.  They  told  me  that  formerly  the 
doctors  could  get  their  measures  passed  with  little 
difficulty.  Now,  they  say,  it  is  difficult  to  get  some 
of  our  bills  passed  and  some  of  them  we  can’t  get 
by  with  at  all.  If  you  will  take  the  report  of  the 
Committee  on  Legislation  to  this  House  of  Delegates 
this  year  and  read  that,  you  will  be  convinced  on 
this  point. 

Why  can’t  it  be?  Our  legislative  enemies,  the 
enemies  that  are  on  the  field  the  year  around,  the 
enemies  of  medical  science,  the  enemies  of  the  public 
health,  are  powerful  enough  to  block  our  legislation 
under  the  present  set-up  of  our  home  offices  being 
in  Fort  Worth.  It  is  my  opinion  that  to  fail  here 
and  now  to  vote  to  move  our  headquarters  to  Aus- 
tin will  be  to  make  our  health  foes  happy,  and  con- 
versely, to  vote  to  place  our  headquarters  in  Austin 
will  be  to  cast  a gloom  over  them  the  like  of  which 
they  have  never  experienced  before.  Some  have  said, 
“You  can  fight  these  influences  better  by  contact- 
ing your  representatives  at  home.”  This  has  proven 
in  most  cases  to  be  insufficient  and  ineffective.  This 
contact  work  conducted  at  home  is  good  and  must 
continue,  but  it  should  be  coordinated  with  a care- 
ful perennial  check  on  all  contemplated  legislation 
coming  up  in  Austin.  This  is  the  pay-off  way  to- 
day and  it  can  only  be  done  with  your  headquarters 
in  Austin. 

It  occurs  to  me  our  Committee  on  Legislation 
would  be  greatly  aided  by  placing  our  home  office 
available  to  it  in  Austin,  both  by  being  able  to  get 
out  immediate,  urgent  communications  when  neces- 
sary, and  also  by  having  available  to  it  important 
data  which  is  at  all  times  kept  on  file  in  our  home 
office. 

Again,  we  feel  Austin  is  the  home  of  our  head- 
quarters according  to  our  charter  and  the  proper 
place  for  our  headquarters.  Great  pioneers  in  medi- 
cine thought  this  problem  out  in  1901.  Circum- 
stances, possibly  financial,  a few  years  later  caused 
some  few  either  to  disregard  this  charter  provision 
or  to  overlook  this  provision.  Probably  this  over- 
sight has  not  hurt  us  too  badly  thus  far,  but  pos- 
sibly we  are  just  coming  into  that  day  which  the 
signers  of  the  charter  had  in  mind  when  they  wrote 
the  charter.  Who  knows? 

For  a number  of  years  there  have  been  prominent 
men  of  our  State  Medical  Association  who  have 
spoken  about  moving  our  state  headquarters  back  to 
Austin.  This  issue  was  raised  again  last  year  and 
again  this  spring.  For  the  above  and  other  reasons, 
very  sound,  the  Travis  County  Medical  Society,  after 
having  been  counseled  with  by  many  doctors  from 


other  sections  of  the  state,  decided  to  institute  an 
extensive  campaign  to  inform  every  doctor  in  Texas 
of  the  wisdom  and  reasons  and  necessity  for  mov- 
ing our  State  Medical  Association  headquarters  to 
Austin,  which  move  is  made  simple  by  our  present 
charter  provision.  No  amendment  is  necessary.  We 
did  that  because  it  was  our  utmost  desire  that  we 
not  spring  something  on  you  down  here  that  no 
thought  had  been  given  to.  We  did  it  hoping  that 
we  might  put  in  a hedge  against  a resolution  or 
motion  to  consider  the  matter  further  to  let  some- 
body investigate  it. 

We  have  tried  to  make  our  educational  efforts 
complete.  Every  doctor  in  Texas  whose  address  we 
have  has  learned  of  this.  We  have  tried  to  show  by 
emphasizing  the  merits  of  the  situation  that  it  is 
wise  and  to  our  best  interests  to  move  to  Austin  im- 
mediately. We  have  tried  to  anticipate  some  of  the 
problems  involved  in  the  move  and  have  a fireproof 
library  contract  available  now  and  which  we  can 
submit  to  the  Board  of  Trustees  for  its  consideration. 

I think  that  is  in  the  hands  of  the  President  of  this 
organization.  We  have  promises  of  offices  for  the 
office  force  which  promises  can  be  complied  with  in 
a very  short  while  and  which  promises  can  be  sub- 
mitted to  the  Board  of  Trustees  at  their  pleasure  for 
their  consideration.  We  have  a friendly  chamber  of 
commerce,  a friendly  city  council,  and  friendly  news- 
paper which  is  ready  and  willing  to  serve  the  Board 
of  Trustees  in  their  move  and  in  their  efforts  to 
readjustments.  In  passing,  if  I was  unable  to  con- 
vince our  friends  from  Fort  Worth  that  getting  to 
Austin  was  not  more  expensive  than  getting  to  Fort 
Worth  would  be,  let  me  pause  here  long  enough  to 
say  that  I will  personally  guarantee  that  our  news- 
papers of  Austin  will  never  do  the  damage  to  the 
prestige  of  the  medical  profession  that  certain  news- 
papers in  other  sections  have  done. 

All  Austin  welcomes  you,  and  last  but  not  least, 
we  have  a small  but  hard  working  Travis  County 
Medical  Society  waiting  to  serve  you. 

Let  me  say  the  response  from  the  doctors  over 
the  state  has  been  great  and  far  greater  than  ex- 
pected. It  has  been  overwhelming.  For  the  Travis 
County  Medical  Society,  let  me  express  to  each  of 
you  who  has  been  interested  in  this  matter  our  great 
appreciation  for  the  cordial  way  in  which  you  have 
accepted  your  responsibility  and  for  the  efficient 
way  in  which  you  have  carried  out  your  responsi- 
bility in  helping  us  present  this  matter. 

We  now  submit  this  resolution  to  the  sound,  un- 
biased, and  cool  judgment  of  you  delegates,  you  who 
are  not  acting  just  for  yourselves  but  for  the  doc- 
tors and  the  public  health  back  home.  Remember 
this:  Your  greatest  losses  will  never  be  in  the  dol- 
lars and  cents  involved  in  the  expense  of  moving. 
Your  greatest  losses  are  going  to  come  in  the  form 
of  legislative  acts  adverse  to  our  best  interests. 

Now,  I will  take  a little  time  here  to  try  to  answer 
one  or  two  of  the  questions  submitted. 

What  have  we  done,  or  what  have  we  offered? 
I can  only  say  this,  that  we  have  not  tried  to  offer 
too  much.  We  have  not  felt  that  was  necessary.  We 
have  not  looked  upon  the  medical  profession  as  being 
in  such  position  financially  that  we  would  have  to 
go  too  strong.  But  I can  tell  you  that  Travis  Coun- 
ty Medical  Society  in  action  will  offer  you  a suit- 
able building  site  close  to  the  legislative  halls  there. 
Now,  as  to  the  personnel  and  the  caring  for  the 
group  if  the  two  places  will  be  divided.  You  have 
asked  me  about  the  preparation  for  taking  care  of 
the  Library.  In  the  hands  of  your  President  is  a 
contract  that  has  been  given  by  the  City  Council 
of  Austin  and  that  contract  will  take  care  of  you 
on  a monthly  basis  of  $100  per  month,  furnishing 
janitor  service,  lights,  and  water.  That  contract 
is  not  a continuous  thing  at  that  price.  I do  not 
think  that  any  city  would  want  to  continue  on  that 
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basis,  but  if  there  is  a building  program  in  progress 
it  will  take  care  of  you  until  you  are  ready  to  go 
into  your  own  home. 

Now,  the  question  that  is  brought  up  about  the 
librarian  and  the  other  forces  that  are  working  in 
Fort  Worth.  That  is  a very  touching  problem  and 
I would  regret  to  see  any  employee  lose  his  job, 
but  at  the  same  time,  those  things  come.  Some- 
times employees  quit  us  and  we  are  left  in  the  hole 
and  we  know  how  we  feel  about  it.  We  sold  our- 
selves, though,  to  one  thought:  What  is  best  for  the 
medical  profession  of  Texas  and  our  organization, 
not  just  for  this  year  or  for  the  span  of  one  life, 
but  for  the  span  of  many  lives?  We  are  looking 
down  the  road.  We  can  make  a greater  mistake  by 
focusing  our  vision  too  close  to  us  than  we  will 
ever  make  by  looking  down  the  road  a good  ways  in 
the  future.  And  so  if  we  do  work  a hardship  on  a 
few,  we  are  sorry  for  that,  and  I would  suggest 
that  the  Board  of  Trustees  be  very  considerate  in 
trying  to  help  these  individuals  in  their  adjust- 
ments. 

The  charter  can  be  amended,  that  is  true.  We 
recognize  that.  But  I assure  you  that  it  will  not 
have  to  be  amended  to  go  Austin  now.  I believe  I 
have  covered  most  of  your  questions,  Dr.  Terrell.  As 
I say  now,  to  try  to  meet  all  of  these  statistical 
data  that  have  been  so  carefully  worked  up  by  you, 
I am  not  too  interested  in  that.  I am  thinking  more 
of  the  other  great  issues  that  confront  us  than  those 
problems  which  happen  to  be  minor.  I would  make 
no  effort  whatsoever  to  confirm  the  question  of  the 
4 per  cent  increase  and  I am  certainly  gentleman 
enough  not  to  deny  it  since  you  have  presented  it. 

Vice-President  Selecman:  There  is  a motion  be- 
fore the  House.  We  have  heard  two  of  our  delegates 
speak  on  the  subject  who  have  given  this  problem 
probably  more  thought  than  any  others  have  given 
it.  Do  I hear  any  further  discussion  of  this  motion? 

Dr.  George  Turner,  El  Paso:  We  are  considering 
this  motion  in  view  of  what  we  honestly  believe  to  be 
the  best  interests  of  the  State  Medical  Association 
of  Texas,  and  I assure  you  that  that  is  my  only 
purpose  in  bringing  out  and  furthering  the  discus- 
sion on  this  question. 

It  is  true,  as  Dr.  Terrell  has  pointed  out,  that 
Fort  Worth  is  rather  more  convenient  to  a large 
number  of  us  than  is  Austin.  If  that  were  not  true, 
why  have  the  headquarters  been  in  Fort  Worth  and 
not  in  Austin  during  the  last  some  forty-five  years? 
It  was  pointed  out  by  Dr.  Gambrell  that  Austin  was 
set  aside  as  the  place,  and  yet  it  has  not  been  in  Aus- 
tin for  some  forty-five  years.  There  must  be  some 
convenient  reason  for  that.  It  must  have  been,  in 
somebody’s  opinion  at  least,  that  it  was  as  convenient 
or  better  for  it  to  be  some  other  place. 

Now,  speaking  further  in  the  interest  of  the  State 
Medical  Association,  as  to  the  location  of  headquar- 
ters and  Library  and  the  publication  of  the  Journal, 
it  would  not  seem  to  me  that  it  would  be  entirely 
necessary  that  these  two  be  together  and  admin- 
istered by  the  same  head.  In  other  words,  the 
Library  and  the  publication  of  the  Journal  could 
well  be  under  the  direction  of  the  editor  and  we 
could  have  another  secretary  who  would  have  a full- 
time job  looking  after  the  secretariat  of  the  Asso- 
ciation. 

Then  we  come  to  what  in  my  mind  is  the  most 
important  thing  in  the  discussion  of  the  location  of 
the  headquarters,  and  that  is  politics,  which  Dr. 
Gambrell  pointed  out.  Do  we  honestly  believe  that 
the  headquarters  should  be  in  the  shadow  of  the 
political  activities  of  the  state,  and  should  politics 
be  the  uppermost  thing  and  the  guiding  influence 
to  the  activities  of  the  State  Medical  Association 
rather  than  keeping  it  on  a high  plane  for  the  ad- 
vancement of  science  and  the  practice  of  medicine  as 


it  has  been  since  the  time  of  its  inception?  I think 
it  is  quite  true  that  the  medical  policies  should  be 
originated  at  the  medical  headquarters  and  they 
should  be  carried  out  with  more  vigor  perhaps  than 
at  any  time  in  the  past  and  it  should  be  seen  that 
that  is  prosecuted  to  the  end.  But  ask  yourself  the 
question,  is  it  absolutely  necessary  that  we  go  all- 
out  for  politics  in  consideration  of  the  location  of 
the  headquarters  of  this  Association?  And  that  to 
my  mind  is  the  thing  that  we  should  all  consider 
m making  this  decision. 

The  question  was  called  for. 

Vice-President  Selecman:  We  are  now  ready  to 
vote  on  this  question  and  before  we  vote,  we  will 
have  a report  from  the  Credentials  Committee. 

Fifth  Report,  Reference  Committee  on 
Credentials 

Dr.  Troy  Shafer,  Harlingen:  Before  I give  the  re- 
port, there  are  three  matters  I think  that  must  be 
clarified  in  order  to  make  the  report  more  accurate. 
Dr.  S.  A.  Collom,  Jr.,  Bowie,  desires  to  replace  Dr. 
Hibbitts,  who  has  left..  Dr.  Collom  is  the  regularly 
elected  alternate.  Dr.  Hibbitts  registered  with  us 
on  Monday  and  Dr.  Collom  did  not. 

Vice-President  Selecman:  He  is  the  regular  alter- 
nate and  it  is  not  necessary  for  us  to  vote  on  that. 
He  will  be  recognized  as  the  delegate. 

Dr.  Shafer:  Dr.  Edward  T.  Smith,  the  regular 
alternate  of  Dr.  Brumby  of  Harris  County,  desires 
to  replace  him  tonight,  and  that  would  be  in  the 
same  category. 

Vice-President  Selecman:  That  is  the  same  thing 
so  he  is  recognized  as  the  delegate. 

Dr.  Shafer:  Then  we  have  Dr.  H.  O.  Deaton,  of 
Tarrant,  the  regular  delegate,  to  replace  his  alter- 
nate, Dr.  Murchison,  who  was  seated  on  Monday. 
That  does  not  require  any  action  but  it  had  to  be 
brought  to  the  attention  of  the  House. 

Vice-President  Selecman:  He  is  duly  recognized. 

Dr.  Shafer:  In  that  event,  we  have  now  133  regis- 
tered at  this  session.  Now  there  may  be  men  in  this 
room  who  have  not  registered  with  us.  If  there  is 
anybody  here  that  either  did  not  stop  and  sign  the 
sheet  that  was  on  the  table  or  give  your  name  to  a 
member  of  the  committee,  will  you  please  stand? 

Vice-President  Selecman:  While  we  are  waiting 
for  the  report  on  the  registration,  I think  that  we 
should  consider  how  the  ballot  should  be  taken. 

I pon  suitable  motion  and  following  considerable 
discussion,  the  House  decided  to  vote  by  secret  ballot. 

Dr.  Gambrell:  I would  like  you  to  clear  the  house 
of  everyone  except  delegates. 

Vice-President  Selecman:  Will  all  except  delegates 
please  clear  the  house?  I am  going  to  appoint  Dr. 
Hilliard  as  teller  and  ask  him  to  choose  about  four 
assistants.  We  will  now  have  the  report  on  the 
registration. 

Dr.  Shafer:  We  now  show  147  delegates  regis- 
tered. That  is  the  total  registration  out  of  a pos- 
sible 187. 

Vice-President  Selecman : This  vote,  as  you  should 
know,  is  to  move  the  entire  headquarters  to  Austin. 
If  you  vote  “yes”  it  means  you  favor  the  move.  If 
you  vote  “no”  you  do  not  favor  the  move.  And  this 
size  ballot  (indicating)  is  the  only  one  that  will  be 
recognized. 

The  ballot  was  then  spread  and  counted. 

Secretary  Williams:  Mr.  Chairman,  the  vote  is  106 
“yes”  to  40  “no.”  There  actually  should  have  been 
146  votes  cast,  because  the  chairman  did  not  cast 
his  vote,  and  he  was  included  in  the  registration. 

Vice-President  Selecman:  Dr.  Gambrell’s  motion 
is  carried.  The  fact  that  his  motion  is  carried  makes 
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the  presentation  of  Dr.  Turner’s  resolution  unneces- 
sary and  Dr.  Bell’s  committee  report  and  recom- 
mendation is  also  cancelled.  So  we  now  have  to  hear 
from  Dr.  Bell  about  the  other  portions  of  his  report. 

Dr.  Bell:  That  completes  the  report,  and  I move 
the  adoption  of  the  report  as  a whole,  taking  into 
consideration  this  ballot. 

The  motion  was  seconded  by  Dr.  R.  E.  Windham, 
Tom  Green-Eight  County. 

The  motion  was  then  put  and  carried  and  the  re- 
port was  adopted. 

Vice-President  Selecman:  Dr.  Pickett  has  returned 
from  the  public  meeting  and  will  take  over  the  chair. 

President  Pickett:  Dr.  Selecman,  I want  you  to 
know  that  I deeply  appreciate  your  taking  over 
here  and  carrying  through.  I did  not  believe  that  it 
would  be  fair  to  organized  medicine  in  Texas,  after 
as  much  effort  as  had  been  put  into  it  was  put  into 
it,  to  deny  the  public  my  presence  at  the  public 
meeting’  since  it  had  been  stated  I would  be  there. 
After  all,  we  are  out  to  do  a job  in  public  relations 
and  for  that  cause,  I asked  Dr.  Selecman,  one  of 
our  vice-presidents,  to  preside  here.  We  went  over 
the  work  carefully.  I am  sure  you  men  have  not 
been  disappointed  in  him. 

The  next  committee  report  is  the  Report  of  the 
Reference  Committee  on  Finance,  Dr.  Hobart  Dea- 
ton, Tarrant. 

Dr.  Deaton  then  presented  the  report  of  the  Refer- 
ence Committee  on  Finance,  as  follows: 

Report  of  Reference  Committee 
on  Finance 

Your  Reference  Committee  on  Finance  begs  to 
submit  the  following  report:  A resolution  has  been 
referred  to  this  Committee  as  follows: 

resolution,  new  building  and  memorial 

Be  It  Resolved,  that  the  Board  of  Trustees  of  the 
State  Medical  Association  of  Texas  is  hereby  auth- 
orized and  requested  to  proceed  to  develop  plans 
and  specifications  for  the  erection  of  a suitable  home 
office  building  and  library; 

Be  It  Also  Resolved,  that  the  President  of  the 
State  Medical  Association  of  Texas  is  hereby  re- 
quested to  appoint  a special  committee  for  the  pur- 
pose of  formulating  a basic  policy  for  the  proper 
and  fitting  recognition  of  members  of  the  State 
Medical  Association  of  Texas  whose  interest  in  and 
services  to  organized  medicine  in  Texas  has  been,  or 
should  be,  recognized  as  outstanding  and  worthy  of 
fitting  memorial; 

Be  It  Also  Resolved  by  this  House  of  Delegates 
that  it  is  the  sense  of  this  body  that  Drs.  Holman 
Taylor  and  R.  B.  Anderson  deserve  very  favorable 
consideration  in  this  respect. 

Your  Committee  recommends  to  the  House  of 
Delegates  that  this  resolution  be  carried  out. 

Dr.  Deaton:  I move  the  adoption  of  this  part  of 
the  report. 

The  motion  was  seconded  by  Dr.  L.  C.  Powell, 
Beaumont,  and  carried,  and  this  part  of  the  report 
was  adopted. 

A Resohition  from  the  Woman's  Auxiliary  to  the 
State  Medical  Association  has  been  referred  to  this 
committee,  setting  forth  the  work  of  that  organiza- 
tion which  is  well  known  to  all  members  of  the  As- 
sociation, and  pointing  out  that  they  have  been 
seriously  handicapped  because  of  inadequate  funds 
to  further  their  work.  Your  Reference  Committee 
on  Finance  recommends  that  the  House  of  Dele- 
gates request  the  Board  of  Trustees  to  set  aside  $1 
out  of  the  per  capita  annual  dues  for  the  use  of  the 
Woman’s  Auxiliary. 

Dr.  Deaton:  I move  the  adoption  of  that  recom- 
mendation. 


The  motion  was  seconded  by  Dr.  D.  H.  Hudgins, 
Kaufman;  Dr.  J.  M.  Travis,  Jacksonville;  and  Dr. 
Elmer  W.  Jones,  Armstrong-Donley-Childress-Col- 
lingsworth-Hall,  and  carried,  and  this  part  of  the 
report  adopted. 

Treasurer’s  Report. — Your  Reference  Committee 
on  Finance  recommends  the  adoption  of  the  Treas- 
urer’s report  as  submitted. 

Dr.  Deaton : I move  the  adoption  of  that. 

The  motion  was  seconded  by  Dr.  J.  Wilson  David, 
Navarro,  and  carried,  and  this  part  of  the  report 
adopted. 

Dues. — The  remainder  of  this  report  covers  about 
three  things  dealt  with  in  the  Handbook  and  they 
are  lumped  together  in  this  last  item,  which  I will 
now  read : 

That  part  of  the  report  of  the  Board  of  Trustees 
recommending  an  increase  in  the  annual  dues  from 
$20  to  $35  per  annum  has  been  studied.  Your  Com- 
mittee is  favorable  to  an  increase  in  dues,  but  it  is 
our  opinion  that  the  setting  aside  of  $5  of  this 
amount  for  an  administrative  and  library  building 
is  inadequate. 

Those  parts  of  the  report  of  the  Executive  Coun- 
cil dealing  with  dues  and  the  report  of  the  Commit- 
tee on  Public  Relations  dealing  with  dues  and  a 
new  administrative  building  are  all  covered  in  the 
report  of  the  Committee  on  Financial  Needs  of  the 
Association,  which  was  read  before  the  House  of 
Delegates  on  Tuesday.  In  this  report  it  was  sug- 
gested that  a minimum  of  $75,000  additional  rev- 
enue will  be  needed.  Your  Committee  has  studied 
this  report.  To  increase  the  revenue  in  this  amount 
will  necessitate  an  increase  in  the  annual  dues  from 
the  $20  per  annum  to  $35  per  annum. 

After  studying  the  reports  of  the  Board  of  Trus- 
tees, the  Committee  on  Financial  Needs,  and  the 
Executive  Council,  your  Reference  Committee  on 
Finance  recommends  that  the  annual  dues  of  the 
Association  be  increased  from  the  present  $20  to 
$35  per  annum,  to  become  effective  January  1,  1949. 

Dr.  Deaton : I move  the  adoption  of  this  part  of 
the  report. 

Dr.  C.  P.  Yeager,  Nueces:  I second  it. 

Dr.  Truman  C.  Terrell,  Fort  Worth:  Gentlemen, 
if  you  are  going  to  back  up  your  Committee  on 
Legislation  and  your  Committee  on  Public  Rela- 
tions, you  cannot  do  it  on  $35,  if  you  raise  the 
amount  necessary  for  a building  fund.  Let’s  make  it 
$50  instead  of  $35,  because  if  you  do  not  you  are 
hamstringing  your  committees  and  they  cannot  do 
anything.  Let  us  give  them  enough  money  to  do  the 
job  well.  I make  that  as  a motion. 

Dr.  John  H.  Burleson,  Bexar:  I second  the  motion. 

Dr.  Judson  E.  Beall,  LaSalle-Frio-Dimmit:  I am 
heartily  in  favor  of  raising  our  dues  to  whatever 
point  is  necessary  to  accomplish  the  objects  which 
we  hope  to  attain.  If  that  be  $20,  $25,  or  $40,  or 
$75,  or  whatever  it  may  be.  But  I do  want  and  ex- 
pect that  whatever  increase  that  we  make  will  be 
used  wisely  and  advisedly. 

Dr.  Thomas  M.  Jarmon,  Smith:  I think  that  every 
man  here  is  willing  to  pay  the  sum  of  money  that 
is  necessary  to  do  this  job,  but  I don’t  believe  there 
is  anyone  present  who  has  any  idea  of  the  sum  of 
money  we  need.  I see  no  reason  why  this  matter 
cannot  be  deferred  until  a later  date  and  let  these 
men  bring  in  some  sort  of  estimate  as  to  our  needs. 

Dr.  L.  C.  Heare,  Jefferson:  It  happens  that  I 
have  the  privilege  of  serving  on  this  Reference  Com- 
mittee on  Finance.  We  had  a meeting  with  the  Board 
of  Trustees  and  we  went  into  this  matter  in  some 
detail.  As  you  know,  your  Board  of  Trustees  re- 
quested and  recommended  that  the  dues  be  raised 
from  $20  to  $35  per  year.  It  was  the  opinion  after 
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we  discussed  this  matter  that  the  amount  of  money 
proposed  by  the  Trustees,  $5  per  year  per  member, 
was  inadequate  for  the  plans  and  specifications  that 
they  probably  will  develop  for  a new  building.  Now 
that  matter  can  be  taken  care  of  possibly  at  a little 
later  date,  but  we  did  go  into  a few  of  the  details 
that  you  gentlemen  should  know  that  we  discussed. 

At  the  present  time  in  Fort  Worth  I understand 
they  are  using  about  2,500  square  feet  for  the  Li- 
brary, which  is  entirely  inadequate.  We  roughly  es- 
timated that  at  least  7,500  square  feet  for  a Library 
anywhere  near  adequate  would  be  necessary.  And 
besides  the  Library,  the  home  office  has  a force  of 
employees  of  sixteen.  They  need  to  increase  that 
to  at  least  eighteen.  Each  employee  would  need 
approximately  70  square  feet  to  be  used  in  the  home 
office  building.  So  that  would  run  the  minimum 
needs  to  at  least  20,000  square  feet  in  the  new  of- 
fice building  and  library.  The  cost  of  construction 
of  a home  office  building  and  library  would  run 
anywhere  from  $15  to  possibly  $20  per  square  foot. 
So  you  see  we  need  at  least  a minimum  of  $300,000 
and  possibly  up  as  high  as  $500,000  to  build  a suit- 
able home  office  building  and  library.  That  means 
that  we  need  at  least  $10  per  year  per  member 
over  the  state  to  bring  $50,000  per  year  for  a period 
of  five  years,  which  would  be  $250,000,  or  a period 
of  ten  years,  which  would  be  a little  over  $500,000. 
That  would  be  the  minimum  need.  So  we  feel  like 
the  $5  proposed  to  be  set  aside  by  the  Board  of 
Trustees  is  inadequate.  At  least  $10  is  needed  per 
year  per  member. 

Those  are  a few  of  the  facts  that  are  roughly 
estimated  at  this  time.  When  your  Trustees  go  into 
this  problem  and  study  it  in  a definite  way,  they 
will  be  able  to  report  to  this  House  of  Delegates  and 
give  you  a more  accurate  estimate  on  the  needs. 
Therefore,  I,  as  a member  of  this  Reference  Com- 
mittee on  Finance,  was  willing  to  go  along  with  the 
Board  of  Trustees  at  this  time  and  recommend  that 
the  dues  be  increased  from  $20  to  $35,  hoping  that 
we  possibly  could  at  a later  date  set  aside  at  least 
$10  per  year  for  the  permanent  home  office  build- 
ing and  library  to  meet  our  minimum  needs. 

Dr.  A.  C.  Scott,  Bell:  I would  like  to  make  a sub- 
stitute motion  to  the  effect  that  we  raise  the  dues  at 
this  time  to  $35  and  that  the  Board  of  Trustees  go 
into  the  matter  more  extensively  as  to  the  cost  of 
making  the  move  to  Austin  and  that  they  report 
back  at  a later  date  and  if  necessary  a called  meet- 
ing be  held  to  vote  additional  dues,  whether  it  be 
$10,  $15,  or  $25,  to  take  care  of  the  move  and  the 
building  of  our  home  office. 

Dr.  Jay  J.  Johns,  Williamson:  I second  the  motion. 

Dr.  Troy  Shafer,  Cameron-Willacy : I have  been 
working  towards  an  increase  of  dues  for  some  time. 
I am  fully  aware  from  personal  observation  that 
our  funds  now  supplied  by  dues  are  not  adequate 
for  our  needs.  We  are  arguing  about  the  difference 
between  an  increase  of  $15  a year  and  an  increase 
of  $30  a year.  If  you  will  boil  that  down,  it  is  $1.25 
a month  per  man  that  we  are  haggling  over.  I know 
and  each  of  you  knows  that  we  can  do  a better  job 
with  what  we  have  got  to  do  in  building,  in  moving, 
in  setting  up  funds  for  retirement  of  employees,  of 
aid  to  our  very,  very  worth-while  Auxiliary  with 
$50  per  year  per  man  than  we  can  do  with  $35.  We 
don’t  have  to  spend  it.  We  can  hold  it  for  a needed 
time. 

Dr.  R.  H.  Bell,  Anderson-Houston-Leon : I feel 
that  Dr.  Scott’s  motion  is  a good  one.  If  the  dues 
are  raised  to  $35  now  and  if,  after  the  building 
plans  and  all  that  sort  of  thing  are  brought  to  mem- 
bers of  my  medical  society  and  they  can  be  shown 
something  very  concrete  that  we  are  going  to  have  to 
have  some  more  money  for,  it  will  be  very  much 
easier  to  get  it  from  that  bunch  of  boys  up  in  East 


Texas  than  it  will  be  just  to  vote  a big  sum  of 
money,  from  a psychological  standpoint  only. 

President  Pickett:  Is  there  further  discussion? 

Dr.  Merton  M.  Minter,  San  Antonio:  The  Board 
of  Trustees  has  tried  to  be  very  conservative  in  the 
amount  of  recommended  increase  in  funds  for  this 
organization.  The  amount  of  money  which  they  have 
recommended  was  made  without  any  building  pro- 
vision funds  whatsoever.  In  other  words,  this  $15 
which  has  been  talked  about  as  an  increase  in  dues 
is  essentially  for  the  conduct  of  this  organization 
without  any  building  or  moving  program  whatso- 
ever. You  have  adopted  tonight  a resolution  that 
the  Board  of  Trustees  appropriate  $1  to  support  the 
activities  of  the  Woman’s  Auxiliary,  which  is  a very 
fine  thing.  That  takes  $1  of  our  money.  The  Com- 
mittee on  Legislation  must  have  more  money.  After 
all,  they  have  had  to  employ  on  an  almost  full-time 
basis  an  attorney  in  Austin  to  take  care  of  legislative 
matters  and  to  go  over  this  state.  That  man  costs 
us  $500  a month  plus  his  traveling  expenses.  In  ad- 
dition, we  have  had  to  employ  a public  relations 
counsel  on  a full-time  basis.  That  costs  us  $500  a 
month.  They  have  one  man  working  full  time  and 
one  man  working  part  time.  We  are  going  to  have 
to  allocate  funds  in  addition  to  that  for  a more 
vigorous  campaign  in  Austin  if  we  are  going  to 
pass  the  Basic  Science  Bill  next  year.  Now,  you 
talk  about  spending  money  in  Austin.  Those  of  you 
who  were  good  enough  to  come  down  last  year  and 
work  with  us  when  we  were  trying  to  pass  that  bill 
saw  the  necessity  for  spending  some  money.  If  you 
were  there  very  much,  you  also  saw  that  what  we 
spent  and  what  we  did  was  indeed  niggardly  com- 
pared to  the  money  that  was  spent  by  the  opposi- 
tion groups.  Now  in  addition  to  that,  there  was  one 
other  thing.  Dr.  Terrell,  that  money  that  was  ap- 
propriated for  the  Legislative  Committee,  there  was 
$5  for  the  Committee  on  Legislation. 

Dr.  Truman  C.  Terrell,  Fort  Worth:  It  was  $8  to 
the  Committee  on  Legislation;  $5  for  the  building 
fund. 

Dr.  Minter:  Yes.  Now,  $5  on  the  building  fund 
is  not  sufficient,  as  has  been  pointed  out  to  you  to- 
night, since  we  are  going  to  move  the  state  offices  to 
Austin  and  since  it  was  not  known  at  the  time  that 
came  up  whether  this  move  would  be  made  or  not 
and  since  we  already  own  some  property  which 
could  continue  to  serve  some  purpose  in  Fort  Worth, 
thus  a small  raise  was  made  there.  But  it  is  going 
to  take  at  least  $10  a year  to  build  any  sort  of 
building  which  will  be  thoroughly  representative  of 
the  doctors  in  Texas.  And  therefore,  gentlemen,  I 
urge  that  you  give  this  your  very  careful  consid- 
eration. I know  that  that  may  seem  like  a lot  of 
money  to  you,  but  consider  the  fact  that  a master 
plumber  pays  into  his  union  $35  a month  as  dues 
and  we  are  fussing  about  an  inci'ease  to  $50  a year. 
I certainly  would  like  to  oppose  the  substitute  mo- 
tion made  by  my  good  friend  Dr.  Scott  because  it  is 
going  definitely  to  require  another  meeting  of  the 
House  of  Delegates  and  it  is  difficult  to  raise  dues 
twice,  more  difficult  than  it  is  to  raise  dues  once. 

President  Pickett:  The  question  is  called  for.  We 
will  go  right  back  to  Dr.  Scott’s  motion.  All  in 
favor  of  that  motion,  stand  until  you  are  counted. 
All  opposed,  stand  until  you  are  counted. 

The  Secretary  counted  68  in  favor,  61  opposed. 

President  Pickett:  I declare  Dr.  Scott’s  substitute 
motion  carried.  Proceed. 

Dr.  Deaton:  I have  completed  the  reading  of  the 
report  of  the  Reference  Committee  on  Finance.  I 
move  you  that  this  report  of  this  Committee  be  ac- 
cepted and  the  Committee  discharged  of  all  the  mat- 
ters particularly  in  hand. 

The  motion  was  seconded  by  Dr.  Jay  J.  Johns, 
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Williamson,  and  carried,  and  the  first  report  of  the 
Reference  Committee  on  Finance  was  adopted. 

President  Pickett:  Gentlemen,  it  is  now  11  p.  m. 
Do  you  wish  to  go  on,  or  do  you  wish  to  adjourn 
until  in  the  morning? 

Vice-President  Selecman:  We  had  a vote  last  night 
that  did  not  pass  because  of  lack  of  proper  number 
here.  I move  that  we  vote  on  the  Constitution  and 
By-Laws,  since  there  is  an  adequate  number  of 
delegates  present. 

Dr.  A.  C.  Scott,  Bell:  I second  the  motion. 

The  motion  was  put  and  carried,  and  Dr.  Charles 
P.  Hardwicke,  Travis,  chairman  of  the  Reference 
Committee  on  Amendments  to  the  Constitution  and 
By-Laws,  was  called  on  to  report: 

Second  Report  of  the  Reference  Committee 
on  Amendments  to  the  Constitution 
and  By-Laws 

Assessments. — We  deferred  the  Chapter  XIII 
amendments  to  the  By-Laws,  “Assessments”  until 
we  had  a report  from  the  Committee  on  Finance.  It 
read,  “An  assessment  of  $20  per  capita”;  that  would 
therefore  read,  “An  assessment  of  $35  per  capita” 
and  I presume  the  balance  of  it  would  be  unchanged 
and  the  report  of  the  Committee  on  Finance  would 
have  no  effect  on  it. 

Dr.  Merton  M.  Minter,  San  Antonio:  We  had  a 
committee  for  the  study  of  that  particular  prob- 
lem, Dr.  Tuttle’s  committee,  and  its  report  might 
have  some  influence  upon  that  particular  part  of 
the  Constitution  and  By-Laws. 

Dr.  Deaton : That  report  was  incorporated  in  the 
report  of  the  Committee  on  Finance. 

President  Pickett:  That  is  what  I thought  and 
that  was  already  passed. 

Dr.  Hardwicke : This  portion  of  the  report  has 
not  been  considered  by  your  Committee  but  I pre- 
sume it  would  be  automatic,  so  I therefore  move  the 
adoption  of  this  portion  of  the  By-Laws. 

Dr.  Hall  Shannon,  Dallas:  I second  the  motion. 

The  motion  was  then  put  and  carried. 

Dr.  Hardwicke:  There  are  still  two  small  supple- 
mentary items. 

The  Council  on  Scientific  Work  has  recommended 
that  the  House  of  Delegates  amend  Chapter  X,  Sec- 
tions 1 and  4 of  the  By-Laws  (July  1,  1947,  edition) 
to  change  the  name  of  the  Section  on  Radiology  and 
Physiotherapy  to  the  Section  on  Radiology  and 
Physical  Medicine.  The  Committee  feels  that  this 
should  be  done,  and  I so  move. 

The  motion  was  seconded  by  Dr.  Hall  Shannon, 
Dallas,  and  this  portion  of  the  report  was  adopted. 

The  Committee  on  Mental  Health  has  recom- 
mended that  Chapter  IX  of  the  By-Laws  (July  1, 
1947,  edition)  relating  to  committees  be  changed  by 
proper  action  to  make  the  Committee  on  Mental 
Health  a standing  committee  of  the  State  Medical 
Association  of  Texas ; that  the  change  provide  for 
an  overlapping  five  year  term  of  office  basis  similar 
to  that  established  for  the  Committee  on  Tubercu- 
losis and  the  Committee  on  Cancer;  further  that  the 
duties  of  the  Committee  be  as  follows: 

“It  shall  be  the  duty  of  this  committee  to  keep 
abreast  of  all  progress  in  the  field  of  nervous  and 
mental  diseases  so  that  such  knowledge  can  be 
utilized  properly  to  aid  in  the  prevention  of  or  to 
improve  the  methods  of  care  and  the  ideals  of  treat- 
ment for  the  mentally  and  emotionally  ill;  to  co- 
operate with  other  recognized  agencies  and  organi- 
zations having  to  do  with  the  broad  fields  of  mental 
hygiene  and  neuropsychiatry  for  the  purpose  of  pre- 
vention and  treatment  and  to  promote  and  direct 
the  action  of  the  State  Medical  Association  of  Texas 


in  this  direction.  Further  specific  duties  should  be 
promulgated  by  the  reorganized  Committee  on  Men- 
tal Health.” 

Your  Reference  Committee  feels  that  this  is  a wise 
recommendation,  and  we  move  its  adoption. 

Dr.  Hall  Shannon,  Dallas:  I second  the  motion. 

The  motion  was  put  and  carried,  and  this  portion 
of  the  report  adopted. 

Dr.  Hardwicke:  This  completes  the  report  of  the 
Committee  on  Amendments  to  the  Constitution  and 
By-Laws. 

Dr.  Merton  Minter,  San  Antonio:  I have  one 
amendment  which  is  recommended  by  the  Council  on 
Scientific  Work  and  should  be  in  there. 

This  is  to  amend  Chapter  IX,  Section  3 of  the 
By-Laws,  as  revised  and  printed  in  the  Handbook 
and  January,  1948,  Journal,  changing  it  to  read  as 
follows:  “The  President-Elect  shall  appoint  a sec- 
retary for  each  section,  who  shall  serve  for  a period 
of  one  year,  and  then  shall  automatically  become 
chairman  of  the  section  to  serve  for  a period  of  one 
year.” 

President  Pickett:  This  is  l-eferred  to  the  Refer- 
ence Committee  on  Amendments  to  the  Constitu- 
tion and  By-Laws. 

The  next  report  is  the  report  of  the  Reference 
Committee  on  Scientific  Work,  Dr.  George  Schene- 
werk,  Dallas,  chairman. 

Dr.  Schenewerk  then  presented  the  report  of  the 
Reference  Committee  on  Scientific  Work,  as  follows: 

Report  of  Reference  Committee  on  Scientific 
Work 

Executive  Council. — That  portion  of  the  report  of 
the  Executive  Council  dealing  with  the  time  of 
meeting  of  annual  sessions  has  been  referred  to  this 
Committee,  and  it  is  the  consensus  of  this  Refer- 
ence Committee  that  it  would  be  best  to  keep  the 
annual  session  dates  in  the  spring  and  as  early  in 
April  as  possible.  One  of  the  reasons  brought  out 
for  this  was  that  in  rural  communities  particularly, 
spring  offers  a much  better  opportunity  for  physi- 
cians to  be  away  from  home,  and  also  because  col- 
lections are  better  in  the  fall  than  in  the  spring. 

Dr.  Schenewerk:  I move  the  adoption  of  this  por- 
tion of  the  report. 

The  motion  was  seconded  by  Dr.  Jay  J.  Johns, 
Williamson,  and  carried,  and  this  portion  of  the 
report  was  adopted. 

Council  on  Scientific  Work. — The  report  of  the 
Council  on  Scientific  Work,  except  those  parts  deal- 
ing with  amendments  to  the  By-Laws  and  that  part 
referring  to  the  change  of  meeting  dates  for  annual 
sessions  which  has  been  dealt  with  above,  is  ap- 
proved by  this  Reference  Committee. 

Dr.  Schenewerk:  I move  the  adoption  of  this  re- 
port. 

The  motion  was  seconded  by  Dr.  Johns  and  car- 
ried, and  this  portion  of  the  report  was  adopted. 

Council  on  Postgraduate  Medical  Education. — The 
report  of  the  Council  on  Postgraduate  Medical  Edu- 
cation is  approved  by  this  Reference  Committee  as 
read. 

Dr.  Schenewerk:  I move  its  adoption. 

The  motion  was  seconded  by  Dr.  D.  H.  Hudgins, 
Kaufman,  and  carried,  and  this  portion  of  the  report 
was  adopted. 

Committee  on  Cancer. — This  Reference  Commit- 
tee approves  the  report  of  the  Committee  on  Cancer 
as  read  and  wishes  to  commend  that  committee  for 
the  excellent  manner  in  which  the  report  was  pre- 
pared. 

Dr.  Schenewerk:  I move  the  adoption  of  this  re- 
port. 
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The  motion  was  seconded  by  Dr.  Hudgins  and 
carried,  and  this  portion  of  the  report  was  adopted. 

Committee  on  Tuberculosis. — The  report  of  the 
Committee  on  Tuberculosis  is  approved  by  this 
Reference  Committee  and  the  committee  is  to  be  com- 
mended for  the  amount  of  work  it  has  accomplished. 

Dr.  Schenewerk:  I move  the  adoption  of  this  part 
of  the  report. 

The  motion  was  seconded  by  Dr.  Hobart  Deaton, 
Tarrant,  and  carried,  and  this  portion  of  the  report 
was  adopted. 

Committee  on  Arrangements  for  the  Annual  Ses- 
sion.— The  report  of  the  Committee  on  Arrange- 
ments for  the  Annual  Session  indicates  that  a tre- 
mendous amount  of  work  has  been  done  in  an  ex- 
cellent manner  and  under  most  trying  difficulties. 
We  wish  to  thank  this  committee  for  its  efforts. 

Dr.  Schenewerk : I move  the  adoption  of  this  re- 
port. 

The  motion  was  seconded  by  Dr.  Johns,  Dr.  Minter, 
and  Dr.  Deaton,  and  carried,  and  this  portion  of  the 
report  was  adopted. 

Committee  oh  Scientific  Exhibits. — We  wish  to 
thank  the  Committee  on  Scientific  Exhibits  for  the 
excellence  of  the  scientific  exhibits,  and  urge  that 
all  the  membership  see  them. 

Dr.  Schenewerk : I move  the  adoption  of  this  por- 
tion of  the  report. 

The  motion  was  seconded  by  Dr.  Johns  and  car- 
ried, and  this  portion  of  the  report  was  adopted. 

Committee  on  Medical  Education  and  Hospitals. — 
The  report  of  the  Committee  on  Medical  Education 
and  Hospitals  is  very  complete  and  has  been  well 
prepared,  but  there  are  a few  points  that  need 
elaboration:  (1)  The  capacity  of  the  University  of 
Texas  Medical  Branch  has  been  increased  from  654 
to  711  within  the  past  month;  and  recently  the 
Board  of  Regents  of  the  University  of  Texas  was 
informed  by  the  Sealy-Smith  Foundation  that  con- 
struction of  a new  hospital  building  of  approxi- 
mately 250  beds  will  get  under  way  in  1948.  This 
indicates  that  the  program  of  construction  has  be- 
gun. (2)  Even  with  the  yearly  graduation  of  210 
students  from  medical  colleges  in  Texas,  that  num- 
ber still  falls  140  short  of  the  number  of  doctors 
retiring  each  year.  There  are  25.5  per  cent  of  stu- 
dents admitted  by  the  present  criteria  who  are  un- 
able to  graduate  from  medical  schools.  (3)  It  is 
encouraging  to  note  the  considerable  construction 
that  is  now  in  progress. 

Dr.  Schenewerk : I move  the  adoption  of  this  por- 
tion of  the  report. 

The  motion  was  seconded  by  Dr.  J.  Wilson  David, 
Navarro,  and  carried,  and  this  portion  of  the  report 
was  adopted. 

Committee  on  Mental  Health. — The  Reference 
Committee  approves  the  report  of  the  Committee  on 
Mental  Health  as  read,  except  that  part  dealing  with 
revision  of  the  By-Laws,  and  wishes  to  commend  the 
committee  on  its  exactness  and  completeness. 

Dr.  Schenewerk : I move  the  adoption  of  this  por- 
tion of  the  report. 

The  motion  was  seconded  by  Dr.  L.  B.  Jackson, 
San  Antonio,  and  carried  and  this  portion  of  the 
report  was  adopted. 

Committee  on  Maternal  and  Child  Health. — The 
report  of  the  Committee  on  Maternal  and  Child 
Health  is  approved  as  read  by  your  Reference  Com- 
mittee. 

Dr.  Schenewerk:  I move  its  adoption. 

The  motion  was  seconded  by  Dr.  L.  H.  Reeves, 
Tarrant,  and  carried,  and  this  portion  of  the  report 
was  adopted. 

Advisory  Board  to  Texas  Society  of  Medical 
Technologists. — The  report  of  the  Advisory  Board 


to  the  Texas  Society  of  Medical  Technologists  is 
approved  by  this  Reference  Committee.  There  are 
points  of  information  and  material  bringing  up 
pertinent  questions  in  this  report  which  should  be 
discussed  in  the  House  of  Delegates. 

Dr.  Schenewerk:  I move  the  adoption  of  this  part 
of  the  report. 

The  motion  was  seconded  by  Dr.  David  and  car- 
ried, and  this  portion  of  the  report  was  adopted. 

Committee  on  Venereal  Diseases. — The  report  of 
the  Committee  on  Venereal  Diseases  is  approved  by 
this  Reference  Committee. 

Dr.  Schenewerk:  I move  the  adoption  of  this  por- 
tion of  the  report. 

The  motion  was  seconded  by  Dr.  Jackson  and  car- 
ried, and  this  portion  of  the  report  was  adopted. 

Dr.  Schenewerk:  Mr.  President,  attached  to  that 
was  the  Texas  Prenatal  Bill.  It  is  not  reported  on 
by  this  Committee  because  it  has  not  been  read  be- 
fore the  House  and  it  is  the  feeling  of  this  Refer- 
ence Committee  that  it  should  go  before  the  Com- 
mittee on  Legislation  anyway.  We  are  simply  hand- 
ing it  back  to  the  House. 

Committee  on  Industrial  Health. — The  report  of 
the  Committee  on  Industrial  Health  is  approved  as 
read. 

Dr.  Schenewerk:  I move  the  adoption  of  this  por- 
tion of  the  report. 

The  motion  was  seconded  by  Dr.  Hall  Shannon, 
Dallas,  and  carried,  and  this  portion  of  the  report 
was  adopted. 

Dr.  Schenewerk:  I move  the  adoption  of  these  re- 
ports in  their  entirety  with  the  exceptions  pointed 
out  above. 

The  motion  was  seconded  by  Dr.  Shannon  and  car- 
ried, and  the  report  of  the  Reference  Committee  on 
Scientific  Work  was  adopted  as  a whole. 

President  Pickett:  The  next  order  of  business  here 
on  the  agenda  is  the  report  of  the  Reference  Com- 
mittee on  Medical  Service  and  Public  Relations,  Dr. 
L.  L.  D.  Tuttle,  Harris,  chairman. 

Dr.  Tuttle  then  presented  the  report  of  the  Refer- 
ence Committee  on  Medical  Service  and  Public  Re- 
lations, as  follows: 

First  Report  of  Reference  Committee  on  Medical 
Service  and  Public  Relations 

Council  on  Medical  Economics. — The  Reference 
Committee  on  Medical  Service  and  Public  Relations 
has  studied  the  report  and  the  supplementary  re- 
port of  the  Council  on  Medical  Economics,  and 
wishes  to  express  appreciation  for  the  large  amount 
of  work  they  have  done  in  behalf  of  organized  medi- 
cine and  to  thank  them  for  the  excellent  report  of 
their  activities. 

Under  recommendations  of  the  council,  we  feel 
that  paragraph  2 should  be  deleted,  as  it  is  the  opin- 
ion of  this  Committee  that  the  need  is  not  yet  suf- 
ficiently great  to  justify  the  addition  of  a full- 
time employee  for  this  purpose.  Furthermore,  we 
feel  that  this  is  a direct  responsibility  of  the  Trus- 
tees, and  will  be  handled  by  them  when  such  a need 
arises. 

In  regard  to  the  preparation  of  the  proposed 
booklet  containing  a summary  of  the  economic  con- 
ditions of  each  county  in  Texas,  we  feel  that  this 
should  be  done  in  cooperation  with  the  Committee 
on  Public  Relations. 

We  recommend  the  adoption  of  this  report  with 
these  two  amendments. 

Dr.  Tuttle : I so  move. 

The  motion  was  seconded  by  Dr.  Merton  M. 
Minter,  San  Antonio,  and  carried,  and  this  portion 
of  the  report  was  adopted. 


1948 


TRANSACTIONS 


147 


Special  Committee  on  Cooperative  Hospital  Regu- 
lations.— The  Reference  Committee  on  Medical  Serv- 
ice and  Public  Relations  has  studied  the  report  of 
the  Special  Committee  on  Cooperative  Hospital 
Regulations,  and  has  heard  the  pros  and  cons  from 
its  several  members.  The  Committee  wishes  to  com- 
mend these  gentlemen  on  a difficult  task  well  done. 
We  particularly  wish  to  bring  to  the  attention  of 
the  House  of  Delegates  the  wholesome  attitude  of 
this  committee  in  dealing  with  this  all  important 
problem.  We  recommend  its  adoption  with  Stipula- 
tion 7 amended  to  read  as  follows:  “Provided  the 
above  regulations  are  met,  the  question  of  the  doc- 
tor or  doctors  being  paid  should  be  settled  by  mutual 
agreement.” 

Dr.  Tuttle:  I move  the  adoption  of  this  report. 

The  motion  was  seconded  by  Dr.  Jay  J.  Johns, 
Williamson,  and  Dr.  D.  H.  Hudgins,  Kaufman,  and 
carried,  and  this  portion  of  the  report  was  adopted. 

Executive  Council. — The  Reference  Committee  on 
Medical  Service  and  Public  Relations  renders  the 
following  report  on  the  report  of  the  Executive 
Council.  This  does  not  include  matters  pertaining 
to  the  time  of  the  annual  session,  dues,  or  due  date 
for  county  society  reports. 

We  heartily  endorse  the  report  of  this  council 
and  wish  especially  to  call  the  attention  of  the  body 
here  to  the  recommendations. 

Dr.  Tuttle:  I move  that  it  be  adopted. 

The  motion  was  seconded  by  Dr.  Johns  and  car- 
ried, and  this  portion  of  the  report  was  adopted. 

Delegate  to  State  Health  Education  Council. — 
The  Reference  Committee  on  Medical  Service  and 
Public  Relations  approves  the  report  of  the  Delegate 
to  the  State  Health  Education  Council,  and  recom- 
mends the  adoption  of  his  report. 

Dr.  Tuttle:  I move  the  adoption  of  this  portion 
of  the  report. 

The  motion  was  seconded  by  Dr.  Johns  and  Dr. 
Hobart  Deaton,  Tarrant,  and  this  portion  of  the 
report  was  adopted. 

Secretary’s  Report. — The  Committee  on  Medical 
Service  and  Public  Relations  wishes  to  report  that 
it  approves  of  the  recommendations  embodied  in  the 
Secretary’s  report  under  the  heading  of  “Relocation 
Service.” 

Dr.  Tuttle:  That  is  all  we  considered  in  the  re- 
port of  the  Secretary,  and  I move  its  adoption. 

The  motion  was  seconded  by  Dr.  Hudgins  and 
carried,  and  this  portion  of  the  report  was  adopted. 

Dr.  Tuttle:  The  Committee  on  Medical  Service  and 
Public  Relations  had  the  pleasure  of  reviewing  the 
resolution  concerning  the  Endorsement  of  Blood 
Banking  Agencies  and  Associations,  with  the  Com- 
mittee present.  We  fully  realize  the  seriousness  and 
the  vital  import  to  the  medical  welfare  of  the  pub- 
lic involved  in  a proper  solution  of  this  problem.  We 
feel  that  it  is  very  important  at  this  time  to  ac- 
quaint the  members  of  the  Association  throughout 
the  state  with  its  importance,  and  to  request  their 
approval.  We  move  the  adoption  of  the  resolution, 
therefore,,  with  the  following  amendment:  “That  a 
copy  of  this  resolution  be  sent  to  every  county 
medical  society  in  the  state  as  soon  as  possible  for 
its  approval  and  adoption.”  The  resolution  will 
therefore  read  as  follows: 

RESOLUTION,  BLOOD  BANKING  AGENCIES 

Whereas,  this  State  Medical  Association  of  Texas 
is  aware  of  the  dangers,  technicalities,  and  com- 
plexities involved  in  the  procurement  and  processing 
and  transfusion  of  blood  including  such  problems 
as  various  transfusion  incompatibilities  due  to  the 
known  antigenic  complexities  of  human  blood,  the 
danger  of  transferring  virus  diseases,  particularly 
homologous  Serum  jaundice  and  the  possible  spread- 
ing of  malaria,  syphilis,  and  various  other  serious 


infectious  diseases  all  of  which  are  a part  of  blood 
banking;  and 

Whereas,  these  problems  require  handling  by  com- 
petent persons  under  the  responsible  control  of  local 
independent  nonprofit  institutions  sponsored  by  or- 
ganized medicine  as  represented  by  county  medical 
societies ; and 

Whereas,  blood  banking  is  a highly  specialized 
branch  of  medicine,  requiring  that  related  scientific 
services  follow  the  blood  and  that  the  blood  bank 
must  maintain  a close  relationship  with  both  patient 
and  physician;  and 

Whereas,  the  scientific  service  and  research 
necessary  to  maintain  blood  banking  on  a high 
and  competent  medical  level  cannot  be  achieved  if 
research  is  dominated  or  directed  by  any  national 
agency  with  central  control ; and 

Whereas,  blood  banking  is  a community  function 
necessary  for,  and  maintained  by  the  local  medical 
profession  and  hospitals  of  a community;  and 

Whereas,  blood  banking  cannot  exist  without  medi- 
cal and  related  scientific  consultation;  and 

Whereas,  it  has  been  brought  to  the  attention  of 
this  Association  that  on  November  19,  1947,  the 
American  Association  of  Blood  banks  was  formed; 
and 

Whereas,  the  purposes  of  the  American  Associa- 
tion of  Blood  Banks  are : 

1.  To  promote  and  foster  the  exchange  of  ideas 
and  materials  and  the  dissemination  of  information 
relating  to  blood  banking  and  its  technical  meth- 
odology by  education,  publicity,  and  research; 

2.  To  foster  and  plan  for  cooperation  in  times  of 
disaster ; 

3.  To  function  as  a clearing  house  on  questions 
relating  to  the  training  of  personnel  common  to 
such  institutions; 

4.  To  keep  currently  aware  of  and  encourage 
high  standards  of  service; 

5.  To  promote  and  foster  and  aid  and  encourage 
the  extension  of  similar  services  throughout  the 
United  States  and  its  territories;  therefore  be  it 

Resolved,  first  that  this  State  Medical  Associa- 
tion of  Texas  endorse  the  program  of  the  American 
Association  of  Blood  Banks  and  the  principle  of 
local  control  of  policies  and  operation  of  blood 
banking;  and  second,  that  this  Association  urge  the 
county  medical  societies  of  this  state  to  aid  and 
encourage  the  establishment  of  adequate  transfu- 
sion services  through  the  setting  up  of  additional 
blood  centers,  blood  banks,  and  affiliated  substations 
as  required  to  make  available  adequate  supplies  of 
blood  and  blood  derivatives  throughout  the  state; 
and  third,  that  this  Association  go  on  record  as 
opposing  control  by  centralized  national  agencies 
or  interference  with  the  orderly  development  of 
transfusion  services  and  new  improved  techniques 
and  knowledge  under  local  initiative;  and  be  it 
further 

Resolved,  that  delegates  of  this  Association  to  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation be  instructed  to  present  this  or  a similar 
resolution  to  be  acted  upon  at  that  meeting;  and 
be  it  finally 

Resolved,  that  a copy  of  this  resolution  be  sent  to 
every  county  medical  society  in  the  state  as  soon 
as  possible  for  its  approval  and  adoption. 

Dr.  Tuttle:  I move  the  adoption  of  the  resolution 
with  the  amendment  suggested. 

The  motion  was  seconded  variously  and  carried, 
and  this  portion  of  the  report  was  adopted. 

Committee  on  Public  Relations. — The  Committee 
on  Medical  Service  and  Public  Relations  consider 
it  a pleasure  to  review  and  study  the  report  of  the 
Committee  on  Public  Relations  headed  by  Dr.  George 
Schenewerk.  We  wish  to  approve  of  it  in  every 
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respect,  realizing  fully  that  there  are  some  points 
of  issue  in  many  minds  throughout  this  body.  We 
take  this  occasion  to  point  out  the  necessity,  as 
expressed  by  a member  of  our  Committee  of  im- 
proving public  relations  as  concern  you  and  me  in 
the  doctors’  offices.  We  hold  little  hope  of  improv- 
ing our  relations  by  hiring  others  to  do  our  mourn- 
ing, but  fully  realize  there  is  a certain  amount  of 
“leg  work”  and  public  counsel  that  can  be  accom- 
plished only  by  engaging  those  acquainted  with  the 
intricacies  of  public  relations. 

Dr.  Tuttle:  I move  the  adoption  of  this  portion 
of  the  report. 

The  motion  was  seconded  by  Dr.  Jay  J.  Johns, 
Williamson,  and  carried,  and  this  portion  of  the 
report  was  adopted. 

Committee  on  Rural  Health. — The  Committee  on 
Medical  Service  and  Public  Relations  has  reviewed 
the  report  of  the  Committee  on  Rural  Health,  and 
wishes  to  draw  your  attention  to  the  fact  that  this 
was  an  organizational  meeting  held  in  1947.  The 
committee  recommends,  and  so  moves  that  this  re- 
port be  made  a part  of  our  permanent  record. 

Dr.  Tuttle:  I move  the  adoption  of  this  portion 
of  the  report. 

The  motion  was  seconded  by  Dr.  Johns  and  car- 
ried, and  this  portion  of  the  report  was  adopted. 

Committee  on  Legislation. — The  Reference  Com- 
mittee on  Medical  Service  and  Public  Relations  has 
read  in  detail  the  report  submitted  by  the  Commit- 
tee on  Legislation,  and  we  wish  to  commend  the 
committee  on  its  splendid  service.  We  also  com- 
mend it  for  this  excellent  report  of  its  activities. 
We  recommend  that  the  membership  of  the  Asso- 
ciation acquaint  themselves  accurately  with  what 
has  been  going  on  in  our  Committee  on  Legislation 
and  we  move  that  its  recommendations  be  adopted 
as  a body. 

Dr.  Tuttle : Before  I move  this  adoption,  I really 
am  sincere  about  that  report,  and  it  is  too  bad  that 
the  House  of  Delegates  cannot  become  acquainted 
with  the  legislative  work  as  it  exists.  If  there  is 
any  way  we  can  get  it  before  the  membership  and 
they  can  read  it,  I will  move  its  adoption. 

Dr.  A.  R.  Shearer,  Liberty-Chambers:  I second 
the  motion  plus  the  comment. 

The  motion  was  carried  and  this  portion  of  the 
report  was  adopted. 

Committee  on  Military  Affairs. — The  Committee 
on  Medical  Service  and  Public  Relations  has  studied 
the  report  of  the  Committee  on  Military  Affairs, 
and  wishes  to  recommend  its  adoption  in  full.  We 
furthermore  advise  this  body  of  the  splendid  work 
that  this  group  has  done  in  touching  on  the  details 
necessary  in  the  event  of  conflict. 

Dr.  Tuttle:  This  is  another  report  that  I think 
every  man  and  especially  every  man  that  has  been 
in  the  service  should  spend  a little  time  in  reading. 
I wish  to  move  its  adoption. 

The  motion  was  seconded  by  Dr.  R.  H.  Bell, 
Anderson-Houston-Leon,  and  carried,  and  this 
portion  of  the  report  was  adopted. 

Delegate  to  Conference  on  Cooperation  of  Physi- 
cian in  School  Health  and  Physical  Education  Pro- 
gram.— The  Reference  Committee  on  Medical  Serv- 
ice and  Public  Relations  has  carefully  read  the  re- 
port of  the  Delegate  to  the  Conference  on  the  Co- 
operation of  the  Physician  in  the  School  Health 
and  Physical  Education  Program,  October,  1947, 
and  proposes  that  we  accept  it  and  make  it  a part 
of  our  permanent  record. 

Dr.  Tuttle : I move  its  adoption. 

The  motion  was  seconded  by  Dr.  Jay  J.  Johns, 
Williamson,  and  carried,  and  this  portion  of  the 
report  was  adopted. 


Coynmittee  on  Maternal  and  Child  Health. — The 
Reference  Committee  on  Medical  Service  and  Public 
Relations  recommends  the  adoption  of  the  report  of 
the  Committee  on  Maternal  and  Child  Health.  We 
also  recommend  the  adoption  of  the  supplementary 
report,  and  wish  to  call  attention  to  the  suggestion 
regarding  the  proposed  addition  to  the  penal  code. 

Dr.  Tuttle:  I move  the  adoption  of  this  part  of 
the  report. 

The  motion  was  seconded  and  carried,  and  this 
portion  of  the  report  was  adopted. 

Delegate  to  Texas  Hospital  Association. — The 
Reference  Committee  on  Medical  Service  and  Pub- 
lic Relations  approves  the  report  of  the  Delegate  to 
the  Texas  Hospital  Association  and  recommends 
adoption  of  his  report. 

Dr.  Tuttle : I move  the  adoption  of  this  part  of 
the  report. 

The  motion  was  seconded  and  carried,  and  this 
portion  of  the  report  was  adopted. 

Dr.  Tuttle:  I would  like  to  take  this  occasion  to 
thank  my  Committee,  and  I want  to  move  the  adop- 
tion of  this  report  as  a whole. 

The  motion  was  seconded  by  Dr.  L.  H.  Reeves, 
Tarrant,  and  carried,  and  the  report  of  the  Refer- 
ence Committee  on  Medical  Service  and  Public 
Relations  was  adopted  as  a whole. 

President  Pickett:  I want  to  make  a statement  to 
you  before  we  proceed.  There  was  not  one  chairman 
of  a reference  committee  that  had  ever  served  as 
chairman  before  except  Bob  Homan,  unless  it  was 
George  Schenewerk.  I selected  them  because  I felt 
I knew  that  they  would  do  a superb  job  and  I wanted 
to  see  new  blood  start  handling  this  thing.  You 
have  seen  what  they  have  done  and  from  my  heart 
I want  to  thank  them. 

Dr.  John  H.  Burleson,  Bexar:  What  has  become 
of  the  revision  of  the  Constitution  and  By-Laws? 

President  Pickett:  It  is  through.  Mr.  Overton,  will 
you  please  inform  Dr.  Burleson  in  regard  to  the 
revision  of  the  Constitution? 

Mr.  Philip  R.  Overton,  Austin:  At  the  meeting 
night  before  last  Dr.  Hardwicke  moved  the  adoption 
of  the  whole  section  of  his  report.  Later,  a point 
of  order  was  raised  regarding  Section  3 of  Article 
VI.  The  vote  was  36  for  and  34  against  the  adoption 
of  the  amendment  to  this  article  in  the  Constitution. 
Later,  a point  of  order  was  raised  that  it  needed  a 
two-thirds  vote  and  that  two-thirds  of  the  member- 
ship of  the  House  of  Delegates  as  registered  were 
not  present  and  the  House  adjourned.  Section  by 
section  the  Constitution  and  By-Laws  has  been 
adopted  and  only  one  point  of  order  was  raised,  on 
this  particular  section.  A point  of  order  must  be 
raised  at  that  time.  A point  of  order  was  raised  on 
Section  3 of  Article  VI  and  it  was  deleted  and  not 
adopted.  Everything  else  was  adopted  night  before 
last. 

In  a strict  interpretation  of  Roberts’  Rules  of 
Order,  the  only  way  you  can  re-open  it  is  by  a 
motion  to  reconsider,  and  the  motion  must  be  made 
by  someone  who  voted  in  the  affirmative. 

Dr.  R.  B.  Homan,  Jiv,  El  Paso:  I make  a motion 
to  reconsider. 

President  Pickett:  Did  you  vote  for  it? 

Dr.  Homan:  Yes. 

Dr.  H.  R.  Dudgeon,  McLennan:  I second  the  mo- 
tion. 

President  Pickett:  All  those  in  favor  of  recon- 
sidering our  action  on  the  amendments  to  the  Con- 
stitution and  By-Laws,  please  stand  until  you  are 
counted. 

Secretary  Williams:  I count  51. 

President  Pickett:  All  opposed  stand. 
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Secretary  Williams:  I count  39. 

President  Pickett:  The  motion  to  reconsider  has 
won.  Therefore,  we  are  to  reconsider  the  amend- 
ments or  revision  of  the  Constitution  and  By-Laws. 

Reconsideration  of  Amendments  to  Constitution 
and  By-Laws 

Dr.  Homan : I feel  certain  that  this  House  of 
Delegates  is  desirous  of  cooperating  with  the  com- 
mittee which  we  delegated  two  years  ago  to  revise 
the  Constitution  and  By-Laws  of  this  organization. 
I also  know  from  what  happened  here  night  before 
last  and  from  talking  to  various  individuals  in  the 
House  and  out  of  the  House  that  this  particular  re- 
vision of  the  By-Laws  is  not  a happy  one  and  not 
acceptable  to  many  of  you  gentlemen.  We  adopted  a 
few  things  the  other  night  which  I feel,  and  many 
others  have  told  me  they  feel,  take  too  many  of  the 
prerogatives  away  from  the  President  of  this  or- 
ganization. Perhaps  these  things  are  done  and  per- 
haps they  should  be  done,  but  I think  we  should 
consider  it  again  and  I believe  that  without  much 
difficulty  we  can  do  the  job  in  a way  that  will 
satisfy  almost  everyone. 

(Dr.  Homan  read  through  all  the  various  sections 
of  the  Constitution  and  By-Laws  which  he  believed 
should  be  reconsidered  before  making  any  motions 
concerning  them ; then  he  brought  them  up  in- 
dividually.) 

I move  that  in  Section  7 of  Chapter  II,  “Officers,” 
in  the  By-Laws  as  revised  in  the  Handbook  and  the 
January,  1948,  Journal,  the  following  be  deleted: 
“He  shall  appoint  the  reference  committees  and 
special  committees  of  the  House  of  Delegates.  The 
terms  of  such  committees  shall  end  on  adjournment 
of  the  House  sine  die.”  This  refers  to  the  Speaker 
of  the  House. 

The  motion  was  seconded  by  Dr.  H.  R.  Dudgeon, 
McLennan;  Dr.  John  H.  Burleson,  Bexar;  and  Dr. 
D.  R.  Knapp,  Kerr-Kendall-Gillespie-Bandera,  and 
was  adopted. 

Dr.  Homan:  In  the  By-Laws,  Chapter  VI,  “House 
of  Delegates,”  Section  3 reads:  “The  roll  of  the 
House  of  Delegates  shall  be  called  on  convening  at 
an  annual  session  and  thereafter  only  for  the  pur- 
pose of  a record  vote;  provided,  that  the  Speaker 
shall  not  allow  the  roll  call  to  be  used  as  dilatory 
tactics.  The  roll  of  the  House  during  an  annual  ses- 
sion shall  be  those  registered  with  the  Reference 
Committee  on  Credentials.  The  roll  of  the  House  of 
Delegates  shall  be  called  on  convening  at  a special 
session.  Forty  members  of  the  House  of  Delegates 
shall  constitute  a quorum.  The  presence  of  a quorum 
shall  be  determined  by  the  Secretary  and  shall  be 
established  by  announcement  of  the  Speaker.”  My 
idea  is  to  delete  Section  3,  and  I so  move. 

Dr.  H.  E.  Whigham,  Hidalgo-Starr : I second  the 
motion. 

The  motion  was  also  seconded  by  Dr.  L.  H.  Reeves, 
Tarrant,  and  Dr.  John  H.  Burleson,  Bexar,  and 
carried. 

Dr.  Homan:  We  have  already  deleted  in  an  earlier 
action  the  part  about  the  Speaker  of  the  House  ap- 
pointing reference  committees.  We  must  therefore 
delete  it  again  in  Section  2 of  Chapter  VIII  under 
“Committees.”  I move  the  deletion  of  the  first  sen- 
tence of  Section  2,  Chapter  VIII,  which  states  “The 
Speaker  of  the  House  of  Delegates  shall  appoint  the 
reference  committees.” 

Dr.  A.  C.  Scott,  Bell:  I second  the  motion. 

The  motion  was  then  put  and  carried  and  the 
first  sentence  of  Section  2,  Chapter  VIII  of  the  Re- 
vised By-Laws  was  deleted. 

Dr.  Homan : As  I said  in  the  beginning,  the  pur- 
pose of  these  deletions  is  to  give  back  to  the  Presi- 
dent the  authority  to  appoint  these  committees  and 


it  will  do  simply  this,  it  will  make  your  Speaker  a 
presiding  officer  only.  That  is  all  the  authority  that 
the  Speaker  has,  with  the  exception  of  the  War 
Council. 

Dr.  H.  R.  Dudgeon,  McLennan:  May  I say  a word 
on  Section  11,  Chapter  VI?  We  are  dealing  here 
with  the  War  Council.  I move  the  deletion  of  that 
section. 

Dr.  John  H.  Burleson,  Bexar:  I second  the  mo- 
tion. 

Dr.  A.  C.  Scott,  Bell:  I think  our  Committee  on 
Revision  of  the  By-Laws  and  Constitution  has  given 
very  serious  consideration  to  this  matter.  I think  I 
am  well  aware  also  of  Dr.  Dudgeon’s  objection  to 
this  section,  which  is  based  largely  on  the  fact  that 
we  are  setting  up  a council  in  which  the  delegates 
as  such  or  the  county  societies  do  not  have  enough 
authority,  and  we  are  setting  up  a council  in  which 
there  are  only  a few  men  who  have  really  any 
authority.  There  is  certainly  a distinct  possibility 
that  we  might  have  another  war  in  three  months, 
six  months,  a year,  or  five  years  from  now.  This 
provision,  as  I understand  it,  was  designed  by  the 
committee — and  there  has  been  much  discussion  in 
the  past  two  or  three  years  about  it — in  order  to 
enable  this  organization  to  continue  to  function 
even  though  all  sorts  of  stringent  rules  and  regula- 
tions prevent  it  from  meeting  as  a body  of  the 
whole. 

During  the  last  war  this  House  of  Delegates 
could  not  get  together.  It  was  impossible  to  func- 
tion because  we  could  not  have  a meeting  without 
having  a quorum  and  the  laws  were  such  that  we 
could  not  have  a meeting  of  over  fifty  men.  Now 
this  thing  is  provided  for  to  be  called  only  in  case 
of  war  and  it  is  designed  primarily  to  enable  this 
organization  to  continue  to  go  along.  I for  one  am 
heartily  in  favor  of  it.  I would  certainly  be  willing 
to  abide  by  Dr.  Dudgeon’s  opinion,  as  I did  yester- 
day, in  which  he  wanted  greater  representation, 
but  certainly  we  ought  to  have  a minimal  group 
that  can  conduct  the  business  of  this  organization 
and  not  let  it  go  practically  out  of  existence  dur- 
ing wartime.  I don’t  think  this  section  should  be 
deleted. 

Dr.  Hobart  Deaton,  Tarrant:  I appreciate  the  ef- 
forts of  this  Committee  that  has  worked  so  labori- 
ously on  this  thing,  but  I cannot  see  by  any  stretch 
of  the  imagination  how  it  is  going  to  be  any  more 
possible  for  the  Speaker,  in  time  of  war,  to  get  to 
a meeting  than  it  is  going  to  be  for  the  President 
of  this  Association  to  get  there.  It  states  specifically 
here  that  the  Speaker  and  the  Secretary  shall  be 
the  chairman  and  secretary  of  the  War  Council. 
Gentlemen,  if  you  pass  this  then  we  don’t  need  any 
House  of  Delegates  or  any  President  either. 

Dr.  D.  R.  Knapp,  Kerr-Kendall-Gillespie-Bandera: 
I would  like  to  read  a substitute  motion.  You  re- 
member that  night  before  last  we  added  the  coun- 
cilors and  the  chairmen  of  the  councils  so  that  the 
membership  in  the  War  Council  was  made  the  same 
as  the  Executive  Council.  I move  that  the  first 
part  of  Chapter  VI,  Section  11  be  changed  to  read: 
“The  War  Council  shall  consist  of  the  Speaker  of 
the  House  of  Delegates,  the  President,  the  President- 
Elect,  the  Secretary,  the  Trustees,  the  Councilors, 
the  chairman  of  the  several  councils,  and  the  chair- 
man of  the  Committee  on  Public  Relations.  The 
President  and  the  Secretary  shall  be  respectively 
chairman  and  secretary  of  the  War  Council.”  The 
rest  of  it  is  to  remain  unchanged. 

Dr.  Scott:  I second  the  motion. 

Dr.  Knapp:  They  left  out  the  Council  on  Legis- 
lation here  also  in  this.  I would  like  to  amend  what 
I read  and  state  that  it  consists  of  the  Executive 
Council.  The  main  thing  that  we  are  for  is  that  we 
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shall  show  that  the  President  and  Secretary  shall 
be  respectively  chairman  and  secretary  of  the  War 
Council. 

There  followed  a discussion  entered  into  by  Dr. 
Truman  Terrell,  Fort  Worth;  Secretary  Williams; 
Dr.  Hobart  O.  Deaton,  Tarrant;  Dr.  Merton  M. 
Minter,  San  Antonio;  and  others,  in  which  it  was 
assumed  that  membership  of  the  Executive  Coun- 
cil included  the  entire  Council  on  Legislation. 
[Editor’s  Note:  This  assumption  was  in  error.  The 
membership  of  the  House  of  Delegates  was  revised 
to  include  the  entire  Council  on  Legislation,  but 
the  membership  of  the  Executive  Council  was  re- 
vised to  include  only  the  chairman  of  the  Council 
on  Legislation  (pages  129  and  130).] 

Dr.  Knapp’s  motion  that  the  War  Council  con- 
sist of  the  same  members  as  the  Executive  Council 
was  then  put  and  carried. 

President  Pickett:  Dr.  Hardwicke  has  already 
liresented  his  report.  They  are  asking  now  since  we 
'have  gonejnto  this  and  revised  it,  that  you  come 
forward  and  ask  that  this  be  adopted  as  amended. 

Dr.  Charles  P.  Hardwicke,  Travis:  I move  that 
the  report  of  the  Reference  Committee  on  Amend- 
ments to  the  Constitution  and  By-Laws,  as  amended, 
be  accepted  as  a whole. 

The  motion  was  seconded  and  adopted. 

President  Pickett:  Here  is  the  thing  that  was 
handed  to  me  this  morning: 

“In  our  opinion  the  Charter  of  the  State  Medical 
Association  of  Texas  constitutes  its  only  constitu- 
tion. All  other  instruments  relative  to  the  control 
and  management  of  the  affairs  of  the  Association 
by  whatever  name  designated  are  By-Laws.”  Signed 
by  C.  T.  Freeman,  General  Counsel,  State  Medical 
Association;  Philip  R.  Overton,  General  Attorney, 
State  Medical  Association  of  Texas. 

If  I had  shot  this  thing  in  on  you  awhile  ago  it 
would  have  confused  us  until  we  would  not  have 
gotten  through.  I hope  you  feel  that  I was  not  try- 
ing to  suppress  something  for  it  would  have  done 
no  good  on  earth  to  have  brought  it  to  your  at- 
tention at  that  time.  We  have  cleared  the  Constitu- 
tion and  By-Laws  and  the  report  of  the  committee 
as  a whole  is  now  adopted,  and  we  will  proceed 
with  the  order  of  business. 

Dr.  H.  R.  Dudgeon,  McLennan:  I have  a supple- 
mental report  from  the  Council  on  Medical  Eco- 
nomics : 

SECOND  SUPPLEMENTARY  REPORT, 
COUNCIL  ON  MEDICAL  ECONOMICS 

We  wish  to  make  this  observation  and  request 
your  consideration  of  the  legal  opinion  of  the  at- 
torneys of  the  State  Medical  Association  of  Texas, 
namely,  Judge  C.  T.  Freeman  and  Mr.  Phil  Overton, 
on  the  matter  of  the  proposed  Agreement  and  Fee 
Schedule  between  the  Veterans  Administration  of 
the  United  States  and  the  State  Medical  Associa- 
tion of  Texas,  in  that  this  matter  has  not  been 
legally  considered  by  the  House  of  Delegates  of  the 
State  Medical  Association  in  their  official  capacity; 

Further,  that  in  the  opinion  of  these  honorable 
attorneys  the  meeting  as  called  and  held  in  the 
Texas  Hotel  of  Fort  Worth,  Texas,  January  16, 
1948,  was  not  in  conformity  with  the  legal  proceed- 
ings as  always  conducted  by  the  House  of  Dele- 
gates of  this  Association;  and 

Further,  that  in  view  of  these  regrettable  cir- 
cumstances no  action  has  been  taken  in  the  matter 
of  the  Agreement  and  Fee  Schedule  as  above  re- 
cited. 

We  therefore  respectfully  request  that  the  House 
of  Delegates  now  in  session  at  the  annual  meeting 
of  our  Association  in  Houston,  Texas,  do  consider, 


evaluate,  and  pass  on  this  important  matter  in 
their  good  judgment. 

Respectfully  submitted, 

H.  E.  Griffin,  Chairman, 
Everett  C.  Fox, 

Tom  B.  Bond, 

H.  R.  Dudgeon, 

W.  R.  McWilliams. 

President  Pickett:  This  report  is  referred  to  the 
Reference  Committee  on  Medical  Service  and  Pub- 
lic Relations. 

It  was  moved  and  seconded  that  the  House  ad- 
journ until  8 a.  m.  the  next  morning.  The  motion 
was  then  put  and  carried,  and  adjournment  was 
taken  until  8 a.  m.  Thursday,  April  29,  1948. 

Public  Meeting 

Preceding  the  public  meeting,  which  Avas  called 
to  order  at  8 p.  m.,  April  28,  1948,  in  the  City  Audi- 
torium, Houston,  by  President  B.  E.  Pickett,  Sr., 
Carrizo  Springs,  the  Houston  Youth  Symphony  Or- 
chestra, directed  by  Mr.  Howard  F.  Webb,  entertain- 
ed with  thirty  minutes  of  music.  Dr.  H.  L.  Alex- 
ander, Houston,  president  of  Harris  County  Medical 
Society,  introduced  Mr.  Webb  and  then  introduced 
President  Pickett,  who  presided  the  remainder  of 
the  evening. 

The  Hon.  Oscar  F.  Holcombe,  mayor  of  Houston, 
was  introduced  and  gave  an  address  of  welcome. 

Two  violin  duets  were  then  played  by  Miss  Gloria 
Graham  and  Miss  Rose  Ann  Woods,  Dallas,  ac- 
companied at  the  piano  by  Mrs.  Marjorie  Poole, 
Dallas. 

President  Pickett  addressed  the  audience  briefly, 
expressing  the  pleasure  of  the  State  Medical  Asso- 
ciation at  being  in  Houston  and  the  thanks  of  the 
Association  for  the  music  supplied  by  the  Houston 
Youth  Symphony  Orchestra  and  by  Misses  Graham 
and  Woods. 

He  then  introduced  Dr.  Lowell  S.  Goin,  Los  An- 
geles, Calif.,  who  read  a paper  entitled  “Medicine 
Men  and  Doctors,”  which  will  be  published  in  the 
Journal. 

Dr.  Haven  Emerson,  New  York,  N.  Y.,  was  intro- 
duced and  delivered  an  address  entitled  “It’s  Health 
Roundup  Time  in  Texas.”  Dr.  Emerson  concluded 
by  presenting  the  first  annual  Dallas  Health  Mu- 
seum Award  for  Outstanding  Contribution  to  Pub- 
lic Health  in  Texas. 

The  award  was  made  to  Robert  L.  Sutherland, 
Ph.D.,  Austin,  director  of  the  Hogg  Foundation  for 
Mental  Hygiene,  who  was  cited  for  “his  skill  and 
activity  in  stimulating  local  responsibility  in  mental 
health  education  and  for  his  profound  interest  in 
people  to  the  end  that  each  shall  be  assisted  in  reach- 
ing satisfactory  adjustment  in  all  relationships.” 

Dr.  Sutherland  responded  briefly. 

The  meeting  was  then  adjourned. 

THURSDAY,  APRIL  29,  1948 
Minutes  of  the  House  of  Delegates 
Third  Meeting 

The  House  of  Delegates  was  called  to  order  by 
the  President,  Dr.  B.  E.  Pickett,  Sr.,  of  Carrizo 
Springs,  at  8 a.  m.,  Thursday,  April  29,  1948,  in 
the  South  American  Room,  Rice  Hotel,  Houston,  with 
an  attendance  of  seventy-six  delegates. 

President  Pickett:  Let  the  House  be  in  order.  Dr. 
Shafer,  will  you  report  now  to  the  House  the  num- 
ber you  have  registered? 

Sixth  Report  of  Reference  Committee  on 
Credentials 

Dr.  Troy  Shafer,  Cameron-Willacy : We  have 
seventy-six  now  registered. 

President  Pickett:  Seventy-six  is  a quorum. 
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The  first  order  of  business,  I hope  that  someone 
will  be  good  enough  before  we  get  further  to  recog- 
nize the  kindly  way  that  this  city  has  treated  us 
and  offer  a resolution  to  that  effect.  Do  I hear  it? 

Dr.  Ralph  H.  Homan,  El  Paso:  I offer  such  a 
resolution  if  the  Secretary  will  word  it. 

Dr.  0.  N.  Mayo,  Brownwood : I second  the  motion. 

President  Pickett:  It  is  moved  and  seconded  that 
this  House  of  Delegates  go  on  record  as  extending 
to  Houston  our  thanks  for  the  kindly  way  in  which 
they  have  received  us  and  have  taken  care  of  us.  I 
am  going  to  add  to  that  that  I don’t  believe  any 
group  ever  was  yet  privileged  to  work  with  or  be 
among  a General  Arrangements  Committee  all  the 
way  down  that  did  more  or  worked  harder  to  take 
care  of  an  organization  than  those  have.  I want  that 
understood. 

The  motion  was  then  put  and  a resolution  of 
thanks  adopted. 

The  resolution  subsequently  prepared  by  the  Sec- 
retary with  the  approval  of  the  President,  copies  of 
which  were  sent  to  Mayor  Oscar  F.  Holcombe  and 
Dr.  H.  L.  Alexander,  president  of  Harris  County 
Medical  Society,  was  as  follows: 

Resolution  of  Thanks 

Whereas,  the  State  Medical  Association  of  Texas 
held  its  annual  session  April  26-29,  1948,  in  the  City 
of  Houston ; and 

Whereas,  that  City  opened  its  doors  of  hospitality 
in  a friendly  spirit  to  the  State  Medical  Association 
of  Texas  to  make  the  annual  session  a successful 
one,  and  extended  to  this  Association  and  its  staff 
members  many  courtesies  through  its  doctors  and 
businessmen;  and 

Whereas,  April  28,  1948,  the  day  of  the  public 
meeting  of  the  annual  session,  was  proclaimed  by 
the  Mayor  of  Houston  as  “Medical  Progress  Day,” 
and  other  courtesies  in  connection  with  the  meeting 
were  extended  by  the  City;  and 

Whereas,  the  Harris  County  Medical  Society, 
which  embraces  the  City  of  Houston,  rendered  ex- 
ceptional service  in  preparation  for  the  annual  ses- 
sion, and  its  members,  particularly  those  on  the 
Committee  on  General  Arrangements,  are  due 
sincere  and  high  praise  for  their  unceasing  efforts 
in  behalf  of  the  Association ; therefore  be  it 

Resolved,  that  the  State  Medical  Association  of 
Texas  does  hereby  extend  to  the  City  of  Houston 
and  to  the  Harris  County  Medical  Society  its  genu- 
ine appreciation  and  thanks  for  their  gracious  as- 
sistance in  making  the  annual  session  one  of  the 
most  successful  this  Association  has  ever  conducted; 
and  be  it  further 

Resolved,  that  a copy  of  this  resolution  be  spread 
upon  the  minutes  of  the  meeting  of  this  Association 
and  that  a copy  be  sent  to  the  Mayor  of  Houston 
and  to  the  President  of  the  Harris  County  Medical 
Society. 

President  Pickett  called  for  unfinished  business 
or  reports  of  reference  committees. 

President  Pickett:  Reference  Committee  on 
Amendments  to  the  Constitution  and  By-Laws.  Is 
there  anything  else  to  report? 

Dr.  Charles  P.  Hardwicke,  Travis:  There  is  one 
supplementary  report. 

Dr.  Hardwicke  then  presented  the  supplementary 
report  of  the  reference  committee  as  follows : 

Third  Report  of  Reference  Committee  on 
Amendments  to  the  Constitution 
and  By-Laws 

Dr.  Merton  Minter,  one  of  the  members  of  the 
Committee  on  Revision  of  the  Constitution  and  By- 
Laws,  last  evening  submitted  to  the  House  of  Dele- 
gates a substitute  amendment  to  Section  3,  Chapter 
IX  of  the  By-Laws  as  revised  in  the  Handbook  and 


the  January,  1948,  Journal.  The  amendment  read: 

“The  President-Elect  shall  appoint  a secretary  for 
each  section,  who  shall  serve  for  a period  of  one 
year,  and  shall  then  automatically  become  chair- 
man of  the  section  to  serve  for  a period  of  one 
year.” 

Your  Reference  Committee  felt  that  this  move 
would  increase  the  efficiency  of  the  scientific  sec- 
tions, as  it  would  always  provide  a chairman  who 
had  had  recent  previous  experience  in  the  business 
affairs  of  his  section.  They  felt  that  it  should  be 
adopted,  and  I so  move. 

Dr.  A.  C.  Scott,  Bell : I second  the  motion. 

The  motion  was  then  put  and  carried  and  the  re- 
port adopted. 

Dr.  G.  V.  Brindley,  Temple,  then  presented  the 
report  of  the  Board  of  Councilors  as  a Reference 
Committee  as  follows : 

Report  of  Board  of  Councilors  as  Reference 
Committee 

The  Board  of  Councilors  has  approved  the  follow- 
ing nominations  for  honorary  membership  in  the 
State  Medical  Association  of  Texas,  and  submit 
their  names  to  you  for  favorable  consideration: 

Atascosa  County:  Dr.  Thomas  B.  Taylor,  Jourdan- 
ton,  born  1862,  member  of  the  State  Medical  Asso- 
ciation 1905-1929. 

Brown-Comanche-Mills-San  Saba  Counties:  Dr.  J. 
M.  Horn,  Brownwood,  born  1873,  member  of  the 
State  Medical  Association  1906-1948. 

Cameron-W illacy  Counties:  Dr.  John  James  Trible, 
Brownsville,  born  1861,  member  of  the  State  Medi- 
cal Association  1911-1912,  1922-1946. 

Dallas  County:  Dr.  E.  W.  Burnet,  Dallas,  born 
1871,  member  of  the  State  Medical  Association 
1904-1912,  1914-1948. 

Dallas  County:  Dr.  William  Claiborne  Browne, 
Dallas,  born  1874,  member  of  the  State  Medical  As- 
sociation 1908-1947. 

Dallas  County:  Dr.  Elisha  S.  Gordon,  Dallas,  born 
1877,  member  of  the  State  Medical  Association 

1907- 1925,  1928-1947. 

Dallas  County:  Dr.  Harry  Everett  Nelson,  Dallas, 
born  1915,  member  of  the  State  Medical  Associa- 
tion 1944-1948. 

Dallas  County:  Dr.  Homer  Powell,  Dallas,  born 
1889,  member  of  the  State  Medical  Association 
1923-1947. 

Ector-Midland-Martin-Howard-Andrews-Glasscock 
Counties:  Dr.  George  B.  True,  Big  Spring,  born 
1867,  member  of  the  State  Medical  Association 
1906-1909,  1916-1941,  1943-1944,  1946,  1948. 

El  Paso  County:  Dr.  M.  L.  Alexander,  Canutillo, 
born  1876,  member  of  the  State  Medical  Association 
1934-1948. 

El  Paso  County:  Dr.  Charles  P.  Brown,  El  Paso, 
born  1876,  member  of  the  State  Medical  Associa- 
tion 1908-1948. 

El  Paso  County:  Dr.  H.  P.  Deady,  El  Paso,  born 
1875,  member  of  the  State  Medical  Association 

1908- 1912,  1914-1928,  1930-1933,  1938-1946,  1948. 

El  Paso  County:  Dr.  Sylvester  G.  Von  Almen,  El 
Paso,  born  1876,  member  of  the  State  Medical  As- 
sociation 1920-1948. 

Falls  County:  Dr.  Benjamin  M.  Avent,  Rosebud, 
born  1868,  member  of  the  State  Medical  Associa- 
tion 1908-1913,  1921,  1926-1947. 

Galveston  County:  Dr.  William  F.  Starley,  Gal- 
veston, born  1872,  member  of  the  State  Medical  As- 
sociation 1908-1912,  1914-1948. 

Hardin-Tyler  Counties:  Dr.  Tilghman  O.  Darby, 
Sour  Lake,  born  1876,  member  of  the  State  Medi- 
cal Association  1917-1923,  1941-1947. 

Harris  County:  Dr.  Anders  P.  Overgaard,  Hous- 
ton, born  1879,  member  of  the  State  Medical  As- 
sociation 1940-1946,  1948. 


152 


TEXAS  STATE  JOURNAL  OF  MEDICINE 


June, 


Harris  County:  Dr.  Ira  E.  Pritchett,  Angleton, 
(formerly  of  Houston),  born  1879,  member  of  the 
State  Medical  Association  1908-1946,  1948. 

Hutchinson-C arson  Counties:  Dr.  Lester  E.  Petty, 
Borger,  born  1873,  member  of  the  State  Medical 
Association  1904,  1915,  1919-1927,  1936-1948. 

Johnson  County:  Dr.  Mills  Dennis,  Cleburne,  born 
1874,  member  of  the  State  Medical  Association  1908- 
1923,  1925-1939,  1941,  1943-1947. 

Johnson  County:  Dr.  Albert  F.  Garner,  Grand- 
view, born  1865,  member  of  the  State  Medical  As- 
sociation 1918-1924,  1926-1940. 

Kleberg -Kenedy  Counties:  Dr.  William  T.  Wiles, 
Riviera,  born  1874,  member  of  the  State  Medical 
Association  1924,  1926-1938. 

McLennan  County:  Dr.  E.  A.  Milam,  Waco,  born 
1876,  member  of  the  State  Medical  Association  1904, 
1910-1912,  1914,  1924-1947,  1948. 

Nueces  County:  Dr.  Henry  Gilbert  Heaney,  Cor- 
pus Christi,  born  1878,  member  of  the  State  Medi- 
cal Association  1905-1912,  1914-1920,  1922-1947. 

Nueces  County:  Dr.  Minor  L.  Williams,  Robstown, 
born  1870,  member  of  the  State  Medical  Association 
1905-1907,  1916-1919,  1922-1947. 

Pecos-J eff  Davis-Presidio-Brewster  Counties:  Dr. 
Alfred  E.  Barrett,  Fort  Stockton,  born  1869,  mem- 
ber of  the  State  Medical  Association  1908,  1910- 
1912,  1916,  1917,  1919,  1922,  1926,  1928-1930,  1933, 
1942-1948. 

Tarrant  County:  Dr.  Edmond  Chaille  Hancock, 
Arlington,  born  1892,  member  of  the  State  Medical 
Association  1911,  1919-1947. 

Tarrant  County:  Dr.  G.  B.  Morton,  Fort  Worth, 
born  1873,  member  of  the  State  Medical  Associa- 
tion 1905-1936. 

Tarrant  County:  Dr.  James  Langdon  Spivey,  Fort 
Worth,  born  1894,  member  of  the  State  Medical  As- 
sociation 1924,  1925,  1927-1944. 

Tom  Green-Eight  Counties:  Dr.  James  P.  Mc- 
Anulty,  San  Angelo,  born  1887,  member  of  the  State 
Medical  Association  1912,  1915-1917,  1919-1947. 

Travis  County:  Dr.  Joe  Gilbert,  Austin,  born  1873, 
member  of  the  State  Medical  Association  1905, 
1906,  1909-1947. 

Travis  County:  Dr.  W.  R.  Houston,  Austin,  born 

1873,  member  of  the  State  Medical  Association 
1936-1947. 

Travis  County:  Dr.  Paul  E.  Suehs,  Austin,  born 

1874,  member  of  the  State  Medical  Association 
1915-1948. 

Dr.  Brindley:  I move  that  this  report  be  accepted 
and  all  these  nominations  to  honorary  membership 
be  approved. 

Dr.  Ralph  Homan,  El  Paso:  I second  that. 

The  motion  was  then  put  and  carried,  and  the 
report  of  the  Board  of  Councilors  as  a Reference 
Committee  was  adopted. 

President  Pickett:  Gentlemen,  I am  going  to  make 
this  statement  to  you.  I want  from  my  heart  to 
thank  you  for  the  kindly  manner  in  which  you  have 
received  me  during  the  past  two  years  and  the  way 
in  which  you  have  cooperated  with  me  and  helped 
me  here.  Naturally,  a man  will  cause  somebody  to 
feel  that  he  is  not  quite  fair  when  he  is  ruling  unless 
he  is  a superman.  If  I have  seemed  to  be  on  the 
other  side  of  the  question  to  you,  it  is  because  I am 
ruling  straight  through.  I have  not  permitted  my- 
self to  engage  in  any  politics  nor  have  I in  any- 
wise attempted  to  influence  the  reference  commit- 
tees that  I have  appointed.  True,  I have  asked  that 
the  chairmen  of  each  one  of  those  committees  meet 
with  me.  It  was  with  no  thought  and  I could  not 
know  just  what  was  coming  before  them;  I told 
you  last  evening  every  one  of  those  men  except  one 
were  men  who  have  not  served  as  chairmen  before 
and  not  a one  of  them  had  ever  been  on  the  commit- 
tee. Why  did  I select  them?  Just  because  of  the  same 


reason  that  I have  selected  many  men  over  this 
state;  because  I knew  they  would  do  it  and  that  we 
would  get  this  through. 

We  will  now  proceed  with  the  next  order  of  busi- 
ness, the  election  of  officers. 

Election  of  Officers 

President  Pickett:  The  Chair  will  appoint  as 
tellers  Dr.  Allen  T.  Stewart,  Lubbock-Crosby ; Dr. 
J.  M.  Travis,  Jacksonville;  Dr.  T.  G.  Blocker,  Gal- 
veston; and  Dr.  G.  W.  Cleveland,  Austin,  and  as 
counters  Dr.  O.  N.  Mayo,  Brownwood;  Dr.  L.  L.  D. 
Tuttle,  Harris;  and  Dr.  J.  E.  Hogan,  Ector-Midland- 
Martin-Howard-Andrews-Glasscock. 

Upon  nomination,  the  following  officers  and  coun- 
cil members  were  elected : 

PRESIDENT-ELECT 

Dr.  G.  V.  Brindley,  Temple. 

VICE-PRESIDENT 

Dr.  R.  E.  Windham,  San  Angelo. 

SPEAKER  OF  THE  HOUSE 
Dr.  R.  B.  Homan,  Jr.,  El  Paso. 

SECRETARY 

Dr.  Harold  M.  Williams,  Fort  Worth. 

TRUSTEE 

Dr.  Merton  M.  Minter,  San  Antonio. 

COUNCILORS 

Second  District,  Dr.  R.  B.  G.  Cowper,  Big  Spring. 
Seventh  District,  Dr.  William  M.  Gambrell,  Austin. 
Eighth  District,  Dr.  J.  H.  Wooten,  Jr.,  Columbus. 
Ninth  District,  Dr.  H.  W.  Cummings,  Jr.,  Houston. 
Tenth  District,  Dr.  L.  C.  Powell,  Beaumont. 

DELEGATES  TO  AMERICAN  MEDICAL  ASSOCIATION 
Dr.  Allen  T.  Stewart,  Lubbock. 

Dr.  F.  J.  L.  Blasingame,  Wharton. 

ALTERNATE  DELEGATES  TO  AMERICAN 
MEDICAL  ASSOCIATION 
Dr.  Harold  M.  Williams,  Fort  Worth. 

Dr.  R.  B.  Homan,  Jr.,  El  Paso. 

Delegate-Designate  to  American  Medical 
Association 

President  Pickett  explained  that  the  American 
Medical  Association  is  expected  to  adopt  at  its 
meeting  in  June  a revision  of  its  Constitution  and 
By-Laws  to  provide  for  one  delegate  for  each  1,000 
members  or  fraction  thereof  in  each  state  medical 
association.  If  this  revision  is  adopted,  Texas  will 
be  entitled  to  six  instead  of  to  five  delegates.  Presi- 
dent Pickett  suggested  that  the  State  Medical  As- 
sociation elect  one  of  the  alternate  delegates  as  a 
delegate-designate  to  take  office  as  delegate  as  soon 
as  the  constitutional  revision  becomes  effective.  Dr. 
R.  B.  Homan,  Jr.,  El  Paso,  was  duly  elected  delegate- 
designate  to  the  American  Medical  Association. 

MEMBER,  COUNCIL  ON  MEDICAL  DEFENSE 
Dr.  B.  E.  Pickett,  Jr.,  Crystal  City. 

MEMBER,  COUNCIL  ON  LEGISLATION 
Dr.  Elliott  Mendenhall,  Dallas. 

MEMBER,  COUNCIL  ON  SCIENTIFIC  WORK 
Dr.  A.  C.  Scott,  Temple,  was  nominated  to  suc- 
ceed himself.  He  declined  the  nomination  in  favor  of 
electing  Dr.  May  Owen,  Fort  Worth,  chairman  of 
the  council.  Dr.  Owen,  already  a member  of  the 
council,  was  then  named  its  chairman.  The  vacancy 
in  membership  was  not  filled. 

MEMBER,  COUNCIL  ON  MEDICAL  ECONOMICS 
Dr.  E.  W.  Jones,  Wellington. 

The  following  standing  committee  members  were 
appointed  by  the  President-Elect : 
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MEMBER,  COMMITTEE  ON  CANCER 

Dr.  Porter  Brown,  Fort  Worth. 

MEMBER,  COMMITTEE  ON  MEDICAL  HISTORY 

Dr.  Tate  Miller,  Dallas. 

MEMBER,  COMMITTEE  ON  TUBERCULOSIS 

Dr.  Howard  T.  Barkley,  Houston. 

MEMBER,  COMMITTEE  ON  LIBRARY  ENDOWMENT 

Dr.  J.  C.  Terrell,  Stephenville. 

Council  on  Medical  Education  and  Hospitals 
and  Committee  on  Mental  Health 

Because  the  President-Elect  had  had  no  oppor- 
tunity to  consider  his  nominations  for  the  Council 
on  Medical  Education  and  Hospitals  and  his  appoint- 
ments for  the  Committee  on  Mental  Health,  newly 
established  by  revision  of  the  Constitution  and  By- 
Laws,  the  House  voted  to  authorize  the  President- 
Elect  to  appoint  the  first  five  members  of  each 
group  without  further  action  by  the  House. 

President  Pickett:  This  morning  this  House 
unanimously  directed  that  we  proceed  with  the  order 
of  the  business.  The  Board  of  Trustees  brought  this 
resolution  and  asked  that  it  be  presented  to  you  for 
your  will.  Shall  we  reopen  this  now  and  consider 
this  at  this  time? 

Dr.  A.  C.  Scott,  Bell:  I make  a motion  that  the 
the  resolution? 

The  motion  was  seconded  variously,  and  carried. 

President  Pickett:  Dr.  Williams,  will  you  read 
the  resolution? 

Secretary  Williams  then  read  the  resolution  and 
the  report  of  the  Board  of  Trustees  concerning  it, 
as  follows: 

RESOLUTION,  TEXAS  CANCER  BULLETIN 

Whereas,  the  Texas  Cancer  Coordinating  Council, 
composed  of  representatives  of  the  State  Medical 
Association  of  Texas,  the  American  Cancer  Society, 
Texas  Division,  the  Texas  State  Health  Department, 
and  the  University  of  Texas  M.  D.  Anderson  Hos- 
pital for  Cancer  Research,  is  engaged  in  the  task  of 
coordinating  and  unifying  the  cancer  control  activi- 
ties of  the  state;  and 

Whereas,  one  of  the  most  important  phases  of 
the  cancer  control  activities  is  and  must  continue 
to  be  the  provision  to  the  practicing  physicians  of 
the  state  the  opportunity  to  keep  themselves  up  to 
date  on  the  rapidly  expanding  knowledge  of  the 
subject;  and 

Whereas,  one  of  the  methods  by  which  this  is  be- 
ing accomplished  is  the  distribution  to  the  physi- 
cians of  the  state  of  a concise  presentation  of  cur- 
rent medical  facts  regarding  research,  diagnosis, 
and  treatment  of  the  disease  through  the  publica- 
tion of  the  Texas  Cancer  Bulletin,  a journal  which 
in  its  very  first  issue  attracted  nationwide  favorable 
comment ; and 

Whereas,  the  expense  of  editing  this  bulletin  is 
borne  by  the  M.  D.  Anderson  Hospital  for  Cancer 
Research  and  the  expense  of  publication  is  shared 
equally  by  the  Texas  State  Department  of  Health 
and  the  American  Cancer  Society,  Texas  Division; 
be  it  hereby 

Resolved,  that  the  State  Medical  Association  of 
Texas,  whose  Committee  on  Cancer  is  a represented 
member  of  the  Texas  Cancer  Coordinating  Council, 
assume  some  share  in  this  undertaking  by  paying 
the  cost  of  mailing  the  Bulletin  to  the  licensed 
physicians  of  the  state;  and  be  it  further 

Resolved,  that  the  State  Medical  Association  of 
Texas  appropriate  a sum  not  to  exceed  $2,500  for 
this  purpose. 


Report  of  Board  of  Trustees  Acting  as 
Reference  Committee 

The  Board  of  Trustees  has  reviewed  the  resolu- 
tion recommending  the  appropriation  of  $2,500  as 
mailing  expenses  for  the  Texas  Cancer  Bulletin.  We 
recognize  this  cause  as  worthy,  but  there  are  many 
other  equally  worth-while  projects,  such  as  those 
dealing  with  tuberculosis,  infantile  paralysis,  mental 
health  and  hygiene,  venereal  disease  campaigns, 
and  others.  The  granting  of  this  request  for  $2,500 
would  set  a precedent  for  the  granting  of  other  re- 
quests of  a similar  nature  which  might  well  become 
very  expensive. 

The  Board  of  Trustees  is  returning  this  resolu- 
tion without  action  but  with  the  suggestion  that  the 
House  of  Delegates  consider  the  present  and  future 
probable  financial  obligations  which  such  a grant 
may  well  entail.  The  action  of  the  House  of  Dele- 
gates should  be  based  upon  their  desires  regarding 
further  additional  expenditures  which  in  turn  must 
of  necessity  create  further  additional  increases  in 
dues. 

President  Pickett:  The  Board  of  Trustees  returns 
this  resolution  without  action  to  the  House  of  Dele- 
gates to  consider.  What  is  the  will  of  this  House  of 
Delegates? 

Dr.  R.  D.  Moreton,  Bell : I move  that  we  approve 
the  resolution. 

Dr.  Ralph  Homan,  El  Paso:  I second  the  motion. 

Dr.  A.  C.  Scott,  Bell:  Although  the  Board  of 
Trustees  left  this  an  open  matter  I think  we  can 
very  clearly  read  through  the  wording  of  the  report 
that  it  is  very  dubious  in  their  minds  as  to  whether 
at  this  time  they  should  set  a precedent  of  this 
kind.  At  this  particular  time  when  we  are  still  up 
in  the  air  and  we  don’t  know  just  how  many  de- 
mands we  are  going  to  have  for  expansion  according 
to  plans  that  we  outlined  yesterday  I think  it  would 
be  rather  risky  to  start  out  approving  blankly, 
without  some  thought,  things  of  this  kind  which 
might  get  us  into  a considerable  amount  of  trouble 
and  require  additional  raises  of  dues.  Therefore,  I 
am  opposed  to  the  motion. 

Dr.  John  T.  Moore:  I am  opposed  also  to  the  reso- 
lution and  the  motion  as  made.  The  Board  of  Trus- 
tees ought  to  be  a carefully  selected  group  who  are 
to  manage  the  business  affairs  of  the  Association 
and  while  we  might  like  to  participate  in  the  mail- 
ing of  this  journal  and  some  other  journals,  yet 
I think  the  precedent  is  dangerous.  I therefore  move, 
without  prejudice,  that  the  motion  be  tabled. 

The  motion  was  seconded  by  Dr.  J.  M.  Travis, 
Jacksonville,  and  carried  and  the  resolution  was 
tabled. 

Dr.  R.  H.  Bell,  Anderson-Houston-Leon:  I make 
a motion  that  if  the  additional  report  of  the  Refer- 
ence Committee  on  Medical  Service  and  Public  Re- 
lations is  ready  that  this  House  hear  it. 

The  motion  was  secondel  by  Dr.  J.  H.  Wooten, 
Jr.,  Columbus,  and  carried. 

Dr.  L.  L.  D.  Tuttle,  chairman  of  the  Reference 
Committee  on  Medical  Service  and  Public  Relations, 
then  presented  a supplemental  report,  as  follows: 

Second  Report  of  Reference  Committee  on 
Medical  Service  and  Public  Relations 

Council  on  Medical  Economics. — Our  Committee 
met  this  morning  and  we  passed  on  this  supple- 
mental report  of  the  Council  on  Medical  Economics. 
It  is  our  opinion  it  is  a matter  of  legality  and  we 
make  no  comment  on  it  whatever  and  do  not  make 
it  a part  of  our  original  report. 

President  Pickett:  Do  you  move  the  adoption  of 
that? 

Dr.  L.  H.  Reeves,  Tarrant:  I move  it  be  adopted. 
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Dr.  Hobart  Deaton,  Tarrant:  I second  the  motion. 

The  motion  was  put  and  carried. 

President  Pickett:  The  last  thing  on  the  agenda 
is  the  time  for  meeting  and  place  of  meeting. 

Time  and  Place  of  Next  Meeting 

Dr.  J.  L.  Cochran,  Bexar,  offered  an  invitation 
from  the  Bexar  County  Medical  Society  for  the  State 
Medical  Association  to  meet  in  San  Antonio  in  1949, 
and  upon  motion  by  Dr.  John  T.  Moore,  Harris, 
seconded  by  Dr.  L.  H.  Reeves,  Tarrant,  the  invita- 
tion was  unanimously  accepted. 

President  Pickett:  Now,  in  regard  to  the  time,  it 
has  been  the  custom  for  the  Executive  Council  to 
set  the  time.  What  is  your  will? 

Upon  motion  of  Dr.  Reeves,  seconded  by  Dr.  A. 
C.  Scott,  Bell,  the  Executive  Council  was  empowered 
to  fix  the  date  for  the  next  meeting. 

President  Pickett:  Mr.  Secretary,  is  there  any- 
thing else  jon  the  table? 

Secretary  Williams:  No,  sir,  Mr.  President. 

President  Pickett:  Then  I declare  that  this  House 
of  Delegates  is  adjourned  sine  die. 

Thereupon  at  10:45  a.  m.  adjournment  was  had 
sine  die. 

Third  General  Meeting 

The  third  general  meeting  was  called  to  order  by 
Dr.  Frank  Selecman,  Dallas,  Vice-President  of  the 
State  Medical  Association,  in  the  Ballroom,  Rice 
Hotel,  Houston,  at  9 a.  m.,  April  29,  1948. 

Dr.  W.  L.  Benedict,  Rochester,  Minn.,  guest  of 
the  Section  on  Eye,  Ear,  Nose,  and  Throat,  was  in- 
troduced and  presented  a paper  entitled  “Prevention 
of  Blindness,”  which  will  be  published  in  the 
Journal. 

Dr.  John  A.  Kolmer,  Philadelphia,  Pa.,  guest  of 
the  Section  on  Clinical  Pathology,  then  read  a paper 
entitled  “Synergistic  or  Additive  Activity  of  Chem- 
otherapeutic Compounds,”  which  is  published  in  the 
Original  Article  section  of  this  Journal. 

Dr.  Wingate  M.  Johnson,  Winston-Salem,  N.  C., 
guest  of  the  Section  on  General  Practice,  then  read 
a paper  on  “Pancreatitis,”  which  will  be  published 
in  the  Journal. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Joint  Sections  Meeting 

The  joint  sections  meeting  was  called  to  order  at 
2 p.  m.,  April  29,  1948,  in  the  Ballroom,  Rice  Hotel, 
Houston,  by  the  retiring  President,  Dr.  B.  E. 
Pickett,  Sr.,  Carrizo  Springs.  Dr.  Pickett  soon  turn- 
ed the  meeting  over  to  Dr.  Tate  Miller,  Dallas,  the 
incoming  President,  who  then  presided. 

The  following  program  was  presented: 

Dr.  Frank  H.  Lahey,  Boston,  Mass.,  “Lesions  of 
the  Esophagus.” 

Dr.  John  A.  Kolmer,  Philadelphia,  Pa.,  “The  Pres- 
ent Status  of  Penicillin  in  the  Treatment  of 
Syphilis.” 

Dr.  Leo  G.  Rigler,  Minneapolis,  Minn.,  “Early 
Diagnosis  of  Carcinoma  of  the  Stomach.” 

Dr.  Lowell  S.  Goin,  Los  Angeles,  Calif.,  “Radia- 
tion Therapy  in  Treatment  of  Breast  Cancer.” 

Dr.  Waltman  Walters,  Rochester,  Minn.,  “Va- 
gotomy in  the  Treatment  of  Peptic  Ulcer.” 

Dr.  Wingate  M.  Johnson,  Winston-Salem,  N.  C., 
“The  Emotional  Factor  in  the  Practice  of  Medicine.” 

Dr.  Willard  O.  Thompson,  Chicago,  111.,  “Common 
Sense  in  the  Practice  of  Medicine.” 

Dr.  W.  L.  Benedict,  Rochester,  Minn.,  “Etiology 
and  Treatment  of  Exophthalmos.” 

Dr.  Ralph  Luikart,  Omaha,  Neb.,  “The  Third 
Stage  of  Labor.” 


Dr.  Haven  Emerson,  New  York,  N.  Y.,  “Functions 
of  a Board  of  Health  and  a Department  of  Health.” 

President  Miller  then  declared  the  Eighty-First 
Annual  Session  of  the  State  Medical  Association  of 
Texas  adjourned,  sine  die. 
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COMING  MEETINGS  AND  CLINICS 

State  Medical  Association  of  Texas,  San  Antonio,  April,  1949. 
Dr.  Tate  Miller,  Dallas,  President  ; Dr.  Harold  M.  Williams, 
1404  W.  El  Paso  St.,  Fort  Worth  3,  Secretary. 

American  Medical  Association,  Chicago,  June  21-25,  1948.  Dr. 
Edward  L.  Bortz,  Philadelphia,  President ; Dr.  George  F.  Lull, 
535  North  Dearborn  St.,  Chicago  10,  Secretary. 

NATIONAL  AND  REGIONAL 

American  Academy  of  Allergy.  Dr.  Will  C.  Sprain,  New  York, 
President ; Dr.  Theodore  L.  Squier,  424  East  Wisconsin  Ave., 
Milwaukee,  Secretary. 

American  Academy  of  Dermatology  and  Syphilology.  Dr.  Clyde 
L.  Cummer,  Cleveland,  President;  Dr.  Earl  D.  Osborne,  471 
Delaware  Ave.,  Buffalo,  N.  Y.,  Secretary. 

American  Academy  of  General  Practice.  Dr.  Paul  A.  Davis, 
Akron,  Ohio,  President ; Dr.  Mac  F.  Cahal,  20  N.  Wacker 
Drive,  Chicago  6,  Acting  Executive  Secretary. 

American  Academy  of  Neurological  Surgery.  Dr.  William  S. 
Keith,  Toronto,  Canada,  President ; Dr.  T.  C.  Erickson,  1300 
University  Ave.,  Madison  5,  Wis.,  Secretary. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Chi- 
cago, October  10-15,  1948.  Dr.  C.  H.  McCaskey,  Indianapolis, 
President;  Dr.  W.  L.  Benedict,  Mayo  Clinic,  Rochester,  Minn., 
Secretary. 

American  Academy  of  Pediatrics,  Atlantic  City,  November  20-23, 
1948.  Dr.  John  A.  Toomey,  Cleveland,  President;  Dr.  C.  G. 
Grulee,  636  Chuich  St.,  Evanston,  111.,  Secretary. 

American  Association  for  Thoracic  Surgery,  Quebec.  May  31- 
June  2,  1948.  Dr.  Alton  Ochsner,  New  Orleans,  President  ; Dr. 
Brian  Blades,  GeOrge  Washington  University  School  of  Medi- 
cine, Washington,  D.  C.,  Secretary. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  C.  E. 
Burford,  St.  Louis,  President  ; Dr.  Norris  J.  Heckel,  122  S. 
Michigan  Ave.,  Chicago,  Secretary. 

American  Association  of  Obstetricians,  Gynecologists,  and  Ab- 
dominal Surgeons,  Hot  Springs,  Va.,  September  9-11,  1948. 
Dr.  Robert  D.  Mussey,  Rochester,  Minn.,  President;  Dr.  L.  A. 
Calkins.  University  of  Kansas  Medical  Center,  Kansas  City,  3, 
Secretary. 

American  College  of  Physicians.  March  23-April  1,  1949.  Dr. 
Walter  W.  Palmer,  New  York,  President;  Mr.  E.  R.  Loveland. 
4200  Pine  St.,  Philadelphia  4,  Secretary. 

American  College  of  Radiology,  Chicago,  June  20,  1948.  Dr. 
Edwin  C.  Ernst,  St.  Louis,  President ; Dr.  Mac  F.  Cahal,  20 
N.  Wacker  Drive,  Chicago  6,  Secretary. 

American  College  of  Surgeons,  Los  Angeles,  October  18-22.  1948. 
Dr.  Arthur  W.  Allen,  Boston,  President;  Dr.  Paul  B.  Magnu- 
son,  40  E.  Erie  St.,  Chicago  11,  Secretary. 

American  Congress  of  Physical  Medicine,  Washington,  D.  C., 
September  7-11,  1948.  Dr.  H.  Worley  Kendell,  Chicago,  Presi- 
dent; Dr.  Richard  Kovacs,  2 E.  88th  St.,  New  York  28,  Sec- 
retary. 

American  Dermatological  Association.  Dr.  J.  Gardner  Hopkins, 
New  York,  President;  Dr.  Harry  R.  Foerster,  208  E.  Wiscon- 
sin Ave.,  Milwaukee,  Secretary. 

American  Gastro-Enterological  Association.  Dr.  Henry  L.  Bockus. 
Philadelphia,  President;  Dr.  Dwight  L.  Wilbur,  655  Sutter 
St..  San  Francisco,  Secretary. 

American  Gynecological  Society.  Dr.  Edmund  A.  Schumann. 
Philadelphia,  President  ; Dr.  Howard  Taylor,  Jr..  842  Park 
Ave.,  New  York  21,  Secretary. 

American  Hospital  Association,  Atlantic  City,  September  20-23, 
1948.  Mr.  Graham  L.  Davis,  Battle  Creek,  Mich.,  President; 
Mr.  George  P.  Bugbee,  18  E.  Division  St.,  Chicago,  Executive 
Secretary. 

American  Laryngological,  Rhinological  and  Otological  Society, 
Chicago,  April,  1949.  Dr.  John  J.  Shea,  Memphis,  Tenn.. 
President ; Dr.  C.  S.  Nash,  277  Alexander  St.,  Rochester  7, 
N.  Y.,  Secretary. 

American  Neurological  Association,  Atlantic  City,  June  14-16, 
1948.  Dr.  George  Wilson,  Philadelphia,  President;  Dr.  H. 
Houston  Merritt,  Montefiore  Hospital,  New  York  67,  Secretary. 
American  Ophthalmological  Society.  Dr.  Henry  C.  Haden.  Hous- 
ton. President;  Dr.  W.  S.  Atkinson,  129  Clinton  St.,  Water- 
town,  N.  Y.,  Secretary. 

American  Orthopedic  Association,  Quebec,  Canada,  June  3-6, 
1948.  Dr.  Robert  I.  Harris,  Toronto,  Canada,  President ; Dr. 
C.  Leslie  Mitchell,  Henry  Ford  Hospital,  Detroit  2,  Secretary. 
American  Otological  Society.  Dr.  Marvin  F.  Jones.  New  York. 
President;  Dr.  Gordon  D.  Hoople,  713  E.  Genesee  St.,  Syra- 
cuse 3,  N.  Y.,  Secretary. 
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American  Pediatric  Society.  Dr.  Grover  F.  Powers,  New  Haven, 
Conn.,  President;  Dr.  Henry  G.  Poncher,  1819  W.  Polk  St., 
Chicago  12,  Secretary. 

American  Proctologic  Society,  Chicago,  June  18-20,  1948.  Dr. 
George  H.  Thiele,  Kansas  City,  Mo.,  President;  Dr.  Vernon  G. 
Jeurink,  1612  Tremont  PI.,  Denver  2,  Secretary. 

American  Psychiatric  Association.  Dr.  Winfred  Overholser, 
Washington,  D.  C.,  President ; Dr.  Leo  H.  Bartemeier,  General 
Motors  Bldg..  Detroit,  Secretary. 

American  Public  Health  Association,  Boston,  November  8-12, 
1948.  Dr.  Martha  M.  Eliot,  Washington,  D.  C.,  President;  Dr. 
R.  M.  Atwater,  1790  Broadway,  New  York  19,  Secretary. 

American  Roentgen  Ray  Society,  Chicago,  September  14-18,  1948. 
Dr.  J.  B.  Edwards,  St.  Louis,  President ; Dr.  H.  Dabney  Kerr, 
University  Hospital,  Iowa  City,  Secretary. 

American  Society  of  Anesthesiologists,  St.  Louis.  November  4-6, 
1948.  Dr.  Charles  F.  McCuskey,  Los  Angeles,  President;  Dr. 
Curtiss  B.  Hickcox,  745  Fifth  Ave.,  New  York  22,  Secretary. 

American  Society  of  Clinical  Pathologists,  Chicago,  October 
10-16,  1948,  Dr.  Theodore  J.  Curphey,  Hempstead,  N.  Y., 
President;  Dr.  A.  S.  Giordano,  531  N.  Main  St.,  South  Bend, 
Ind.,  Secretary. 

American  Surgical  Association.  Dr.  Elliott  C.  Cutler,  Boston, 
President ; Dr.  W.  M.  Firor,  Johns  Hopkins  Hospital,  Balti- 
more 5,.  Secretary. 

American  Urological  Association.  Dr.  Herbert  H.  Howard,  Bos- 
ton. President ; Dr.  T.  D.  Moore,  899  Madison  Ave.,  Memphis 
3,  Tenn.,  Secretary. 

Association  of  American  Physicians.  Dr.  A.  H.  Gordon,  Montreal, 
President;  Dr.  H.  M.  Thomas,  Jr.,  1201  N.  Calvert  St., 
Baltimore  2,  Secretary. 

Central  Neuropsychiatric  Association,  Kansas  City,  Fall,  1948. 
Dr.  William  C.  Menninger,  Topeka,  Kan.,  President;  Dr.  Lee 
Eaton,  Mayo  Clinic,  Rochester,  Minn.,  Secretary. 

International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  Herbert 
Acuff,  Knoxville,  Tenn.,  President;  Dr.  Louis  J.  Gariepy,  16401 
Grand  River  Ave.,  Detroit  27,  Secretary. 

National  Tuberculosis  Association,  New  York,  June  14-18,  1948. 
Dr.  James  R.  Reuling,  Bayside,  N.  Y.,  President;  Dr.  H.  Stuart 
Willis,  1790  Broadway,  New  York  19,  Secretary. 

Radiological  Society  of  North  America.  Dr.  L.  Henry  Garland, 
San  Francisco,  President ; Dr.  D.  S.  Childs,  Medical  Arts  Bldg., 
Syracuse  2,  N.  Y.,  Secretary. 

Southern  Medical  Association.  Dr.  A.  LeDoux,  New  Orleans, 
President ; C.  P.  Loranz,  Empire  Building,  Birmingham, 
Ala.,  Secretary-Manager. 

Southern  Psychiatric  Association.  Dr.  Guy  F.  Witt,  Dallas,  Presi- 
dent ; Dr.  Newdigate  M.  Owensby,  384  Peachtree  St.  N.  E., 
Atlanta,  Ga.,  Secretary. 

Southern  Surgical  Association,  White  Sulphur  Springs,  Decem- 
ber 7-9,  1948.  Dr.  E.  P.  Lehmann,  Charlottesville,  Va.,  Presi- 
dent ; Dr.  Alfred  Blalock,  Johns  Hopkins  Hospital,  Baltimore 
5,  Secretary. 

Southwest  Allergy  Forum,  El  Paso.  Dr.  Sim  Hulsey,  Fort  Worth, 
President ; Dr.  O.  E.  Egbert,  First  National  Bank  Bldg.,  El 
Paso,  Secretary. 

Southwest  Medical  Association,  El  Paso,  October  28-30,  1948.  Dr. 
J.  M.  Greer,  Phoenix,  Ariz.,  President;  Dr.  Wickliffe  R.  Curtis, 
First  National  Bank  Building,  El  Paso,  Secretary. 

Southwest  Regional  Cancer  Conference,  Fort  Worth,  October  12, 
1948.  Secretary,  209  Medical  Arts  Bldg.,  Fort  Worth. 

United  States-Mexico  Border  Public  Health  Association,  Nogales, 
Ariz.,  and  Nogales,  Mexico,  1949.  Dr.  Victor  Ocampo  Alonzo, 
Hermosillo,  Mexico,  President;  Dr.  M.  F.  Haralson,  314  U.  S. 
Court  House,  El  Paso,  Secretary. 

STATE 

Texas  Association  of  Obstetricians  and  Gynecologists,  Houston, 
October,  1948.  Dr.  Warren  E.  Massey,  Dallas,  President ; Dr. 
George  Adam,  4115  Fannin,  Houston,  Secretary. 

Texas  Chapter,  American  Academy  of  General  Practice.  Dr.  J. 
B.  Copeland,  San  Antonio,  President;  Dr.  W.  P.  Higgins,  Jr., 
Medical  Arts  Bldg.,  Fort  Worth,  Secretary. 

Texas  Chapter,  American  College  of  Chest  Physicians.  Dr.  Robert 
B.  Homan,  El  Paso,  President ; Dr.  Charles  J.  Koerth,  Kerr- 
ville,  Secretary. 

Texas  Club  of  Internists.  Dr.  Julian  C.  Barton,  San  Antonio, 
President ; Dr.  Charles  Barrier,  Medical  Arts  Building,  Fort 
Worth,  Secretary. 

Texas  Dermatological  Society,  October.  Dr.  D.  T.  Gandy,  Hous- 
ton, President ; Dr.  W.  Harris  Connor,  601  Medical  Arts 
Bldg.,  Houston,  Secretary. 

Texas  Heart  Association.  Dr.  Walter  B.  Whiting.  Wichita  Falls, 
President;  Dr.  Merritt  B.  Whitten,  1421  Medical  Arts  Bldg., 
Dallas,  Secretary. 

Texas  Hospital  Association,  Galveston,  April  19-21,  1949.  Mr.  C. 
J.  Hollingsworth,  Lubbock,  President ; Mrs.  Ruth  Barnhart, 
2210  Main  St.,  Dallas,  Secretary. 

Texas  Neuropsychiatric  Association.  Dr.  M.  J.  Cooper,  San  An- 
tonio, President ; Dr.  David  Wade,  604  Capital  National  Bank 
Bldg.,  Austin,  Secretary. 

Texas  Orthopedic  Association,  San  Antonio,  April,  1949.  Dr. 
Ruth  Jackson,  Dallas,  President ; Dr.  Margaret  Watkins,  3629 
Fairmount  St.,  Dallas,  Secretary. 


Texas  Pediatric  Society,  Dallas,  October  15-16,  1948.  Dr.  C.  B. 
Alexander,  San  Antonio,  President;  Dr.  John  E.  Ashby,  3610 
Fairmount,  Dallas,  Secretary. 

Texas  Public  Health  Association,  San  Antonio,  February,  1949. 
Dr.  Austin  E.  Hill,  San  Antonio,  President ; Mr.  Earle  W. 
Sudderth,  Dallas  County  Health  Department,  Court  House, 
Dallas,  Executive  Secretary. 

Texas  Radiological  Society,  Fort  Worth.  January  7-8,  1949. 
Dr.  L.  M.  Garrett,  Corpus  Christi,  President ; Dr.  R.  P. 
O’Bannon,  650  Fifth  Ave.,  Fort  Worth,  Secretary. 

Texas  Railway  and  Traumatic  Surgical  Association,  San  Antonio, 
April,  1949.  Dr.  Denman  C.  Hucherson,  Houston,  President; 
Dr.  W.  F.  Parsons,  First  National  Bank  Bldg.,  Fort  Worth, 
Secretary. 

Texas  Society  for  Mental  Hygiene,  Dallas,  March  3-5,  1949.  Dr. 
Ozro  T.  Woods,  Dallas,  President;  Mrs.  Elizabeth  F.  Gardner, 
1617  Watchhill  Road,  Austin  21,  Executive  Secretary. 

Texas  Society  of  Anesthesiologists.  Dr.  J.  C.  Youngblood.  Hous- 
ton, President ; Dr.  H.  C.  Slocum,  928  Strand,  Galveston, 
Secretary. 

Texas  Society  of  Gastroenterologists  and  Proctologists.  San  An- 
tonio, April,  1949.  Dr.  Alvin  Baldwin,  Dallas,  President;  Dr. 
Carl  Giesecke,  1602  Nix  Professional  Bldg.,  San  Antonio, 
Secretary. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Fort 
Worth,  1948.  Dr.  S.  N.  Key,  Sr.,  Austin,  President:  Dr. 
John  L.  Matthews,  929  Nix  Professional  Bldg.,  San  Antonio, 
Secretary. 

Texas  Society  of  Pathologists,  Dallas,  January  30,  1949.  Dr. 
W.  W.  Coulter,  Sr.,  Houston,  President;  Dr.  C.  T.  Ashworth, 
Southwestern  Medical  College,  Dallas.  Secretary. 

Texas  State  Urological  Society,  Temple.  Dr.  Michael  K. 
O’Heeron,  Houston,  President;  Dr.  E.  O.  Bradfield,  Scott  and 
White  Clinic,  Temple,  Secretary. 

Texas  Surgical  Society,  Fort  Worth,  October  4-5,  1948.  Dr.  G.  W. 
N.  Eggers,  Galveston,  President;  Dr.  Truman  G.  Blocker, 
University  of  Texas  Medical  Branch,  Galveston,  Secretary. 
Texas  Tuberculosis  Association,  San  Angelo,  September  24-25, 
1948.  F.  K.  Dougharty,  Liberty,  President;  Miss  Pansy  Nich- 
ols, 700  Brazos,  Austin,  Executive  Secretary. 

DISTRICT 

Second  District  Society.  Dr.  R.  B.  G.  Cowper,  Big  Spring,  Presi- 
dent ; Dr.  H.  A.  Briggs,  Midland,  Secretary. 

Third  District  Society,  Lubbock,  October  5-6,  1948.  Dr.  C.  E. 
High,  Pampa,  President ; Dr.  Kenneth  Flamm,  Amarillo,  Sec- 
retary. 

Fourth  District  Society,  Ballinger.  Dr.  J.  C.  Young,  Coleman, 
President ; Dr.  Charles  F.  Bailey,  Ballinger,  Secretary. 

Fifth  and  Sixth  Districts  Society.  Dr.  Kleberg  Eckhardt,  Cor- 
pus Christi,  President;  Dr.  Charles  Tennison,  Nix  Professional 
Building,  San  Antonio,  Secretary. 

Seventh  District  Society.  Dr.  M.  I.  Brown,  Austin,  President;  Dr. 
David  Wade,  604  Capital  National  Bank  Bldg.,  Austin,  Secre- 
tary. 

Eighth,  Ninth  and  Tenth  Districts  Society.  Dr.  T.  O.  Woolley, 
Orange,  President;  Dr.  James  Greenwood,  Jr.,  518  Medical 
Arts  Bldg.,  Houston  2,  Secretary. 

Eleventh  District  Society,  Tyler,  October,  1948.  Dr.  Harvey 
Bell,  Palestine,  President ; Dr.  C.  B.  Young,  929  S.  Confeder- 
ate, Tyler,  Secretary. 

Twelfth  District  Society,  Bryan,  July  13,  1948.  Dr.  R.  R.  White, 
Temple,  President;  Dr.  H.  F.  Connally,  Jr.,  Amicable  Bldg., 
Waco,  Secretary. 

Thirteenth  District  Society.  Dr.  Fred  Harrell,  Olney,  President; 

Dr.  S.  W.  Wilson,  Medical  Arts  Bldg.,  Fort  Worth,  Secretary. 
Fourteenth  District  Society,  Greenville,  June  8,  1948.  Dr.  W.  I. 
Southerland,  Sherman,  President ; Dr.  John  Bagwell,  Medical 
Arts  Building,  Dallas,  Secretary. 

Fifteenth  District  Society,  Daingerfield,  Fall,  1948.  Dr.  W.  S. 
Terry,  Jefferson,  President;  Dr.  James  Harris,  Marshall, 
Secretary. 

CLINICS 

Dallas  Southern  Clinical  Society,  Dallas,  March  14-17,  1949. 
Miss  Thelma  J.  Webb,  Medical  Arts  Bldg.,  Dallas  1.  Executive 
Secretary. 

International  Post-Graduate  Medical  Assembly  of  Southwest 
Texas,  San  Antonio,  January  25-27,  1949.  Dr.  John  J.  Hinchey, 
643  Moore  Bldg.,  San  Antonio  5,  Secretary. 

Post  Graduate  Medical  Assembly  of  South  Texas,  Houston,  De- 
cember 7-9,  1948.  Dr.  E.  Trowbridge  Wolf,  229  Medical  Arts 
Bldg.,  Houston,  Secretary. 

Wichita  County  Fall  Clinical  Conference,  Wichita  Falls,  October 
20,  1948.  Dr.  Charles  H.  Brown,  Wichita  Falls,  Program 
Chairman. 


The  A.M.A.  Council  on  Medical  Service  reports  the 
Journal  of  the  Oklahoma  State  Medical  Association 
as  pointing  out  that  every  morning  in  Oklahoma 

2.000  doctors  make  their  daily  rounds.  With  an  av- 
erage of  ten  contacts  each,  20,000  opportunities  to 
do  a bit  of  public  relations  are  provided  per  day, 

7.300.000  per  year. 
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SOUTHWEST  ALLERGY  FORUM 
Ninety-four  physicians  were  registered  for  the 
meeting  of  the  Southwest  Allergy  Forum  on  April 
6 in  Oklahoma  City.  A resolution  introduced  by  Dr. 
Boen  Swinny,  San  Antonio,  was  passed,  suggesting 
that  the  allergists  of  Mexico  be  invited  to  attend 
meetings  of  the  forum.  Another  resolution  by  Dr. 
Ralph  Bowen,  Houston,  endorsed  the  effort  now  be- 
ing made  to  secure  formation  of  an  independent 
certifying  board  in  allergy. 

Officers  for  the  coming  year  were  elected  as  fol- 
lows: Drs.  Sim  Hulsey,  Fort  Worth,  president;  L.  0. 
Dutton,  El  Paso,  president-elect;  0.  E.  Egbert,  El 
Paso,  secretary- treasurer;  and  Earl  D.  Sellers,  Abi- 
lene, and  W.  C.  Service,  Colorado  Springs,  Colo., 
executive  board  members. 

The  next  meeting  will  be  held  in  El  Paso  upon  a 
date  to  be  decided  later. 


ROCKY  MOUNTAIN  CANCER  CONFERENCE 

The  second  Rocky  Mountain  Cancer  Conference, 
sponsored  by  the  Colorado  State  Medical  Society, 
the  Rocky  Mountain  Cancer  Foundation,  and  the 
Colorado  Division,  American  Cancer  Society,  has 
been  scheduled  for  July  14-15  in  Denver.  Financed 
wholly  by  contributed  funds,  mostly  through  the 
American  Cancer  Society,  the  conference  is  open 
without  charge  to  visiting  physicians. 

Among  the  distinguished  speakers  who  will  par- 
ticipate in  the  conference  are  the  following:  Drs. 
Fred  Rankin,  Lexington,  Ky.,  colon  and  rectum; 
Herman  Kretschmer,  Chicago,  urinary  tract;  Morris 
Barrett,  Bethesda,  Md.,  gastro-intestinal  tract; 
Alfred  Adson,  Rochester,  Minn.,  brain  and  nervous 
system;  Cly  H.  Hatchei\  Chicago,  bone;  Alton  Ochs- 
ner,  New  Orleans,  lung;  John  Lawrence,  Berkeley, 
Calif.,  isotopes;  Richard  Sweet,  Boston,  esophagus; 
John  Budd,  Los  Angeles,  laboratory  diagnosis;  and 
Archer  C.  Sudan,  Denver,  general  practice.  In  addi- 
tion to  the  scientific  program,  a nonscientific  ban- 
quet and  evening  of  entertainment  have  been  plan- 
ned for  July  14. 

Additional  information  may  be  obtained  from  Dr. 
Casper  F.  Hegner,  835  Republic  Building,  Denver  2. 


COUNTY  SOCIETY  OFFICERS  BREAKFAST 

Officers  and  executive  secretaries  of  several  coun- 
ty medical  societies  met  for  breakfast  April  27  at 
Houston  during  the  annual  session  of  the  State 
Medical  Association  to  discuss  mutual  problems  and 
to  consider  the  advisability  of  holding  future  meet- 
ings of  a similar  nature.  Dr.  H.  L.  Alexander,  presi- 
dent of  Harris  County  Medical  Society,  presided. 

Dallas,  Bell,  Travis,  Bexar,  Collin,  Nueces,  Bra- 
zoria, Wharton,  Tarrant,  and  Harris  county  societies 
were  represented  in  the  discussion,  which  resulted 
in  passage  of  a motion  that  a breakfast  meeting  be 
held  each  year  during  the  State  Medical  Associa- 
tion annual  session  and  that  “the  president  of  the 
county  society  where  the  meeting  is  to  be  held  be 
notified  of  the  arrangement.”  It  was  the  consensus 
that  a formal  organization  would  not  be  desirable, 
but  that  informal  meetings  would  be  helpful. 

Various  suggestions  were  made  to  assist  county 
societies.  Among  them  were  the  following:  (1)  that 
a school  of  instruction  for  new  county  society  of- 
ficers, similar  to  that  held  by  the  Woman’s  Auxil- 
iary, be  held;  (2)  that  at  least  the  larger  societies 
name  presidents-elect  to  become  familiar  with  prob- 
lems of  the  society  before  they  assume  the  office 
of  president;  (3)  that  a letter  from  the  State  Sec- 
retary containing  material  of  specific  importance 
to  county  societies  either  be  published  as  a regular 
department  of  the  Journal  or  mailed  separately; 
(4)  that  better  relations  with  newspapers,  political 


aspirants,  and  the  public  be  encouraged  by  means 
of  joint  social  meetings,  establishment  of  health  mu- 
seums, and  other  methods;  (5)  that  attendance  at 
meetings  be  encouraged  by  occasional  programs  on 
such  problems  as  “the  doctor  and  his  securities”; 
(6)  that  medical  precepts  committee  lectures  be  in- 
stituted to  help  younger  members  of  the  societies. 


TEXAS  CHAPTER,  AMERICAN  ACADEMY  OF 
GENERAL  PRACTICE 

Organization  of  the  Texas  Chapter,  American 
Academy  of  General  Practice  was  consummated 
during  the  annual  session  of  the  State  Medical  As- 
sociation in  Houston  the  week  of  April  26.  Dr.  J.  B. 
Copeland,  San  Antonio,  was  elected  president;  Dr. 
E.  A.  Rowley,  Amarillo,  vice-president;  Dr.  W.  P. 
Higgins,  Jr.,  Fort  Worth,  secretary;  and  Dr.  C.  C. 
Shotts,  San  Antonio,  treasurer.  The  board  of  direc- 
tors is  composed  of  Drs.  H.  T.  Jackson,  Fort  Worth, 
chairman;  Allen  Stewart,  Lubbock;  and  J.  M. 
Travis,  Sr.,  Jacksonville. 

The  new  Texas  organization,  which  already  has 
about  four  hundred  members,  has  adopted  a con- 
stitution in  keeping  with  that  of  the  American 
Academy  of  General  Practice,  which  was  founded 
less  than  a year  ago  to  promote  high  standards  in 
general  practice,  to  encourage  young  persons  to 
establish  themselves  in  general  practice,  to  protect 
the  rights  of  the  general  practitioner,  to  assist  in 
providing  postgraduate  study  for  general  practition- 
ers, and  to  advance  medical  science  and  private  and 
public  health. 


TEXAS  NEUROPSYCHIATRIC  ASSOCIATION 

Approximately  one  hundred  fifty  persons  were 
registered  for  the  meeting  of  the  Texas  Neuropsy- 
chiatric Association  held  in  Houston  on  April  26. 
The  program  outlined  in  the  March,  1948,  Journal 
was  presented. 

The  society  voted  to  take  the  necessary  steps  to 
become  an  active  affiliate  of  the  American  Psychia- 
tric Association.  Officers  elected  were  Drs.  M.  J. 
Cooper,  San  Antonio,  president;  A.  T.  Hanretta, 
Austin,  vice-president;  and  David  Wade,  Austin, 
secretary-treasurer.  The  society  will  meet  next  au- 
tumn at  one  of  the  state  hospitals  and  will  hold  its 
annual  spring  meeting  in  conjunction  with  the  State 
Medical  Association  session  in  1949. 


TEXAS  CHAPTER,  AMERICAN  COLLEGE  OF 
CHEST  PHYSICIANS 

The  seventh  annual  meeting  of  the  Texas  Chapter, 
American  College  of  Chest  Physicians  was  held  in 
Houston  on  April  26.  The  scientific  program  out- 
lined in  the  March,  1948,  Journal  was  presented 
for  forty  members  and  seventy  guests. 

Officers  elected  unanimously  by  acclamation  in- 
clude Drs.  Robert  B.  Homan,  El  Paso,  president; 
Elliott  Mendenhall,  Dallas,  first  vice-president; 
Jesse  B.  White,  Amarillo,  second  vice-president;  and 
Charles  J.  Koerth,  Iverrville,  secretary-treasurer. 

It  was  pointed  out  by  Dr.  H.  Frank  Carman,  Dal- 
las, retiring  president,  that  the  American  Medical 
Association  has  established  a Section  on  Diseases  of 
the  Chest  and  that  a poll  of  members  of  the  Texas 
Chapter,  American  College  of  Chest  Physicians  was 
overwhelmingly  in  favor  of  having  a Section  on  Dis- 
eases of  the  Chest  in  the  State  Medical  Association. 
Upon  motion  by  Dr.  Charles  M.  Hendricks,  El  Paso, 
the  incoming  president  was  directed  to  appoint  a 
committee  to  investigate  the  possibilities  of  having 
such  a section  set  up  and  to  arrange  for  its  estab- 
lishment if  possible. 

The  chapter  also  voted  to  have  the  incoming  presi- 
dent appoint  a committee  to  consider  the  possibility 


1948 


MISCELLANEOUS 


157 


of  sponsoring  an  exhibit  on  diseases  of  the  chest 
for  the  scientific  exhibits  of  the  State  Medical  Asso- 
ciation at  its  annual  session. 


TEXAS  ORTHOPEDIC  ASSOCIATION 

The  Texas  Orthopedic  Association  met  jointly 
with  the  Texas  Railway  and  Traumatic  Surgical 
Association  on  April  26  in  Houston  for  the  scientific 
program  outlined  in  the  March,  1948,  Journal. 

In  a separate  luncheon  meeting,  twenty-four 
members  of  the  Orthopedic  Association  transacted 
business  of  the  organization,  including  the  election 
of  new  officers  as  follows:  Drs.  Ruth  Jackson, 
Dallas,  president;  Bruce  Stephenson,  Beaumont, 
vice-president;  and  Margaret  Watkins,  Dallas,  sec- 
retary-treasurer. 

The  next  meeting  of  the  Texas  Orthopedic  Asso- 
ciation will  be  held  in  conjunction  with  the  1949 
annual  session  of  the  State  Medical  Association. 


TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS 
The  Texas  Society  of  Anesthesiologists  was  estab- 
lished April  26  in  Houston  when  the  organization 
known  for  twelve  years  as  the  Texas  Association 
of  Medical  Anesthetists  adopted  a new  constitution. 
By  unanimous  vote  of  the  approximately  fifty  mem- 
bers present,  the  society  agreed  to  apply  to  the 
American  Society  of  Anesthesiologists  to  become  a 
component  section  of  the  national  group. 

Dr.  J.  C.  Youngblood,  Houston,  president-elect  of 
the  old  organization,  assumed  the  presidency  of  the 
new  society,  and  other  officers  were  elected  as  fol- 
lows: Drs.  Wilbur  Robertson,  San  Antonio,  presi- 
dent-elect; Russell  Bonham,  Houston,  vice-president; 
H.  C.  Slocum,  Galveston,  secretary-treasurer;  J.  W. 
Winter,  San  Antonio,  delegate  to  the  American  So- 
ciety of  Anesthesiologists;  and  L.  F.  Sc-huhmacher, 
Houston,  alternate  delegate.  These  officers  will  com- 
prise the  executive  committee,  and  annual  commit- 
tees will  be  appointed  by  the  president. 

It  was  voted  that  a member  of  the  committee  on 
economics  and  public  relations  would  serve  as  a 
standing  committee  to  represent  the  organization  in 
the  State  Medical  Association. 

The  scientific  program  of  the  society  was  pre- 
sided over  by  Dr.  Robert  A.  Miller,  San  Antonio, 
retiring  president,  and  consisted  of  the  following 
papers : 

Pentothal-Curare  Anesthesia  for  Chest  Surgery — Dr.  I.  E.  Lam- 
berth  and  Dr.  F.  A.  D.  Alexander,  McKinney. 

Catheter  Technique  for  Spinal  Anesthesia — Dr.  R.  H.  Kirkpat- 
rick and  Dr.  L.  F.  Schuhmacher,  Houston. 

Spinal  Anesthesia  for  Abdominal  Surgery — Dr.  Rolland  Whit- 
acre,  Cleveland,  Ohio. 

Statistical  Report  on  Five-Year  Mortality  Study- — Dr.  D.  C. 
Duplan  and  Dr.  H.  C.  Slocum,  Galveston. 

Each  paper  was  discussed  in  open  forum. 

A cocktail  hour  was  enjoyed  following  the  scien- 
tific and  business  sessions. 


TEXAS  HEART  ASSOCIATION 

The  name  of  the  Texas  State  Heart  Association 
was  changed  to  the  Texas  Heart  Association  at  its 
meeting  in  Houston  on  April  26,  at  which  time  the 
program  as  published  in  the  March,  1948,  JOURNAL 
was  carried  out.  The  change  in  name  came  as  a part 
of  the  reorganization  of  the  association  and  adoption 
of  a new  constitution  in  an  attempt  to  promote  bet- 
ter the  educational  and  health  program  of  the 
American  and  Texas  Heart  Associations.  During  the 
past  year  the  Texas  Heart  Association  has  expand- 
ed its  educational  program  and  other  facilities  to 
laymen  as  well  as  to  physicians  in  an  effort  to  re- 
duce the  high  mortality  from  heart  disease. 

New  officers  elected  were  Drs.  Walter  B.  Whiting, 
Wichita  Falls,  president;  George  W.  Parson,  Tex- 
arkana, vice-president;  and  Merritt  B.  Whitten, 
Dallas,  secretary-treasurer.  An  executive  committee 
appointed  by  the  president  includes  besides  the  of- 


ficers: Drs.  DeWitt  Neighbors,  Fort  Worth,  chair- 
man; Paul  Ledbetter,  Houston;  J.  F.  McVeigh,  Fort 
Worth;  Victor  Schulze,  San  Angelo;  and  Henry 
Winans,  Dallas;  and  Mrs.  Q.  B.  Lee,  Wichita  Falls. 
The  board  of  directors  consists  of  twenty-six  physi- 
cians and  fourteen  laymen  from  throughout  the 
state. 

The  next  meeting  will  be  held  in  San  Antonio  at 
the  time  of  the  1949  annual  session  of  the  State 
Medical  Association. 


CONFERENCE  OF  CITY  AND  COUNTY 
HEALTH  OFFICERS 

The  annual  meeting  of  City  and  County  Health 
Officers  of  the  state  was  held  April  26  in  Houston. 
Essentially  the  program  published  in  the  March, 
1948,  Journal  was  carried  out.  However,  the  title 
of  the  address  by  Dr.  George  W.  Cox,  Austin,  state 
health  officer,  was  changed  to  “The  Shifting  of 
Texas  Mortality”;  Dr.  J.  E.  Peavy,  Austin,  instead 
of  presenting  a paper  introduced  Delas  Reeves, 
county  judge  of  Nolan  County,  who  spoke  on  “Local 
Opinion  of  a County  Health  Unit”;  and  Dr.  David 
M.  Cowgill,  Abilene,  spoke  on  “Cooperation  be- 
tween Local  Health  Unit  Directors  and  Local  Medi- 
cal Societies.” 


TEXAS  RAILWAY  AND  TRAUMATIC 
SURGICAL  ASSOCIATION 

A total  of  193  physicians  were  registered  for  the 
April  26  meeting  of  the  Texas  Railway  and  Trau- 
matic Surgical  Association  in  Houston.  The  scien- 
tific program  as  published  in  the  March  issue  of 
the  Journal  was  carried  out. 

Election  of  officers  resulted  in  the  following 
roster:  Drs.  Denman  C.  Hucherson,  Houston,  presi- 
dent; Joe  R.  Gandy,  Houston,  vice-president;  Joe 
White,  Fort  Worth,  second  vice-president;  and  W.  F. 
Parsons,  Fort  Worth,  secretary-treasurer.  Dr.  Ross 
Trigg,  Fort  Worth,  who  had  served  as  secretary- 
treasurer  of  the  association  for  twenty-five  years, 
had  requested  that  he  not  be  reelected.  A vote  of 
appreciation  and  thanks  was  accorded  Dr.  Trigg. 

Dues  were  raised  by  unanimous  vote  from  $1  per 
year  to  $3  per  year. 

A cocktail  party  with  214  guests  was  held  in  the 
evening. 

The  association  will  meet  next  in  San  Antonio  at 
the  time  of  the  annual  session  of  the  State  Medical 
Association. 


TEXAS  SOCIETY  OF  GASTROENTEROLOGISTS 
AND  PROCTOLOGISTS 
Approximately  sixty  were  present  for  the  scien- 
tific program  of  the  Texas  Society  of  Gastroenter- 
ologists and  Proctologists  given  in  Houston  on  April 
26  as  printed  in  the  March  issue  of  the  Journal. 
Foi’ty  members,  visitors,  and  their  wives  attended 
the  annual  banquet. 

Officers  elected  for  the  coming  year  include  Drs. 
Alvin  Baldwin,  Dallas,  president;  Leroy  Duggan, 
Houston,  first  vice-president;  Wade  Harris,  Hous- 
ton, second  vice-president;  Carl  G.  Giesecke,  San 
Antonio,  secretary-treasurer.  The  next  meeting  will 
be  held  in  San  Antonio  on  Monday  of  the  week  in 
which  the  1949  session  of  the  State  Medical  Asso- 
ciation is  held. 


BAYLOR  UNIVERSITY  ALUMNI 
Approximately  one  hundred  alumni  of  Baylor 
University  College  of  Medicine  attended  a banquet 
April  27  in  Houston  during  the  meeting  of  the 
State  Medical  Association  to  hear  an  address  on 
“The  Place  of  a Medical  College  in  a Medical  Cen- 
ter” by  Dr.  C.  C.  Cody,  Jr.,  Houston. 

The  following  officers  were  elected  to  serve  the 


158 


TEXAS  STATE  JOURNAL  OF  MEDICINE 


June, 


Alumni  Association  during  1948-1949:  Drs.  Jack 
Brannon,  Houston,  president;  King  Gill,  Corpus 
Christi,  president-elect;  John  Bagwell,  Dallas,  first 
vice-president;  T.  A.  Kinder,  Brownsville,  second 
vice-president;  Gail  Medford,  Lufkin,  secretary- 
treasurer;  John  Talley,  Waco;  W.  G.  Stephens, 
Burger;  and  R.  T.  Patterson,  Houston,  representa- 
tives-at-large  on  the  executive  committee;  and  W. 
W.  Fisher,  Houston,  faculty  representative. 


TEXAS  DERMATOLOGICAL  SOCIETY 
The  Texas  Dermatological  Society  met  in  Hous- 
ton on  April  26  with  thirty-six  members  and  guests 
present.  A clinic  was  held  at  Jefferson  Davis  Hos- 
pital, followed  by  dinner  and  an  informal  discus- 
sion at  River  Oaks  Country  Club. 

Officers  were  elected  as  follows:  Drs.  D.  T.  Gandy, 
Houston,  president;  C.  D.  Stewart,  Corpus  Christi, 
vice-president;  and  W.  Harris  Connor,  Houston, 
secretary.  The  next  meeting  will  be  held  in  October. 


UNIVERSITY  OF  TEXAS  ALUMNI 
ASSOCIATION 

The  Alumni  Association  of  the  University  of 
Texas  Medical  Branch  held  its  annual  banquet  April 
27  in  Houston  in  conjunction  with  the  annual  session 
of  the  State  Medical  Association.  Dr.  R.  B.  Homan, 
El  Paso,  presided,  and  Dr.  C.  M.  Pomerat,  profes- 
sor of  anatomy  and  cytology  and  director  of  the  Tis- 
sue Culture  Laboratory  at  the  Medical  Branch, 
spoke  on  “The  New  Morphology.”  The  largest  group 
ever  to  attend  the  association’s  meeting  was  present, 
260  plates  being  served. 

The  Alumni  Association  unanimously  approved  a 
plan  to  build  a Medical  Alumni  Memorial  Union 
Building  on  the  Galveston  campus  to  honor  alumni 
who  died  in  both  world  wars,  to  provide  recreational 
facilities  for  students,  and  to  house  alumni  offices 
and  rooms  for  visiting  alumni  and  parents.  The 
plan  has  been  endorsed  by  the  Board  of  Regents  and 
the  Development  Board  of  the  University  and  by 
the  Sealy  and  Smith  Foundation,  which  will  donate 
a block  of  land  for  the  building.  Fund  raising  will 
be  handled  by  the  Development  Board. 

Officers  for  the  Alumni  Association  for  the  en- 
suing year  are  Drs.  G.  V.  Brindley,  Temple,  presi- 
dent; James  B.  Nail,  Wichita  Falls,  president-elect; 
Charles  D.  Reece,  Houston,  vice-president;  and  Miss 
Mildred  Robertson,  secretary-treasurer. 


ENGLISH  DIET  INCREASES  BIRTH  RATE 

Severe  food  restrictions  and  rationing  have  played 
an  important  part  in  improving  the  health  of  Eng- 
land and  increasing  her  birth  rate,  two  Boston  in- 
vestigators say  in  an  article  appearing  in  the  May 
8 issue  of  The  Journal  of  the  American  Medical 
Association.  The  report  on  nutritional  needs  dur- 
ing pregnancy  was  written  by  Bertha  S.  Burke, 
M.  A.,  and  Harold  C.  Stuart,  M.  D.,  both  from  the 
Department  of  Maternal  and  Child  Health,  School 
of  Public  Health,  Harvard  University,  Boston. 

In  their  article  they  state  that  “under  the  severe 
restrictions  imposed  by  war,  England  appears  to 
have  profited  considerably  with  respect  to  health 
as  a result  of  her  need  to  utilize  all  her  available 
food  as  efficiently  as  possible  . . . although  the  diet 
has  been  extremely  monotonous,  the  average  nutri- 
tional quality  of  the  English  diet  has  been  improved. 

“Previous  to  the  war,  the  diet  of  the  pregnant 
woman  in  the  lower  income  brackets  in  England  was 
poorer  than  that  of  the  average  adult,  but  during 
the  war  special  attention  was  focused  on  her  diet. 
For  the  first  time  in  the  history  of  England,  special 
food  was  made  available  to  all  pregnant  women  in 
the  form  of  additional  milk,  eggs,  supplementary 
vitamins,  and  other  extra  rations  when  possible.” 


There  was  a sharp  drop  in  the  stillbirth  rate  in 
England  and  Wales  after  the  rationing  program  was 
instituted,  the  decrease  being  greatest  in  the  poorest 
economic  districts.  These  conditions  occurred  at  a 
time  when  all  conditions  of  life  other  than  nutrition 
had  deteriorated. 

In  Holland  it  was  found  that  during  the  “hunger 
months”  of  the  war  and  right  after,  about  50  per 
cent  of  the  women  suffered  from  amenorrhea  and 
were  presumably  infertile.  However,  the  article 
states,  this  condition  disappeared  promptly  with  the 
return  of  food.  Also,  the  birth  weights  of  infants 
born  at  full  term  decreased  suddenly  during  the 
hunger  months  and  rose  almost  as  abruptly  as  the 
country  emerged  from  the  severe  starvation  period. 

In  the  United  States,  results  of  studies  also  show 
definite  relationship  of  diet  to  pregnancy  and  birth. 
In  a group  of  216  cases  studied  at  the  Boston  Lying- 
In  Hospital,  all  of  the  stillborn  infants,  all  except 
one  of  the  infants  who  died  in  the  neonatal  period, 
all  except  one  of  the  premature  infants,  most  of 
the  infants  with  congenital  defects,  and  all  of  the 
infants  considered  to  be  “functionally  immature” 
were  born  to  women  in  the  poorest  diet  group.  In 
contrast  94  per  cent  of  the  infants  born  to  mothers 
on  good  or  excellent  diets  during  pregnancy  were  in 
good  or  excellent  physical  condition  at  birth. 


Even  if  not  more  than  two-thirds  of  the  cases  of 
erythema  nodosum  are  associated  with  a tuberculous 
primary  infection,  it  is  obvious  that  every  tuberculin- 
positive case  must  be  treated  in  private  practice  as 
a possible  expression  of  tuberculosis  until  thorough 
examination  has  shown  that  this  possibility  can  be 
ruled  out.  The  best  guide  to  the  etiological  diag- 
nosis seems  to  be  the  vesicular  tuberculin  reaction. 
— Hans  Jacob  Ustvedt,  M.  D.,  Tubercle,  Dec.,  1947. 


The  unsolved  problems  of  public  health  and  pre- 
ventive medicine  lie  in  the  field  of  health  protection 
and  health  promotion  of  the  adult,  particularly  the 
young  adult,  who  is  the  most  productive  member  of 
society.  It  is  also  quite  clear  that  problems  of  adult 
hygiene  cannot  be  solved  by  the  methods  of  mass 
approach. — Medicine  in  the  Changing  Order,  Rep. 
New  York  Academy  Med.  Comm.,  The  Common- 
wealth Fund,  1947. 


LIBRARY  NOTES 


PACKAGE  SERVICE 

The  package  library  consists  of  collections  of  reprints 
and  other  periodical  material  on  various  subjects,  prepared 
for  lending  to  members  of  the  Association.  Requests  for 
packages  should  be  addressed  “Library,  State  Medical  Asso- 
ciation of  Texas.  1404  W.  El  Paso  Street,  Fort  Worth  3, 
Texas.”  Twenty-five  cents  in  stamps  should  be  enclosed 
with  the  request  to  cover  postage  and  part  of  the  expense 
of  collecting  the  material.  Packages  are  allowed  to  remain 
in  the  hands  of  the  borrower  for  14  days. 


Accessions 

The  following  additions  were  made  to  the  Li- 
brary in  May: 

Reprints  received,  592. 

Journals  received,  172. 

Books  received,  11. 

Springfield,  111.,  Charles  C.  Thomas — Fischer: 
William  B.  Wherry,  Bacteriologist;  Fischer:  Chris- 
tian R.  Holmes,  Man  and  Physician. 

Baltimore,  Williams  and  Wilkins  Company — 
Parker:  Textbook  of  Clinical  Pathology;  Cowdry: 
Laboratory  Technique  in  Biology  and  Medicine. 

Philadelphia,  Blakiston  Company — Winton  and 
Bayliss:  Human  Physiology. 

Chicago,  Physicians’  Record  Company — Prall,  Di- 
rector: Problems  of  Hospital  Administration. 
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St.  Louis,  C.  V.  Mosby  Company — Mettler:  Neuro- 
anatomy; Zahorsky:  Synopsis  of  Pediatrics. 

London,  Henry  Kingston — Ford:  Chronic  Ill- 
Health  Relieved  by  Drainage  of  Para-Nasal  Sinuses. 

Garden  City,  N.  Y.,  Doubleday  & Company — 
Fishbein  and  Burgess:  Successful  Marriage. 

Summit,  N.  J.,  Ciba  Pharmaceutical  Products,  Inc. 
— Walton  and  Netter:  Control  of  Pain  with  Saddle 
Block  and  Higher  Spinal  Anesthesia. 

Summary  of  Service 

Local  users,  80.  Borrowers  by  mail,  39. 

Items  consulted,  1,093.  Packages  mailed,  38. 
Items  taken  out,  366.  Items  mailed,  401. 

Total  number  of  articles  consulted  and  loaned,  1,860. 


MOTION  PICTURE  FILM  LIBRARY 

Motion  picture  films  on  medical  subjects,  16  mm.,  both 
silent  and  sound,  some  in  color,  and  suitable  for  either 
medical  or  lay  audiences,  are  available  for  loan  to  county 
medical  societies,  hospital  staffs,  or  individual  physicians, 
on  request.  Borrowers  will  be  required  to  pay  only  the  cost 
of  shipment  of  the  films,  by  express,  with  insurance,  and 
for  any  damage  to  films  while  in  the  hands  of  the  borrower. 

Requests  for  films  should  be  addressed  to  “Motion  Picture 
Film  Library,  State  Medical  Association  of  Texas,  1404 
West  El  Paso  Street,  Fort  Worth  3.  Texas."  A list  of  avail- 
able films,  with  descriptions,  will  be  furnished  on  request. 


The  following  motion  picture  films  were  loaned 
by  the  Film  Library  during  May: 

Adolescence,  Introduction  to  (Mead  Johnson) — El 
Paso  Gynecological  Society,  El  Paso. 

Another  to  Conquer  (Texas  Tuberculosis  Associa- 
tion)— Dr.  Taylor  T.  Pickett,  Dallas. 

Anoxia,  Physiology  of  (Linde  Products) — Ange- 
lina County  Medical  Society,  Lufkin. 

Appendicitis  in  Childhood  (Mead  Johnson) — Wil- 
liamson County  Medical  Society,  Taylor. 

As  Others  'See  Us  (American  Hospital  Associa- 
tion)— Angelina  County  Medical  Society,  Lufkin, 
and  St.  Joseph’s  Hospital,  Wellington. 

Back  to  Norynal  (British  Information  Service)  — 
Dr.  Taylor  T.  Pickett,  Dallas. 

Bleeding  Tendency  (Mead  Johnson) — School  of 
Nursing,  Scott  & White  Hospital,  Temple. 

Blood  Transfusion  (British  Information  Service) 
— School  of  Nursing,  Scott  & White  Hospital, 
Temple. 

Cataract  Surgery  (Dr.  Ray  K.  Daily) — Medical 
and  Surgical  Clinic,  Laredo. 

Chest  Disease,  Surgery  in  (British  Information 
Service) — St.  Joseph’s  Hospital,  Wellington. 

D.D.T.,  Story  of  (British  Information  Service)  — 
Lions  Club,  Sanderson. 

Eyes  for  Tomorrow  (Hurst  Clinic) — Dr.  Taylor 
T.  Pickett,  Dallas. 

Eyes,  Your  Children’s  (British  Information  Serv- 
ice)-— Taylor  Clinic,  Lufkin,  and  Harris  College  of 
Nursing,  Fort  Worth. 

Feeding  the  Infant  During  the  First  Year  (Mead 
Johnson) — Kansas  Medical  Society  Convention, 
Wichita,  Kan. 

From  Moo  to  You  (Borden  Company) — Dr.  Tay- 
lor T.  Pickett,  Dallas. 

Heart  Disease,  Oxygen  Therapy  (Linde  Products) 
— Williamson  County  Medical  Society,  Taylor,  and 
Dr.  C.  W.  Tenery,  Waxahachie. 

Hematology,  Animated  (Armour  Laboratories) — 
Texas  Wesleyan  College,  Fort  Worth,  and  Dr.  I.  A. 
Ulert,  Houston. 

Magic  Bullets  (U.S.  Public  Health  Service) — Gas- 
ton Avenue  Baptist  Church,  Dallas. 

Modern  Nutrition  (E.  R.  Squibb  & Son) — Her- 
mann School  of  Nursing,  Houston. 

Modest  Miracle  (Standard  Brands) — Dr.  Taylor 
T.  Pickett,  Dallas. 

Nutrition  in  Wound  Healing  (California  Fruit 
Growers) — North  Texas  Agricultural  College,  Ar- 
lington. 


Observations  on  Hepatitis  (Mead  Johnson)— Dr. 
E.  Rankin,  Tulsa,  Okla. 

Primary  Dysmenorrhea  (G.  D.  Searle  Company) 
— Dr.  N.  L.  Schiller,  Austin. 

Problem  Child  (Mead  Johnson) — Dr.  P.  M.  Nesbit, 
Arlington. 

Roentgen  Pelvimetry  (Mead  Johnson) — Victoria 
County  Medical  Society,  Victoria. 

Role  of  Gastroscopy  in  Gastric  Pathology  (Har- 
rower  Laboratories,  Inc.) — North  Texas  Agricul- 
tural College,  Arlington. 

Spontaneous  Delivery  (Mead  Johnson) — F.  A.  Or- 
gain  Memorial  Hospital,  Bastrop. 

Stitch  in  Time  (American  Medical  Association)  — 
Dr.  L.  M.  Altaras,  Crowell. 

This  Is  TB  (Texas  Tuberculosis  Association) — Dr. 
David  Shelby,  Gonzales,  and  Dr.  Taylor  T.  Pickett, 
Dallas. 

Time  Is  Life  (American  Cancer  Society) — El  Paso 
Gynecological  Society,  El  Paso. 

Traitor  Within  (American  Cancer  Society) — High 
School  and  P.T.A.,  Cotulla,  and  Dr.  Taylor  T. 
Pickett,  Dallas. 

Treatment  of  Varicose  Veins  (G.  D.  Searle  Com- 
pany)— Dr.  Carroll  T.  Adriance,  Galveston. 

Trichomonal  and  Mondial  Vaginitis  (G.  D.  Searle 
Company) — Dr.  N.  L.  Schiller,  Austin. 

Tuberculosis,  Diagnostic  Procedure  in  (Texas 
Tuberculosis  Association) — Fort  Worth  Depart- 
ment of  Public  Health  and  Welfare,  Fort  Worth. 

Tuberculosis,  Role  of  Public  Health  Nurse  (Texas 
Tuberculosis  Association)- — Sanatorium  School  of 
Nursing,  Sanatorium,  and  City  Health  Department, 
Fort  Worth. 

Urinary  Antisepsis,  Progress  in  (Mead  Johnson) 
— Victoria  County  Medical  Society,  Victoria. 

X-Ray  (Chest),  Technique  of  Group  Services 
(Texas  Tuberculosis  Association)  — Sanatorium 
School  of  Nursing,  Sanatorium. 

X-Ray  (Chest),  Routine  Admission  in  General 
Hospitals  (Texas  Tuberculosis  Association) — St. 
Joseph’s  Hospital,  Wellington. 

When  Bobby  Goes  to  School  (Mead  Johnson) — Dr. 
David  Shelby,  Gonzales. 

You  Are  the  Switchman  (American  Cancer  So- 
ciety)— F.  A.  Orgain  Memorial  Hospital,  Bastrop, 
and  El  Paso  Gynecological  Society,  El  Paso. 


BOOK  REVIEWS 

tuberculosis.  A Discussion  of  Phthisiogenesis, 
Immunology,  Pathologic  Physiology,  Diagnosis 
and  Treatment.  By  Francis  Marion  Pottenger, 
A.  M.,  M.  D.,  LL.  D.,  F.  A.  C.  P.,  Emeritus  Pro- 
fessor of  Medicine,  University  of  Southern  Cali- 
fornia, School  of  Medicine;  Medical  Director, 
Pottenger  Sanatorium  and  Clinic  for  Diseases 
of  the  Chest,  Monrovia,  Calif.  Cloth,  597  pages, 
illustrated.  Price,  $12.  St.  Louis,  C.  V.  Mosby 
Company,  1948. 

The  author  has  spent  more  than  fifty  years  in  the 
practice  of  medicine  and  has  devoted  his  efforts  to 
the  experimental  and  clinical  study  of  tuberculosis. 
This  material  has  been  clearly  recorded  in  his  book 
on  tuberculosis.  There  are  36  pages  of  excellent 
radiographs,  photographs,  and  charts. 

The  book  should  be  read  and  studied  by  every 
student  of  medicine.  The  thoroughness  of  investiga- 
tion of  the  clinical  aspects  of  the  disease  will  im- 
press the  doctors  of  this  modern  laboratory  period. 
Dr.  Pottenger  stresses  the  broad  understanding  that 
is  required  properly  to  evaluate  the  patient  who 
has  pulmonary  tuberculosis.  Objective  and  subjective 
aspects  of  the  disease  are  individually  stressed.  The 
important  factors  relating  to  primary  and  reinfec- 
tion tuberculosis  are  clearly  stated.  Tuberculosis  in 

1Reviewed  by  Ben  DuBilier,  M.  D.,  D.  A.  B.  R.,  Austin. 
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children  and  in  adults  is  considered  relative  to 
heredity,  anatomy,  physiology,  and  environment. 

Two  chapters  are  given  to  visceral  neurology  and 
reflexes  of  pulmonary  tuberculosis.  Many  excellent 
photographs  are  shown  to  demonstrate  this  feature 
of  the  disease.  Physicians  would  do  well  to  study 
these  chapters  carefully.  Dr.  Pottenger  demonstrates 
that  simple  reasoning  of  pathologic  and  physiologic 
processes  will  enhance  the  diagnostic  acumen  of  the 
alert  physician. 

Inspection,  palpation,  percussion,  and  ausculta- 
tion are  discussed  in  four  chapters.  The  tuberculin 
test  and  immunization  are  thoroughly  discussed.  The 
convincing  chapters  for  immunization  cannot  be 
ignored.  The  final  chapters  are  devoted  to  diagnos- 
tic and  therapeutic  principles. 

Fifty  years  of  keen  observation  resulting  in  many 
advanced  laboratory  techniques,  diagnoses,  and 
treatments  are  recorded  in  this  scholarly  book.  Any 
physician  who  desires  the  ultimate  in  diagnosis  and 
treatment  for  his  patient  with  pulmonary  tubercu- 
losis should  read  this  book. 

"Minor  Surgery.  By  Frederick  Christopher,  B.  S., 
M.  D.,  F.  A.  C.  S.,  Associate  Professor  of  Sur- 
gery, Northwestern  University  Medical  School; 
Chief  Surgeon,  Evanston  (111.)  Hospital.  Cloth, 
1,058  pages.  Sixth  edition,  937  illustrations  on 
595  figures.  Price,  $12.  Philadelphia,  W.  B. 
Saunders  Company,  1948. 

This  work,  a perennial  favorite  among  both  sur- 
geons and  general  practitioners,  has  again  been  com- 
pletely revised  and  brought  up  to  date  in  the  light 
of  recent  developments. 

The  many  lessons  taught  by  World  War  II  are  in- 
cluded in  this  volume,  particularly  in  reference  to 
the  use  and  abuse  of  the  sulfonamides  and  anti- 
biotics in  wound  management,  the  treatment  of 
burns,  the  plastic  closure  of  decubitus  ulcers,  the 
surgical  management  of  pilonidal  sinuses,  novocaine 
injection  of  sprained  ankles,  march  fractures,  and 
the  various  phases  of  plastic  and  reconstructive  sur- 
gery. 

New  sections  have  been  added  to  deal  with  such 
subjects  as  early  postoperative  ambulation,  the  con- 
trol of  hemorrhage  with  gelatine  sponge  and  oxidiz- 
ed cellulose,  and  refrigeration  anesthesia.  Other  sec- 
tions which  have  been  amplified  and  revised  are 
those  discussing  the  treatment  of  thrombophlebitis 
and  phlebothrombosis;  and  the  various  new  develop- 
ments in  postoperative  care,  particularly  in  regard 
to  diet,  protein  and  fluid  requirements,  blood  trans- 
fusions, and  the  Rh  factor. 

As  in  the  past,  the  author  quotes  freely  from  the 
current  medical  literature  and  includes  an  excellent 
list  of  references  at  the  end  of  each  chapter.  The 
volume  is  more  fully  and  clearly  illustr-ated  than  any 
of  the  previous  editions. 

The  final  chapter,  entitled  “The  Surgical  Intern,” 
should,  in  the  opinion  of  the  reviewer,  be  required 
reading  for  all  interns  and  surgical  residents.  As  a 
complete  reference  book  for  all  surgical  procedures 
this  text  should  be  available  to  every  practitioner  of 
medicine. 

"Brief  Psychotherapy,  a Handbook  for  Physicians 
on  the  Clinical  Aspects  of  Neuroses.  By  B.  S. 
Frohman,  M.  D.,  with  the  collaboration  of  E.  P. 
Frohman.  Cloth,  265  pages.  Price,  $4.  Philadel- 
phia, Lea  and  Febiger,  1948. 

In  the  introduction  to  this  book,  the  author  states 
that  “any  single  volume  on  this  vast  subject  can 
only  serve  as  a handbook.”  On  that  premise,  this 
book  serves  its  purpose  well — a practical  ready 
reference  designed  for  the  academic  psychiatrist  or 

2Reviewed  by  Carl  A.  Kunath,  M.  D..  F.  A.  C.  S.,  San  Angelo. 

3Revievved  by  Lee  F.  Scarborough,  M.  D.,  Galveston. 


the  general  practitioner.  Eloquently  free  of  the 
specialist’s  jargon,  Dr.  Frohman  has  humanized, 
condensed,  and  explained  in  clear,  unbiased  fashion 
the  diagnosis,  etiology,  and  treatment  of  the  various 
psychosomatic  problems  commonly  encountered  by 
the  average  physician.  Illustrative  interesting  case 
examples  as  seen  in  everyday  medical  practice  are 
the  core  of  interest.  The  author  then  unfolds  his 
readable  story  around  this  center  by  offering  various 
theories,  giving  a simple  classification,  explaining 
the  mechanisms  of  development,  bringing  up  etiol- 
ogic  factors,  and  going  into  “cook-book”  detail  on 
the  therapy  of  each  of  these  common  problems.  In 
doing  so  he  forces  no  school  of  thought,  but  con- 
siders the  prevailing  theories,  thus  giving  the  reader 
a basic  knowledge  of  each. 

The  chapters  on  the  mechanisms  of  defense  and 
etiology  are  clear  and  enlightening,  and  there  is  one 
chapter  devoted  to  the  more  common  “neurotic” 
problems  found  in  the  various  specialties.  The  large 
portion  on  treatment  is  so  thorough  and  yet  easy  to 
follow  that  it  “spoon  feeds”  and  automatically  guides 
the  physician  through  the  proper  care  of  the 
“psyche”  and  the  “soma.”  There  is  an  excellent 
bibliography,  which  is  fitting,  for  the  weakness  of 
the  book,  and  it  is  a serious  one,  lies  in  the  fact  that 
the  author  uses  such  lay  terms  that  the  physician, 
to  be  impeccably  informed,  would  have  to  consult 
a more  thorough  treatise. 

’The  Oculorotary  Muscle.  By  Richard  G.  Scobee, 
B.A.,  M.D.,  Instructor  in  Ophthalmology,  Wash- 
ington University  School  of  Medicine.  Cloth, 
359  pages.  Price,  $8.  St.  Louis,  C.  V.  Mosby 
Company,  1947. 

This  book  is  written  for  the  ophthalmologist,  and 
is  intended  to  guide  him  in  a logical  way  in  carry- 
ing out  the  various  eye  muscle  examinations.  Dr. 
Scobee  has  explained  how,  by  using  a logical  step 
by  step  approach  in  diagnosing  the  dysfunctions  of 
an  extraocular  muscle  or  muscles,  the  correct  sur- 
gical procedure  can  be  chosen  and  carried  out.  The 
relationship  between  the  diagnosis  and  the  surgical 
procedure  to  be  used  is  made  quite  clear. 

The  material  in  this  book  is  an  outgrowth  of  a 
series  of  lectures  given  to  graduate  students  in 
the  field  of  ophthalmology.  The  subject  presented 
combines  the  opinions  of  recognized  authors  in  the 
field,  as  well  as  those  of  Dr.  Scobee.  It  is  the  first 
new  book  of  its  kind  in  about  ten  years.  It  is  well 
illustrated,  and  the  diagrams,  although  simple,  are 
excellent  clarifications  of  the  point  in  question.  It 
follows  a well  assembled  plan  from  the  first  chapter 
on  anatomy  to  the  last  chapter  on  surgery  of  the 
specific  extraocular  muscles. 

"Jaundice — Its  Pathogenesis  and  Differential  Diag- 
nosis. By  Eli  Rodin  Movitt,  M.D.,  Acting  Chief 
of  Medicine,  Veterans  Administration  Hospital, 
Oakland,  Calif.  Cloth,  261  pages.  Price,  $6.50. 
New  York,  Oxford  University  Press,  1947. 

Dr.  Movitt  has  written  a book  concerning  jaundice 
which  is  concise  and  practical  anl  completely  devoid 
of  the  usual  bombastic  erudition.  His  aim  seems  to 
be  to  help  the  internist  and  the  surgeon  make  in- 
telligent diagnoses,  and  not  to  impress  upon  them 
how  much  he  knows  about  jaundice.  He  discusses 
the  pathogenesis  of  jaundice  from  a perspective  that 
aims  directly  at  an  accurate  diagnosis  in  so  far  as 
present  information  on  the  subject  is  available.  He 
gives  an  excellent  review  of  the  normal  physiology 
and  anatomy  having  to  do  with  the  function  of  the 
biliary  system. 

This  little  book  is  pleasingly  free  of  theories  and 
postulations  about  debatable  aspects  of  the  subject, 

•Reviewed  by  Stanley  C.  Smith.  Fort  Worth. 

r,Reviewed  by  I.  M.  Ward,  M.  D.,  Fort  Worth. 
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and  it  would  be  a valuable  addition  to  the  library 
of  any  physician  or  surgeon  who  is  interested  in 
good  medicine.  Its  bibliography  and  index  is  com- 
plete and  in  an  unusually  well  set-up  form. 

“Synopsis  of  Obstetrics.  By  Jennings  C.  Litzenberg, 
B.Sc.,  M.D.,  F.A.C.S.,  Professor  Emeritus  of 
Obstetrics  and  Gynecology,  University  of  Min- 
nesota Medical  School,  Minneapolis.  Third  edi- 
tion. Cloth,  416  pages.  Price,  $5.50.  St.  Louis,  C. 
V.  Mosby  Company,  1947. 

“Synopsis  of  Obstetrics”  is  truly  what  the  word 
implies,  a .synopsis.  It  is  difficult  to  determine 
whether  the  book  is  for  the  specialist  or  the  general 
practitioner.  Except  in  a few  instances  in  which 
elaboration  is  necessary,  simple  facts  are  stated  and 
details  are  left  to  textbooks  and  other  sources  of 
obstetric  knowledge.  To  quote  from  the  preface  to 
the  first  edition,  “The  aim  has  been  to  minimize  the 
more  or  less  irrelevant;  to  evaluate  the  question- 
able; to  emphasize  the  important;  and  at  the  same 
time  to  maintain  that  balance  between  minimum  and 
maximum  stress  so  necessary  to  develop  sound 
judgment.” 

The  author  has  made  revisions  in  the  third  edi- 
tion which  recent  advances  in  obstetrics  have  made 
necessary.  These  are  included  in  sections  on  (1) 
diagnosis  of  pregnancy,  including  all  the  laboratory 
tests  for  pregnancy;  (2)  relief  of  pain  in  labor, 
whether  by  analgesia,  amnesia,  or  anesthesia,  in- 
cluding also  a somewhat  detailed  discussion  of  the 
use  of  the  barbiturates  and  caudal  anesthesia;  (3) 
diabetes  in  pregnancy;  (4)  treatment  of  puerperal 
infections  with  the  sulfonamides  and  penicillin;  and 
(5)  the  newer  knowledge  of  the  Rh  factor  in  preg- 
nancy. 

This  synopsis  gives,  in  their  proper  sequence,  the 
facts  concerning  normal  and  pathologic  pregnancies, 
normal  and  complicated  labors,  and  all  the  maternal 
and  fetal  conditions  which  may  affect  the  welfare 
of  the  fetus.  The  present  concept  of  the  prevention 
and  treatment  of  the  toxemias  of  pregnancy,  as  re- 
lated to  the  diet,  is  given  a prominent  place  in  the 
discussion,  and  the  scientific  basis  for  the  changed 
attitude  in  regard  to  the  treatment  of  the  toxemias  is 
discussed  at  length. 

One  of  the  most  interesting  chapters  deals  with 
the  contracted  pelvis,  and  a short  discussion  to 
evaluate  this  condition  by  observation,  physical  ex- 
amination, and  roentgen  ray. 

The  real  value  of  such  a book  as  “Synopsis  of  Ob- 
stetrics” to  the  obstetrician  lies  in  its  power  to  give 
concise  information  on  any  condition  which  might 
affect  the  pregnant  woman,  and  to  stimulate  the 
reader  to  more  detailed  reading  if  more  informa- 
tion is  desired. 

"Practical  Child  Guidance  and  Mental  Hygiene. 

By  Samuel  Kahn,  M.D.,  Ph.D.;  Grace  Kirsten, 
A.B.;  and  May  Elish  March,  A.B.,  M.A.  Cloth, 
285  pages.  Price  $4.  Boston,  Meador  Publishing 
Company,  1947. 

This  book  on  child  guidance  and  mental  hygiene 
in  question  and  answer  form  is  an  intensely  inter- 
esting book,  full  of  good  common  sense,  and  should 
be  in  every  home  where  there  are  children. 

SA  Manual  of  Clinical  Therapeutics.  By  Windsor 
C.  Cutting,  M.  D.  Cloth,  671  pages,  second  edi- 
tion. Price  $5.  Philadelphia,  W.  B.  Saunders 
Company,  1947. 

The  “Manual  of  Clinical  Therapeutics,”  now  in  its 
second  edition,  is  indeed  a valuable  handbook.  It 
should  prove  especially  useful  to  doctors  yet  in  their 


6Reviewed  by  T.  F.  Bunkley,  M.  D.,  Temple. 
7Reviewed  by  Hugh  Leslie  Moore,  M.  D.,  Dallas. 
8Reviewed  by  William  H.  Gordon,  M.  D.,  Lubbock. 


hospital  training  and  to  the  busy  practitioner  who 
needs  a source  of  up-to-date  information  presented 
in  a brief,  concise,  and  specific  manner. 

The  book  is  divided  into  thirty-four  chapters,  each 
dealing  with  the  methods  of  treatment  of  specific 
groups  of  diseases  or  diseases  of  a system  such  as 
the  alimentary  tract,  the  heart,  or  the  genito-urinary 
system.  The  first  two  chapters  deal  with  general 
subjects  often  neglected  in  medical  teaching  and 
should  be  of  value  especially  to  the  younger  physi- 
cians. The  appendices  are  a rich  source  of  specific 
information  dealing  with  special  procedures  in  treat- 
ment— symptoms  and  treatment  of  poisoning,  diet 
lists,  calory  charts,  metric  and  English  equivalents 
of  weights  and  measures,  and  so  forth.  It  is  truly 
a compendium  of  much  sound  and  useful  information 
and  is  well  indexed  so  that  the  desired  material 
can  be  readily  found. 

There  is  no  one  in  the  practice  of  medicine  who 
would  not  find  this  manual  a useful  addition  to  his 
office  library. 
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Contributions  to  this  department  will  be  appreciated. 
News  should  be  of  general  medical  interest,  such  as  public 
health  activities,  new  hospitals,  personal  items  of  more 
than  local  value,  etc.  News  for  a particular  number  of 
the  Journal  should  be  in  the  hands  of  the  Editor  not 
later  than  the  fifteenth  of  the  preceding  month. 


The  Dallas  Health  Museum  campaign  for  funds  to 
expand  its  health  education  activities  has  netted  ap- 
proximately $49,000,  according  to  museum  officials. 
Of  this  sum,  members  of  the  Dallas  County  Medical 
Society  contributed  $13,381,  nearly  $9,009  more  than 
was  donated  in  1947  by  the  physicians’  division.  Dr. 
David  Carter  was  chairman  of  the  physicians’  cam- 
paign committee,  assisted  by  Drs.  W.  Mood  Knowles, 
Barton  E.  Park,  John  L.  Goforth,  and  Curtice  Rosser. 
Goal  of  the  1948  campaign  was  $75,000. 

A Tuberculosis  Hospital  at  Camp  Fannin  near 
Tyler  was  one  step  nearer  realization  April  16  when 
the  War  Assets  Administration  sold  the  hospital 
area  of  the  Camp — 2,323  acres  of  land  and  493  build- 
ings— to  the  State  Board  of  Control.  Negotiations 
for  the  property  have  been  under  way  for  some 
months  following  the  passage  of  measures  by  the 
Fiftieth  Texas  Legislature  authorizing  purchase  of 
the  Camp  Fannin  property  and  property  at  Moore 
Army  Air  Field  near  Mission  for  the  purpose  of 
establishing  additional  tuberculosis  hospital  facili- 
ties. The  Moore  Field  transaction  was  completed  in 
March,  according  to  the  Dallas  Neivs.  The  federal 
government  retains  all  subsurface  mineral  rights 
and  the  right  to  take  over  the  property  again  in  case 
of  emergency.  The  State  Board  of  Control  plans  a 
2,000  bed  hospital  at  the  Camp  Fannin  site. 

A Workshop  for  Cardiac  Patients  has  been  planned 
by  the  Galveston  County  chapter  of  the  Texas  Heart 
Association,  informs  the  Galveston  Tribune.  An 
effort  is  being  made  to  enroll  as  many  heart  pa- 
tients as  possible  in  the  project,  which  is  designed 
to  give  aid  to  such  patients  from  the  time  they 
leave  the  hospital  until  they  are  employed  again. 
Training  is  proposed  in  various  handcraft  work, 
which  might  lead  to  permanent  employment  in  those 
fields  for  persons  whose  heart  conditions  prevent 
them  from  returning  to  their  previous  jobs. 

Theta  Kappa  Psi  medical  fraternity  held  its  annual 
banquet  in  Dallas  on  April  9 with  Dr.  Joseph  T.  Rob- 
erts, Little  Rock,  Ark.,  grand  recorder  and  bursar  of 
the  fraternity,  as  guest  speaker.  Another  national 
officer  participating  in  the  affair  was  Dr.  J.  K. 
Peden,  Dallas,  president  of  the  local  alumni  group 
and  grand  editor  and  historian  of  the  national 
organization. 
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Southwestern  Medical  College  held  commencement 
exercises  June  7 in  Dallas  for  fifty-one  candidates 
for  the  degree  of  doctor  of  medicine.  One  student 
received  his  degree  posthumously.  Dr.  M.  E.  Sadler, 
president  of  Texas  Christian  University,  Fort  Worth, 
was  the  commencement  speaker. 

The  University  of  Texas  Medical  Branch,  Galves- 
ton, was  host  to  Dr.  Morris  Fishbein,  Chicago,  editor 
of  The  Journal  of  the  American  Medical  Association, 
in  April  when  he  lectured  there  under  auspices  of 
Phi  Delta  Epsilon  medical  fraternity,  informs  the 
Galveston  Tribune. 

Baylor  University  College  of  Medicine,  Houston, 
has  announced  the  appointment  of  Dr.  H.  E.  Hoff 
as  professor  of  physiology  and  chairman  of  the 
department,  reports  the  Houston  Post.  Formerly  on 
the  staff  of  Yale  University  School  of  Medicine  and 
most  recently  of  McGill  University,  Dr.  Hoff  is 
especially  known  for  his  work  in  cardiac  and  neuro- 
logic physiology. 

„ Personals 

Drs.  Clement  C.  Boehler,  Leopoldo  Villareal,  Louis 
Breck,  and  Willard  W.  Scheussler,  members  of  El 
Paso  County  Medical  Society,  were  guest  speakers 
May  1-5  for  the  first  meeting  of  the  Juarez  Medical 
Society,  which  was  held  in  Juarez,  Mexico,  accord- 
ing to  the  El  Paso  Times.  Prominent  specialists  from 
Mexico  City  and  Chihuahua  addressed  the  society, 
which  has  members  from  throughout  the  state  of 
Chihuahua. 

Mrs.  Rosa  Amelia  Donaldson,  wife  of  Dr.  .J.  M. 
Donaldson,  Bonham,  died  May  2 in  a Dallas  hospital 
from  injuries  received  in  an  automobile  accident 
which  occurred  near  Madisonville  when  Dr.  and  Mrs. 
Donaldson  were  returning  from  the  State  Medical 
Association  meeting  in  Houston,  reports  the  Paris 
Echo.  Mrs.  Donaldson  is  survived  by  one  son,  Dr. 
■J.  M.  Donaldson,  Jr.,  San  Antonio;  one  brother,  Dun- 
can C.  McLaurin,  Dayton,  Ohio;  one  sister,  one 
brother,  and  one  granddaughter,  in  addition  to  her 
husband. 
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Bell  County  Society 
April  7,  1948 

(Reported  by  J.  D.  Rodarte,  Secretary) 

Blood  Pressure  Changes  in  Hypothyroidism — L.  N.  Gilliland,  H. 

M.  Baird,  and  O.  B.  Gober,  Temple. 

Changes  in  Conduction  Time  in  Electrocardiograms  in  Hypothy- 
roidism- H.  M.  Baird,  L.  N.  Gilliland,  and  O.  B.  Gober, 

Temple. 

The  scientific  program  outlined  was  presented  for 
sixty  members  and  guests  of  Bell  County  Medical 
Society  when  it  met  April  7 in  Temple. 

The  society  approved  a crippled  children’s  diagnos- 
tic clinic  to  be  held  in  Belton  on  May  19  by  the  Bell 
County  Health  Unit.  A letter  from  the  local  Red 
Cross  chapter  requesting  the  society  to  decide 
whether  or  not  a blood  donor  program  is  needed  in 
Bell  County  and  if  so,  whether  or  not  the  Red  Cross 
should  administer  such  a program  was  referred  to 
a committee.  Several  letters  relating  to  a proposed 
increase  in  state  dues  and  to  the  removal  of  the 
offices  of  the  State  Medical  Association  to  Austin 
were  read. 

Seven  members  were  unanimously  elected  upon 
application. 

Brazoria  County  Society 
April  29,  1948 

(Reported  by  A.  O.  McCary,  Secretary) 

Problem  Child  (motion  picture). 

Prenatal  Care — William  R.  Knight,  Houston. 

Members  of  the  Brazoria  County  Medical  Society 
and  their  wives  and  dentists  of  the  county  and  their 
wives  met  in  Angleton  on  April  29  for  dinner  at 


which  the  Angleton  doctors  were  hosts.  Following 
the  meal  the  program  outlined  was  presented. 

Cherokee  County  Society 
April  20,  1948 

Recent  Trends  in  Diagnosis  and  Treatment  of  Cancer — J.  R. 
Maxfield,  Jr.,  and  Harold  Clark,  Dallas. 

Cherokee  County  Medical  Society,  meeting  April 
20  in  Rusk,  heard  a discussion  on  progress  in  roent- 
gen therapy  and  surgery  in  the  treatment  of  cancer 
by  two  Dallas  physicians. 

Dallam-Hartley-Sherman-Moore  Counties  Society 

April,  1948 

Treatment  of  Diabetes — Horace  L.  Wolf,  Amarillo. 

^ Dallam-Hartley-Sherman-Moore  Counties  Medical 
Society  met  in  Sunray  for  its  April  session  to  hear 
a paper  by  Horace  L.  Wolf,  Amarillo. 

Dallas  County  Society 
April  8,  1948 

* (Reported  by  W.  W.  Fowler) 

Lobectomy  and  Pneumonectomy  in  Treatment  of  Pulmonary 
iuberculosis  (lantern  slides) — William  D.  Seybold,  Mayo  Clin- 
ic,  Rochester,  Minn. 

Discussion — Donald  L.  Paulson,  Dallas. 

Plain  Radiograms  of  the  Skull  in  the  Presence  of  Intracranial 
Lesions — Robert  H.  Millwee,  Dallas. 

Carcinoma  of  the  Stomach — Tate  Miller,  Dallas. 

Diet  in  Diabetes  Mellitus — Edwin  L.  Rippy  Dallas 
Q Fever  in  Texas— Elias  Strauss  and  S.  E.  Sulkin,  Ph.  D..  Dallas. 

The  program  outlined  was  presented  for  Dallas 
County  Medical  Society  on  April  8 in  Dallas.  Forty- 
eight  were  present.  Six  new  members  were  accepted 
upon  application  and  one  upon  transfer. 

April  22,  1948 

(Reported  by  W.  W.  Fowler,  Secretary) 

Socialized  Medicine  through  the  Back  Door — Joe  F.  Leopold. 
Southwestern  Manager,  National  Tax  Equality  Association’ 
Dallas. 

Surgical  Treatment  of  Congenital  Heart  Conditions — J.  W 
Duckett,  Dallas. 

Cardiac  Aspects  of  Urological  Surgery — M.  M.  Scurry.  Dallas. 
Maximum  Excretion  of  Bromsulfalein  As  a Measure  of  Functional 
Hepatic  Mass — George  Hawley,  Alice  Smith,  and  Morton  F. 
Mason,  Ph.D.,  Dallas. 

Cholecystopathies  from  Abnormalities  of  Biliary  Tract — M.  O. 

Rouse,  Cecil  O.  Patterson,  and  Victor  I.  Lydav,  Dallas. 
Synovial  Sarcoma — Ernest  Muirhead,  Dallas. 

Fifty-six  members  of  Dallas  County  Medical  So- 
ciety participated  in  the  April  22  meeting  of  the 
society  in  Dallas  at  which  the  program  outlined  was 
presented. 

Joseph  M.  Hill  read  a resolution  pertaining  to 
blood  banks  which  was  adopted  by  the  society.  The 
resolution  endorsed  the  American  Association  of 
Blood  Banks,  urged  county  medical  societies  to  en- 
courage the  establishment  of  blood  centers,  and 
opposed  control  by  centralized  national  agencies  of 
the  development  of  transfusion  services  locally.  The 
delegates  of  Dallas  County  Society  were  instructed 
to  introduce  the  resolution  into  the  House  of  Dele- 
gates of  the  State  Medical  Association,  and  the 
resolution  called  for  a similar  resolution  to  be  pre- 
sented before  the  American  Medical  Association  by 
delegates  from  Texas. 

The  society  voted  to  contribute  $75  to  a campaign 
to  be  conducted  by  the  Retail  Credit  Managers  Asso- 
ciation urging  people  to  pay  their  bills  promptly. 

Dawson- Lynn -Terry -Gaines- Yoakum 
Counties  Society 
April  14,  1948 

Newer  Concepts  of  Organic  Heart  Disease — William  H.  Gordon, 
Lubbock. 

Anesthesia  for  the  General  Practitioner — Clyde  E.  Thomas,  Jr., 
Big  Spring.  

Almost  thirty  members  and  guests  of  Dawson- 
Lynn-Terry-Gaines- Yoakum  Counties  Medical  So- 
ciety were  present  for  a dinner  meeting  April  14  in 
Seminole  at  which  Harold  D.  Dow  and  T.  J.  William- 
son were  hosts.  The  medical  society  heard  the  papers 
named  above  and  participated  in  a general  discus- 
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sion.  Wives  of  the  members  were  entertained  with 
a musical  program. 

Ector-Midland-Martin-Howard-Andrews-Glasscock 
Counties  Society 
April  15,  1948 

Benign  Tumors  of  the  Breast — Ozro  Woods,  Dallas. 

The  paper  named  was  presented  for  members  of 
the  Ector- Midland -Martin- Howard -Andrews -Glass- 
cock Counties  Medical  Society  when  they  held  a 
dinner  meeting  April  15  in  Big  Spring. 

Gray-Wheeler  Counties  Society 
April  20,  1948 

Report  of  Case  of  Fat  Necrosis  Complicating  Diabetes — R.  D. 

Falkenstein,  Pampa. 

Surgical  Management  of  Cancer  of  Cervix — J.  W.  Kelso,  Okla- 
homa City. 

Radiation  Treatment  of  Cancer  of  Cervix — H.  L.  Wilder,  Pampa. 

Eighteen  members  and  one  visitor  were  present 
for  the  April  20  meeting  of  the  Gray- Wheeler  Coun- 
ties Medical  Society  in  Pampa.  The  scientific  pro- 
gram outlined  was  presented. 

Grayson  County  Society 
May  11,  1948 

(Reported  by  Robert  W.  Duncan,  Secretary) 

Report  of  Case  of  Progressive  Muscular  Dystrophy  and  Possible 

Case  of  Amyotrophic  Lateral  Sclerosis — D.  C.  Enloe,  Sherman. 
Thiouracil  and  Related  Compounds — John  Ellis,  Sherman. 

The  scientific  program  outlined  was  presented  for 
Grayson  County  Medical  Society  in  Sherman,  May 
11.  Twenty-three  members  and  guests  also  heard  a 
report  by  W.  A.  Lee,  Denison,  of  actions  taken  by 
the  House  of  Delegates  of  the  State  Medical  Asso- 
ciation at  its  recent  meeting. 

An  invitation  was  extended  to  medical  officers 
stationed  at  Perrin  Field  to  attend  future  meetings 
of  the  society. 

Johnson  County  Society 

April  20,  1948 

M.  T.  Knox  entertained  members  of  Johnson 
County  Medical  Society  with  a wild  turkey  dinner 
April  20  in  Cleburne.  Mr.  Phil  Overton,  Austin,  at- 
torney for  the  State  Medical  Association,  and  Mr. 
Douglas  Gathings,  Cleburne,  state  representative 
from  the  district,  were  guest  speakers.  Both  stressed 
the  importance  of  the  doctor  fulfilling  his  responsi- 
bilities as  a citizen  in  upholding  the  democratic  form 
of  government.  Four  additional  guests,  all  of  whom 
were  physicians  from  neighboring  towns,  were 
present. 

Lubbock-Crosby  Counties  Society 
May  4,  1948 

(Reported  by  Roy  G.  Loveless,  Secretary) 

Corneal  Transplants  (motion  picture). 

Correction  of  Nasal  Deformities  (motion  picture). 

History  of  Scientific  Research  on  Corneal  Transplants — M.  D. 

Watkins,  Lubbock. 

Thirty  members  of  Lubbock-Crosby  Counties  Med- 
ical Society  were  entertained  at  a barbecued  chicken 
dinner  in  Lubbock  on  May  4 by  J.  A.  Chatman.  In 
addition  to  the  scientific  program  presented  under 
the  direction  of  M.  D.  Watkins,  Allen  T.  Stewart  re- 
ported at  length  on  the  actions  of  the  House  of 
Delegates  at  the  recent  meeting  of  the  State  Medi- 
cal Association. 

McLennan  County  Society 
April  13,  1948 

(Reported  by  W.  M.  Avent,  Secretary) 

Common  Intestinal  Obstruction  in  Children — A.  O.  Manske, 

Waco. 

Obstruction  of  Colon — Howard  Dudgeon,  Jr.,  Waco. 

Intestinal  Obstruction  ; Brief  Resume — H.  R.  Dudgeon.  Waco. 

Thirty-seven  members  of  McLennan  County  Med- 
ical Society  met  April  13  in  Waco  for  the  program 
outlined  above.  Neill  Simpson  and  Maurice  Barnes 
resigned  as  delegates  to  the  State  Medical  Associa- 


tion. H.  F.  Connally  and  H.  R.  Dudgeon  were  elected 
in  their  stead.  Drs.  Simpson  and  Barnes  were  named 
alternate  delegates. 

Howard  Wells  led  a discussion  on  obtaining  and 
maintaining  a society  library  and  reading  room  and 
permanent  meeting  hall. 

Orange  County  Society 

May  3,  1948 

Orange  County  Medical  Society,  meeting  May  3 
at  Orange,  adopted  a tentative  plan  to  erect  a cancer 
detection  center  in  Orange.  Final  action  was  post- 
poned until  further  information  and  advice  could  be 
secured  from  Mr.  J.  Louis  Neff,  Houston,  executive 
director  of  the  Texas  Division,  American  Cancer 
Society.  It  was  proposed  that  Mr.  Neff  be  invited 
to  speak  to  the  group. 

Pecos-Jeff  Davis-Presidio-Brewster  Counties  Society 

May  2,  1948 

(Reported  by  W.  E.  Lockhart,  Secretary) 

Sterility — C.  C.  Boehler,  El  Paso. 

Management  of  Traumatic  Injuries  of  Urinary  System — Wick- 
liffe  Curtis,  El  Paso. 

Interesting  Cases  of  Urinary  Injuries — Col.  C.  C.  Dodson,  Wil- 
liam Beaumont  General  Hospital,  El  Paso. 

Six  members  and  seven  guests  of  Pecos-Jeff 
Davis-Presidio-Brewster  Counties  Medical  Society 
met  May  2 in  Marfa  for  the  scientific  program  above. 
John  W.  Pate,  delegate  from  the  society  to  the  State 
Medical  Association  House  of  Delegates,  reported 
on  the  meeting  held  in  Houston  the  preceding  week. 

Randall-Deaf  Smith- Parmer-Castro-Oldham 
Counties  Society 
April  7,  1948 

Surgical  Aspects  of  Hypertension — Clay  Dine,  Amarillo. 

The  paper  named  was  presented  for  members  of 
Randall-Deaf  Smith-Parmer-Castro-Oldham  Coun- 
ties, meeting  April  7 at  the  home  of  Dr.  and  Mrs. 
Robert  C.  Stokes,  Friona.  Dr.  Stokes  and  E.  D. 
Anderson  were  hosts. 

May  5,  1948 

(Reported  by  M.  W.  Nobles,  Secretary) 
Wagner-Murray-Dingell  Bill  and  Basic  Science  Law — H.  H. 
Latson,  Amarillo. 

Eight  members  and  five  guests  of  Randall-Deaf 
Smith-Parmer-Castro-Oldham  Counties  Medical  So- 
ciety heard  a discussion  of  certain  medical  legisla- 
tion pending  in  the  Congress  and  the  State  Legisla- 
ture by  H.  H.  Latson,  Amarillo,  councilor  of  the 
Third  District,  when  the  society  met  May  5 at  the 
home  of  O.  H.  Loyd,  Vega. 

The  society  voted  to  recommend  that  a mobile 
x-ray  unit  for  chest  examinations  be  made  available 
in  each  county  represented  in  the  society  which 
wished  such  service. 

Refreshments  were  served. 

Rusk  County  Society 
April  20,  1948 

Bleeding  in  Last  Three  Months  of  Pregnancy — John  Holland, 
Dallas. 

Twelve  members  and  guests  of  Rusk  County  Med- 
ical Society  were  present  for  the  April  20  meeting- 
in  Llenderson  at  which  John  Holland,  Dallas,  spoke. 
A round-table  discussion  followed  the  address. 

Tarrant  County  Society 
April  6,  1948 

(Reported  by  W.  P.  Higgins,  Jr.,  Secretary) 

The  Picture  of  Cancer  in  Tarrant  County  for  1947 — Charles  H. 
McCollum,  Jr.,  Fort  Worth. 

Dollar  Outlay  for  Cancer — F.  S.  Schoonover,  Fort  Worth. 
Tarrant  County  Unit,  Texas  Division,  American  Cancer  Society: 
County  Organization — May  Owen,  Fort  Worth. 

Methodist  Hospital  Tumor  Clinic — J.  B.  Fershtand,  Fort  Worth. 
Fort  Worth-Tarrant  County  Tumor  Clinic — Porter  Brown, 
Fort  Worth. 

Responsibility  of  the  Individual  Physician  in  Detection  of  Can- 
cer— R.  G.  Baker,  Fort  Worth. 
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A program  on  cancer,  particularly  its  control  in 
Tarrant  County,  was  presented  April  6 in  Fort  Worth 
for  forty-seven  members  and  three  visitors  of  Tar- 
rant County  Medical  Society. 

Cyrus  L.  Worrell  was  elected  to  membership. 
Tribute  was  paid  James  Allen  Webb,  son  of  Dr. 
and  Mrs.  W.  S.  Webb,  who  died  March  21. 

Dr.  W.  M.  Edmunds,  member  of  the  local  dental 
society,  invited  members  of  the  medical  group  to  at- 
tend the  meeting  of  the  State  Dental  Society  in  Fort 
Worth  the  following  week-end. 

April  20,  1948 

(Reported  by  W.  P.  Higgins,  Jr.,  Secretary) 

Selective  Cytology  As  Means  of  Detecting  Early  Signs  of  Can- 
cer in  Gynecology — Carey  Hiett,  Fort  Worth. 

Discussion — William  F.  Mengert  and  William  Brown,  Dallas; 
John  L.  Wallace,  W.  F.  Armstrong,  and  C.  S.  E.  Touzel, 
Fort  Worth. 

Treatment  of  Diabetic  Coma  in  Children — E.  S.  Cunningham, 
Jr.,  Fort  Worth. 

The  scientific  program  outlined  was  presented  at 
the  April  20  meeting  of  Tarrant  County  Medical 
Society  in  Eort  Worth,  at  which  seventy  members 
and  four  visitors  were  present. 

C.  P.  Hawkins,  chairman  of  the  telephone  direc- 
tory committee,  presented  a list  of  specialties  com- 
piled by  the  American  Medical  Association  under 
which  the  members  could  be  classified.  The  list  was 
approved  by  the  society,  and  members  whose  special- 
ties were  not  listed  were  requested  to  confer  with 
the  committee. 

A letter  from  the  Better  Business  Bureau  regard- 
ing the  medical  profession  and  allied  groups  which 
receive  rebates  was  referred  to  the  board  of  direc- 
tors upon  motion  by  Tom  Bond. 

Hobart  0.  Deaton  read  a letter  from  Sister  Mary 
Vincent,  St.  Joseph’s  Hospital,  asking  the  doctors 
to  assist  in  procuring  students  for  nurses’  training. 

Announcement  was  made  by  0.  M.  Phillips  of  a 
talk  on  “The  Medical  Aspects  of  Atomic  Warfare” 
to  be  presented  by  Col.  Albert  DeCoursey,  Brooke 
General  Hospital,  Fort  Sam  Houston,  on  April  26 
at  the  Quartermaster  Depot. 

May  4,  1948 

(Reported  by  W.  P.  Higgins,  Jr.,  Secretary) 

Erysipeloid  Infections  of  Hand — Hobart  O.  Deaton,  Fort  Worth. 
Discussion— W.  R.  Lenox,  Porter  Brown,  and  J.  F.  Campbell, 
Fort  Worth. 

Analysis  of  350  Cases  of  Back  Pain — Louis  Levy,  Fort  Worth. 
Discussion— R.  S.  Mallard,  W.  C.  Tatum,  W.  F.  Armstrong, 
and  F.  L.  Snyder,  Fort  Worth. 

Ninety-two  members  of  and  four  visitors  to  Tar- 
rant County  Medical  Society  met  May  4 in  Fort 
Worth  for  the  scientific  program  outlined. 

Following  a general  discussion  and  upon  motion 
by  C.  P.  Schenck,  the  society  adopted  a motion  passed 
by  the  board  of  directors  reaffirming  its  approval 
of  the  Code  of  Ethics  of  the  American  Medical  Asso- 
ciation in  which  the  practice  of  rebates,  “kick- 
backs,”  and  commissions  is  condemned.  A motion 
made  by  R.  S.  Mallard  and  calling  for  the  appoint- 
ment of  a committee  to  outline  more  specific  points 
in  the  first  motion  was  carried. 

Mr.  Web  Maddox,  president  of  the  Chamber  of 
Commerce,  was  introduced  and  invited  the  physicians 
to  become  members  of  the  chamber,  the  purposes  of 
which  he  outlined. 

Frank  L.  Bynum  was  elected  to  membership  upon 
application  and  L.  N.  Gilliland,  Jr.,  upon  transfer. 

Tom  Green-Eight  County  Society 
April  5,  1948 

(Reported  by  Carl  A.  Kunath,  Secretary) 

Problem  Child  (motion  picture). 

Thirty-seven  members  of  Tom  Green-Eight  County 
Medical  Society  met  in  San  Angelo  on  April  5 for  a 
business  session  and  to  see  the  motion  picture  “Prob- 
lem Child,”  which  was  presented  after  introductory 
remarks  by  Merrill  W.  Everhart. 


After  a number  of  letters  relating  to  business  to 
be  considered  by  the  House  of  Delegates  at  the  an- 
nual session  of  the  State  Medical  Association  were 
read,  the  society  voted  upon  motion  by  W.  D.  An- 
derson that  the  delegate  from  the  society  be  un- 
instructed. 

The  Restaurant  Association  of  San  Angelo  by 
letter  requested  that  some  arrangement  be  made  to 
give  chest  roentgenograms  to  food  handlers  at  low 
rates.  J.  A.  Bunyard  moved  that  a committee  be 
appointed  to  discuss  the  matter  with  restaurant 
owners.  The  motion  passed  and  Drs.  K.  B.  Round, 
chairman;  W.  H.  Bi’auns,  and  W.  D.  Anderson  were 
appointed  to  the  committee. 

A letter  from  the  Young  Women’s  Service  League 
outlining  the  functions  of  the  Well  Baby  Clinic,  ask- 
ing endorsement  by  the  society,  and  requesting  do- 
nation of  $100  to  be  used  for  advertising  in  a 
souvenir  program  was  read.  After  a general  discus- 
sion the  society  voted  15  to  12  to  endorse  the  clinic 
but  not  to  purchase  advertising  in  the  program. 

R.  E.  Windham,  chairman  of  the  telephone  com- 
mittee, reported  that  the  committee  had  met  with 
representatives  of  the  telephone  company  and  that 
the  company  had  agreed  to  medical  specialty  list- 
ings in  the  yellow  pages  of  the  directory  in  accord 
with  the  wishes  of  the  society. 

K.  B.  Round  suggested  that  the  telephone  com- 
mittee supervise  newspaper  advertising  by  mem- 
bers. It  was  decided,  however,  that  the  board  of 
censors  should  have  jurisdiction  over  such  advertis- 
ing. The  president  requested  the  censors  to  secure 
information  concerning  the  size  advertisements,  the 
period  of  insertion,  and  the  purposes  for  which  doc- 
tors might  advertise. 

F.  T.  Mclntire,  chairman  of  the  chronic  disease 
hospital  committee,  reported  that  the  committee  be- 
lieved that  additional  beds  for  acute  diseases  should 
be  made  available  in  the  two  already  established 
hospitals  and  that  a chronic  disease  hospital  sup- 
ported by  taxation  would  create  such  a tax  burden 
as  to  be  impractical. 

James  White,  chairman;  M.  D.  Knight,  and  Gus 
F.  Eckhardt  were  appointed  to  work  with  the  In- 
formation Bureau  of  the  American  Cancer  Society, 
as  requested  by  the  Bureau. 

R.  E.  Elvins  was  unanimously  elected  to  member- 
ship upon  application.  Frederick  E.  Simpson  was 
accepted  for  membership  upon  transfer. 

May  3,  1948 

Treatment  of  Intractable  Pain — Ralph  A.  Munslow,  San  Antonio. 

Tom  Green-Eight  County  Medical  Society  heard 
the  paper  named  when  it  met  May  3 in  San  Angelo. 
The  thirty  members  present  also  heard  a report  of 
the  recent  State  Medical  Association  meeting  by 
R.  E.  Windham,  newly  elected  vice-president  of  the 
Association. 

The  meeting  was  the  last  until  autumn. 

Travis  County  Society 
April  13,  1948 

Travis  County  Medical  Society  unanimously  ap- 
proved establishment  of  a cancer  detection  center 
in  Austin  at  its  meeting  April  13  in  that  city.  While 
the  center  will  be  under  the  direction  of  the  medical 
group,  it  will  be  a community  project  and  will  re- 
ceive financial  assistance  from  the  American  Can- 
cer Society,  Texas  Division.  The  cancer  society 
will  also  open  an  information  center  in  downtown 
Austin.  The  clinic  tentatively  will  be  set  up  at 
Brackenridge  Hospital  with  a committee  of  four 
physicians  and  the  administrator  of  the  hospital 
working  out  details. 

Webb-Zapata-Jim  Hogg  Counties  Society 

May,  1948 

(Reported  by  M.  Vails,  Secretary) 

Webb-Zapata-Jim  Hogg  Counties  Medical  Society 
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met  early  in  May  with  the  vice-president,  G.  E. 
Penny,  Laredo,  presiding.  Reports  of  the  State 
Medical  Association  meeting  were  given  by  E.  M. 
Longoria  on  proceedings  of  the  House  of  Delegates; 
M.  Rothenstein  on  cardiac  clinics  he  attended;  and 
F.  M.  Canseco  on  surgical  clinics. 

Upon  motion  by  J.  L.  Crawford,  the  society  voted 
to  send  a letter  of  appreciation  to  the  state  repre- 
sentative, Abraham  Kazen,  who  has  been  active  in 
behalf  of  good  medical  legislation.  It  was  sug- 
gested that  each  member  of  the  society  sign  the 
letter. 

Williamson  County  Society 
April  13,  1948 

A clinical-pathological  conference  was  held  by 
Williamson  County  Medical  Society  at  its  meeting 
in  Georgetown,  April  13,  which  followed  a dinner  at 
which  J.  F.  Clark,  H.  R.  Gaddy,  Jr.,  and  Allen  Barr 
were  hosts.  S.  W.  Bohls,  Austin,  and  Dr-.  Clark  were 
the  speakers.  R.  T.  Wilson,  Austin,  councilor  of  the 
Seventh  District,  was  a guest.  During  the  business 
session  the  delegates  to  the  State  Medical  Associa- 
tion House  of  Delegates  was  given  instructions. 

Young-Jack-Archer  Counties  Society 
April  6,  1948 

Arthritis — Ben  Buford,  Dallas. 

Psychiatry — Perry  C.  Talkington,  Dallas. 

Approximately  sixty  physicians  were  present  for 
the  spring  meeting  and  barbecue  held  by  Young- 
Jack-Archer  Counties  Medical  Society  on  April  6 at 
the  Chemical  Process  Company  camp  at  Possum 
Kingdom  Lake.  Doctors  of  the  Thirteenth  District 
were  guests  of  the  local  society,  which  voted  to  make 
the  spring  outing  an  annual  affair. 

Two  physicians  from  Dallas  presented  the  scien- 
tific program,  and  doctors  from  Wichita  Falls,  Fort 
Worth,  Seymour,  and  Breckenridge  were  introduced. 
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Dallas  County  Auxiliary  met  for  luncheon  and  a 
business  session  at  the  home  of  Mrs.  E.  H.  Cary, 
Dallas,  on  May  5 with  Mrs.  John  M.  Pace,  presiding. 
The  primary  business  of  the  day  was  the  installa- 
tion of  officers,  which  was  conducted  by  Mrs.  Joseph 
H.  McCracken.  New  officers  include  the  following; 
Mesdames  G.  F.  Goff,  president;  Gordon  B.  McFar- 
land, president-elect;  Robert  E.  Winn,  first  vice- 
president;  Robert  S.  Sparkman,  second  vice-presi- 
dent; Charles  H.  Warren,  third  vice-president;  Wil- 
liam F.  Mengert,  recording  secretary;  Everett  C. 
Fox,  corresponding  secretary;  Earl  L.  Loftis,  treas- 
urer; J.  M.  Pickard,  assistant  treasurer;  H.  Leslie 
Moore,  parliamentarian;  Harry  B.  Sowers,  publicity; 
and  U.  P.  Hackney,  historian. 

Mrs.  Hall  Shannon  and  Mrs.  C.  O.  Peterson  poured 
coffee,  and  Mrs.  Samuel  A.  Shelbourne,  chairman, 
and  members  of  the  decorations  committee,  were  in 
charge  of  decorations. 

The  executive  board  met  for  a business  meeting 
and  a luncheon  May  4 at  the  home  of  Mrs.  John  B. 
Bourland. 

Dawson  - Lynn  - Terry  - Gaines  - Yoakum  Counties 
Auxiliary  members  met  with  the  medical  society 


April  14  in  Seminole  for  dinner  at  which  Drs.  Harold 
D.  Dow  and  T.  J.  Williamson  were  hosts.  When  the 
medical  society  retired  to  another  room  for  its  scien- 
tific meeting,  the  auxiliary  heard  a musical  pro- 
gram given  by  Miss  Peggy  Joyce  Starling,  pianist 
and  vocalist;  Mrs.  Max  D.  Maloney,  vocalist;  Mrs. 
H.  B.  Gates,  flutist;  and  Mrs.  J.  E.  Bennett,  violinist. 

El  Paso  County  Auxiliary  has  presented  a picture 
of  the  late  Mrs.  R.  B.  Homan,  organizer  and  first 
president  of  the  group  and  one  time  president  of 
the  State  Auxiliary,  to  the  Turner  Memorial  Home, 
the  library  and  meeting  place  of  the  El  Paso  County 
Medical  Society  and  Auxiliary. 

Mrs.  Harry  H.  Varner  was  installed  as  president 
of  the  El  Paso  County  Auxiliary  at  a luncheon  in 
El  Paso  on  May  11.  Other  officers  include  Mesdames 
J.  Leighton  Green,  Jr.,  president;  Andrew  Eck,  first 
vice-president;  Earl  Rogers,  second  vice-president; 
Russell  Deter,  third  vice-president;  J.  D.  Martin, 
recording  secretary;  B.  L.  Goodloe,  corresponding 
secretary;  and  Charles  Rennick,  treasurer.  Chair- 
men of  the  various  committees  were  also  introduced. 
— Mrs.  W.  W.  Scheussler. 

Galveston  County  Auxiliary  members  entertained 
their  husbands  in  a “Doctor’s  Day”  barbecue  at 
Cedar  Cove  on  April  24.  Mrs.  William  Marr  and 
Mrs.  Hamilton  Ford  were  cochairmen  for  the  event. 

Johnson  County  Auxiliary  celebrated  its  tenth  an- 
niversary April  23  with  a formal  tea  at  the  resi- 
dence of  Mrs.  J.  W.  Pickens,  Cleburne,  where  the 
group  was  first  organized.  Receiving  guests  were 
Mrs.  Pickens,  president-elect;  Mrs.  J.  G.  Little,  Cle- 
burne, president;  and  Mesdames  R.  W.  Kimbro,  B.  H. 
Turner,  M.  Dennis,  and  J.  H.  Campbell.  Mesdames 
Gladys  Whitehouse  and  0.  N.  Morgan  directed  guests 
to  the  dining  room.  Miniature  garden  scenes  were 
displayed  on  either  side  of  the  fireplace  and  flower 
arrangements  decorated  the  rooms. 

McLennan  County  Auxiliary  met  in  Waco  on  April 
21  in  a morning  brunch  meeting  at  which  Mrs.  Wood- 
row  Avent  reviewed  the  novel  “In  a Dark  Garden,” 
the  story  of  a doctor  written  by  a doctor.  A re- 
vision of  the  county  constitution  and  by-laws  com- 
piled by  Mesdames  Spencer  Wood,  F.  F.  Kirby,  and 
John  E.  Talley  was  adopted.  Mrs.  Robert  Hanks  and 
Mrs.  C.  J.  Traylor  reported  on  their  recent  ex- 
perience in  attempting  to  recruit  nursing  students. 
The  exhibit  to  go  to  the  State  Auxiliary  meeting, 
prepared  by  Mrs.  C.  F.  Miller  and  Mrs.  W.  M.  Col- 
gin,  Jr.,  was  on  display. 

Mrs.  H.  E.  Trippett  presided  at  the  coffee  service, 
assisted  by  Mesdames  Hanks,  Neill  Simpson,  E.  B. 
Fine,  J.  R.  Gilliam,  Kirby,  Mark  Rattner,  W.  L. 
Souther,  and  E.  V.  Powell,  who  were  hostesses  for 
the  day.— Mrs.  F.  F.  Kirby,  Publicity  Chairman. 

Nueces  County  Auxiliary  held  a “Doctor’s  Day” 
program  March  19  in  Corpus  Christi  at  which  hon- 
orary members  of  the  medical  society  were  special 
guests.  These  physicians  include  Drs.  W.  H.  Gentry, 
A.  W.  Davidson,  C.  A.  Hearne,  and  A.  North.  Host- 
esses were  Mesdames  W.  C.  Barnard,  chairman;  A. 
C.  Buchanan,  R.  G.  Swearingen,  John  J.  Sloan,  and 
Franklin  Yeager. 

The  April  16  meeting  of  the  Nueces  County  Aux- 
iliary featured  a talk  on  cancer  by  Dr.  L.  N.  Garrett. 
Hostesses  for  the  meeting,  which  was  held  in  Corpus 
Christi,  were  Mesdames  Ralph  St.  John,  chairman; 
Jerome  Nast,  Sterling  Martin,  E.  A.  Danford,  and 
Saul  Grossman. — Mrs.  Jack  Giles. 

Orange  County  Auxiliary  observed  “Doctor’s  Day” 
April  22  with  a chicken  barbecue  at  the  home  of  Mr. 
and  Mrs.  A.  E.  Fuller,  Orange.  All  physicians  of  the 
county  and  their  families  were  guests.  Arrange- 
ments were  handled  by  the  social  committee,  con- 
sisting of  Mrs.  C.  B.  Shaddock,  chairman,  and  Mes- 
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dames  G.  Y.  Swickard,  George  Kinser,  and  0.  C.  Sea- 
strunk. 

Smith  County  Auxiliary  sponsored  a program  for 
senior  girls  of  Tyler  High  School  at  the  school  build- 
ing on  May  4 at  which  student  nurses  from  Baylor 
University  School  of  Nursing,  Dallas,  explained  the 
opportunities  in  nursing  and  various  problems  con- 
cerned with  securing  education  for  following  that 
profession.  Miss  Edith  E.  Miller,  councilor  for 
nurses  at  Baylor,  was  in  charge  of  the  program  and 
introduced  the  students,  including  Misses  Betty 
Griggs,  Anita  Owen,  Elaine  Sandusky,  Sylvia  Little- 
page,  and  Barbara  Reynolds.  Miss  Miller  was  pre- 
sented by  Mrs.  C.  C.  McDonald,  president  of  the 
Auxiliary,  who  was  introduced  by  Mrs.  Mildred  Wil- 
liams of  the  high  school  faculty.  Mrs.  McDonald 
enter'tained  the  visitors  at  luncheon. — Mrs.  C.  C.  Mc- 
Donald. 

Tarrant  County  Auxiliary  held  an  informal  party 
for  doctors  and  their  wives  in  Fort  Worth  on  March 
30.  Forty  persons  enjoyed  “cokes,”  dancing,  and 
visiting  under  the  direction  of  the  entertainment 
committee. — Mrs.  Theron  H.  Funk,  Publicity  Secre- 
tary. 

Travis  County  Auxiliary  held  a luncheon  meeting 
April  20  in  Austin.  Mrs.  A.  H.  Neighbors,  Sr.,  and 
Mrs.  W.  M.  Gambrell  were  named  delegates  to  the 
State  Auxiliary,  and  Mrs.  Joe  W.  Bailey  and  Mrs. 
Henry  Payne  were  appointed  alternates.  Mrs.  James 
H.  Herrod  was  appointed  chairman  of  the  commit- 
tee assisting  with  the  current  drive  for  funds  to  help 
with  cancer  control.  Mesdames  R.  T.  Wilson,  J.  T. 
Eaton,  John  A.  Crockett,  S.  W.  Bohls,  R.  O.  Swear- 
ingen, R.  G.  Carter,  James  Eckhardt,  Henry  Payne, 
Charles  W.  Bintliff,  and  Fred  Lowery  were  named  to 
work  with  Mrs.  Herrod. 

Washington  County  Auxiliary  installed  officers  for 
the  coming  year  at  a luncheon  in  Brenham  on  May  3. 
Mrs.  Waldo  A.  Knolle  conducted  the  services,  and 
Mrs.  W.  F.  Tottenham  offered  the  invocation.  Mrs. 
Roger  E.  Knolle,  retiring  pi*esident,  made  her  report 
for  the  past  year.  Reports  were  also  heard  from 
Mrs.  Robert  Hasskarl,  delegate  to  the  state  and  dis- 
trict meetings,  and  Mrs.  C.  E.  Southern,  immediate 
past  president  of  the  district.  It  was  announced 
that  Mrs.  W.  F.  Hasskarl  has  been  elected  council 
woman  for  the  Ninth  District. 

Officers  installed  in  the  county  auxiliary  include 
Mesdames  Robert  A.  Hasskarl,  president;  Roger  E. 
Knolle,  vice-president;  Sam  H.  Toubin,  recording 
secretary;  Arthur  Becker,  corresponding  secretary; 
Arthur  Miller,  treasurer;  Fred  Graber,  reporter;  and 
S.  E.  Stafford,  parliamentarian. — Mrs.  W.  F.  Hass- 
karl. 
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Dr.  Gilman  Caldwell  Paynter,  Falfurrias,  Texas, 
died  in  a Corpus  Christi  hospital  May  1,  1948,  of 
bulbar  poliomyelitis. 

Born  September  23,  1918,  in  Glencoe,  111.,  Dr. 
Paynter  was  the  son  of  Henry  Martyn  and  Lucy 
(Daniel)  Paynter.  He  attended  high  school  at 
Winnetka,  111.,  and  was  graduated  with  a bachelor 
of  science  degree  from  the  University  of  Illinois, 
Urbana,  in  1940.  His  medical  degree  was  obtained 
from  the  University  of  Illinois  College  of  Medicine, 
Chicago,  in  1943.  He  served  an  internship  at  the 
naval  hospital  in  Norfolk,  Va.;  received  training 
in  urology  at  the  naval  hospital  at  Great  Lakes, 
111.;  and  served  a residency  at  the  Swedish  Covenant 
Hospital,  Chicago.  Dr.  Paynter  was  a lieutenant 

•An  obituary  ordinarily  will  not  be  published  more  than  four 
months  after  date  of  death.  Cooperation  in  reporting  deaths  of 
physicians  and  in  furnishing  appropriate  biographical  material 
promptly  is  solicited 


with  the  Navy  Medical  Corps  during  the  war,  serv- 
ing in  both  the  Atlantic  and  Pacific  areas.  Upon 
his  resignation  from  the  Navy  in  1947,  he  entered 
private  practice  in  Falfurrias. 

Dr.  Paynter  was  a member  of  the  Brooks-Duval- 
Jim  Wells  Counties  Medical  Society,  the  State 
Medical  Association,  and  the  American  Medical  Asso- 
ciation. He  was  a member  of  the  Episcopal  Church 
and  Psi  Upsilon  fraternity. 

Dr.  Paynter  married  Miss  Helen  Hepner  on  Sep- 
tember 20,  1941,  in  Glencoe,  111.  He  is  survived  by 
his  wife  and  one  daughter,  Janet  Daniel  Paynter; 
his  mother,  Mrs.  Henry  Martyn  Paynter,  Chicago; 
two  sisters,  Mrs.  Theodosia  Podolsky,  New  York, 
and  Mrs.  Mary  Sharp,  Chicago;  and  three  brothers, 
Henry  Martyn  Paynter,  New  York;  Moncure  Payn- 
ter, Wilmette,  111.;  and  Richard  Paynter,  Waterloo, 
Iowa. 

Dr.  Thomas  Jefferson  Calhoun,  Dallas,  Texas, 
dermatologist,  died  at  his  home  in  Carrollton,  April 
11,  1948,  of  coronary  thrombosis. 

Son  of  George  W.  and  Frances  (Glasgow)  Cal- 
houn, Dr.  Calhoun  was  bom  August  13,  1890,  at 
Manchester,  Tenn.  He  attended  the  Webb  School, 
Bellbuckle,  Tenn.,  and  the  University  of  Texas,  Aus- 
tin, from  which  he  received  a bachelor  of  arts  degree 
in  1917.  His  medical  degree  was  obtained  from  the 
University  of  Texas  School  of  Medicine,  Galveston, 
in  1923.  After  serving  an  internship  at  the  Barnard 


DR.  THOMAS  J.  CALHOUN 


Skin  and  Cancer  Hospital,  St.  Louis,  Dr.  Calhoun 
opened  his  practice  in  Dallas,  where  he  had  been 
active  ever  since. 

Continuously  since  1924  Dr.  Calhoun  had  been  a 
member  of  the  State  Medical  Association  and  Ameri- 
can Medical  Association  through  Dallas  County 
Medical  Society.  He  was  a member  of  the  Southern 
Medical  Association,  the  Dallas  Southern  Clinical 
Society,  and  the  Texas  Dermatological  Society.  He 
was  chairman  of  the  City-County  Hospital  staff.  He 
was  a member  of  Phi  Alpha  Sigma  medical  frater- 
nity and  Phi  Beta  Kappa.  During  World  War  I 
Dr.  Calhoun  served  as  a captain  of  cavalry  and  a 
major  of  artillery.  He  had  been  principal  of  the 
Cuero  High  School  and  an  instructor  in  history  at 
the  University  of  Texas.  He  owned  and  managed  a 
farm  at  Carrollton,  and  his  home  there  had  become  a 
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small  art  museum  with  his  collection  of  fine  oil  and 
water  color  paintings. 

Dr.  Calhoun  married  Miss  Nina  Fay  Waldrop  at 
Sherman  on  July  4,  1921.  He  is  survived  by  his 
wife,  also  a practicing  physician;  three  sisters,  Mrs. 
A.  C.  Boynton,  Carrollton,  and  Mrs.  Lester  Stephen- 
son and  Mrs.  Arthur  Steppe,  both  of  Bellbuckle, 
Tenn.,  and  one  brother,  J.  I.  Calhoun,  Hillsboro,  Tenn. 

Dr.  Henry  Jeffrey  Hamilton,  Laredo,  Texas,  died 
at  his  home  March  11,  1948,  of  pneumonia. 

Dr.  Hamilton  was  born  August  7,  1864,  at  Barrie, 
Ontario,  Canada,  the  son  of  Dr.  Alexander  and 
Katherine  (Spohn)  Hamilton.  He  attended  Hamil- 
ton Collegiate  Institute,  Hamilton,  Canada,  and  the 
University  of  Louisville,  Louisville,  Ky.,  from  which 
his  medical  degree  was  received  in  1888.  He  did 
postgraduate  work  at  Jefferson  Medical  College, 
Philadelphia.  Dr.  Hamilton  was  United  States  con- 
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sul  a few  months  at  Guerrero,  Mexico,  and  practiced 
two  years  at  Corpus  Christi  before  going  to  Laredo, 
where  he  was  located  more  than  fifty  years. 

Throughout  most  of  his  professional  career  Dr. 
Hamilton  was  a member  of  the  State  Medical  Asso- 
ciation and  American  Medical  Association.  He  helped 
to  organize  the  Webb  County  Medical  Society  and 
was  its  first  president,  and  after  the  organization 
of  the  Webb-Zapata-Jim  Hogg  Counties  Medical 
Society  he  was  a member  of  that  group  until  1941. 
From  1905  until  1915  he  was  councilor  of  the  Sixth 
District.  Dr.  Hamilton  had  served  as  city  health 
officer  for  Laredo,  surgeon  of  the  U.  S.  Marine  Hos- 
pital, examining  sm-geon  for  United  States  pensions, 
and  a member  of  the  Texas  State  Board  of  Medical 
Examiners.  He  was  a delegate  to  the  International 
Congress  on  Tuberculosis  at  St.  Louis  in  1904,  and 
was  vice-president  of  the  congress  in  1908  at  Wash- 
ington. 

Surviving  Dr.  Hamilton  are  his  wife,  the  former 
Miss  Lamar  Benavides,  whom  he  married  December 
22,  1894,  in  Laredo,  and  two  daughters,  Mrs.  W.  A. 
Cummins,  Houston,  and  Mrs.  Randolph  Slaughter, 
Laredo. 

Dr.  Howard  Hogan,  Dallas,  Texas,  died  April  20, 
1948,  of  carcinoma  of  the  esophagus. 

Born  September  5,  1899,  in  Oakland,  Calif.,  Dr. 
Hogan  was  the  son  of  Hugh  and  Anastasia  (Rawl- 


ings) Hogan.  After  completing  his  early  education 
in  the  California  public  schools,  Dr.  Hogan  attended 
the  Swavely  School,  Washington,  D.  C.,  and  was 
graduated  from  the  United  States  Naval  Academy, 
Anapolis,  in  1922.  He  served  as  an  ensign  with  the 
United  States  Atlantic  Fleet  from  1922  until  1924. 
He  then  studied  premedical  courses  at  McGill  Uni- 
versity, Montreal,  Canada,  and  completed  his  medical 
education  at  Edinburg  University,  Edinburg,  Scot- 
land, receiving  his  degree  in  1931  and  continuing 
postgraduate  studies  for  an  additional  two  years. 
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Dr.  Hogan  served  internships  and  residencies  at  the 
Royal  Victoria  Hospital,  Montreal;  Bellevue  Hos- 
pital, New  York;  and  Presbyterian  Hospital,  New 
York.  He  practiced  in  New  York  for  six  years  be- 
fore being  commissioned  in  1942  in  the  Army  Medi- 
cal Corps.  He  was  stationed  in  Washington,  at- 
tended the  Command  and  General  Staff  School  at 
Fort  Leavenworth,  Kan.,  and  finally  went  to  London 
as  a lieutenant  colonel  to  be  a medical  procurement 
officer.  He  was  released  from  service  in  1945  and 
came  to  Dallas  to  practice. 

Dr.  Hogan  was  a member  of  the  American  Medical 
Association  throughout  his  professional  career. 
While  in  New  York,  he  was  a member  of  county  and 
state  medical  societies.  After  he  came  to  Dallas  he 
was  a member  of  the  Dallas  County  Medical  Society 
and  State  Medical  Association.  He  was  a member 
of  the  American  Society  of  Anesthetists,  the  Asso- 
ciation of  Military  Surgeons,  and  the  Royal  Society 
of  Medicine  (Edinburg).  He  was  associated  with  the 
late  Dr.  James  Taylor  Gwathmey  in  the  study  of 
anesthesia  and  had  published  papers  on  that  subject. 
He  was  a member  of  the  Athletic,  Advertising,  and 
University  Clubs,  New  York;  Army  and  Navy  Club, 
Washington;  and  Dallas  Athletic  Club.  He  was  a 
member  of  St.  Matthew’s  Cathedral,  Dallas.  He  was 
a licensed  airplane  pilot. 

Dr.  Hogan  is  survived  by  his  wife,  the  former 
Miss  Sara  Pratt  Lapsley  of  Richmond,  Va.,  whom 
he  married  in  1940  in  New  York;  one  sister,  Mrs. 
Will  Kiefferdorf,  San  Francisco;  and  three  brothers, 
Hugh  Hogan,  Harold  Hogan,  and  Will  Hogan,  Oak- 
land, Calif. 

Dr.  Edwin  Lee  Jones,  Dallas,  Texas,  died  April  17, 
1948,  in  the  U.  S.  Naval  Hospital,  Houston,  of 
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cerebral  thrombosis.  Dr.  Jones  had  served  thirty 
years  in  the  Navy  Medical  Corps,  reaching  the  rank 
of  commander. 

Dr.  Jones  was  born  January  18,  1876,  in  Itawamba 
County,  Miss.,  the  son  of  Benjamin  F.  and  Mary 
(Lawson)  Jones.  His  academic  education  was  ob- 
tained at  Baylor  University,  Waco,  and  his  medical 
degree  from  the  University  of  Texas  School  of  Medi- 
cine, Galveston,  in  1903.  He  also  received  a diploma 
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from  the  U.  S.  Naval  Medical  School  in  1907.  After 
spending  a few  months  in  practice  in  Alvarado, 
Texas,  and  as  a railway  physician  in  Mexico,  Dr. 
Jones  became  affiliated  with  the  U.  S.  Indian  Serv- 
ice. In  1906  he  was  commissioned  in  the  Navy  Medi- 
cal Corps.  Upon  his  retirement  from  the  Navy  Dr. 
Jones  practiced  in  Dallas  until  his  health  failed. 

Since  1937  Dr.  Jones  had  been  a member  of  Dallas 
County  Medical  Society,  the  State  Medical  Associa- 
tion, and  the  American  Medical  Association.  In 
1946  he  was  elected  to  honorary  membership  in  the 
state  organization.  He  was  a member  of  the  First 
Baptist  Church,  Dallas,  the  Masonic  Order,  and 
Shrine. 

Survivors  include  Dr.  Jones’  wife,  the  former  Miss 
Mildred  Warda  Kuykendall,  whom  he  married  July 
6,  1904,  in  Cleburne;  one  daughter,  Mrs.  George  A. 
Schanbacher,  Chicago;  one  son,  Comdr.  E.  K.  Jones, 
USN;  and  one  sister,  Mrs.  Maude  Stephens,  Dallas. 

Dr.  Anders  Peter  Overgaard,  Houston,  Texas, 
radiologist,  died  March  14,  1948. 

A native  of  Kennard,  Neb.,  Dr.  Overgaard  was 
born  March  4,  1879,  the  son  of  Anders  C.  and 
Dorthea  Overgaard.  He  attended  Kennard  High 
School  and  the  University  of  Nebraska  College  of 
Medicine,  Omaha,  from  which  he  was  gi’aduated  in 
1900.  He  served  an  internship  at  Paxton  Douglas 
County  Hospital,  Omaha,  and  then  practiced  for 
fourteen  years  at  Freemont  and  twenty-four  years 
at  Omaha  before  moving  to  Houston  in  1940.  He 
retired  from  active  practice  in  1947. 

Since  coming  to  Texas  Dr.  Overgaard  had  been 
a member  of  Harris  County  Medical  Society,  the 
State  Medical  Association,  and  the  American  Medi- 
cal Association.  He  was  a member  of  the  South 
Texas  District  Medical  Society  and  the  Houston 
Academy  of  Medicine..  He  was  an  honorary  mem- 
ber of  Harris  County  Medical  Society  and  had  been 


nominated  for  honorary  membership  in  the  State 
Medical  Association  at  the  time  of  his  death.  He 
was  a diplomate  of  the  American  Board  of  Radi- 
ology, a charter  member  of  the  American  College 
of  Radiology,  and  a member  of  the  American  Roent- 
gen Ray  Society  and  Radiological  Society  of  North 
America.  While  in  Nebraska  Dr.  Overgaard  had 
served  as  president  of  the  Omaha  Roentgen  So- 
ciety and  Omaha-Douglas  County  Medical  Society 
and  as  a councilor  of  the  Nebraska  State  Medical 
Association.  He  was  a member  of  the  Episcopal 
Church,  the  Masonic  Order,  and  the  Shrine. 

Dr.  Overgaard  is  survived  by  his  wife,  the  former 
Miss  Gertrude  Fleming  of  Freemont,  Neb.,  whom 
he  married  in  1905. 

Dr.  James  Maxwell  Loving,  Austin,  Texas,  died  of 
coronary  thrombosis  April  16,  1948,  at  his  home. 

Born  at  Austin,  June  17,  1879,  Dr.  Loving  was  the 
only  child  of  Robert  Jesse  and  Virginia  (Maxwell) 
Loving.  He  was  graduated  with  a bachelor  of 
science  degree  from  the  University  of  Texas,  Aus- 
tin, in  1900,  and  received  his  medical  degree  from 
the  University  of  Texas  School  of  Medicine,  Galves- 
ton, in  1903.  From  that  time  until  his  death  Dr. 
Loving  was  in  practice  in  Austin.  In  1924,  upon 
completion  of  a postgraduate  course  in  physio- 
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therapy,  Dr.  Loving  established  an  office  for  the 
practice  of  physical  medicine,  which  practice  he  con- 
tinued until  his  death.  During  the  early  years  of 
his  practice,  Dr.  Loving  served  as  city  and  county 
health  officer.  He  was  commissioned  as  a surgeon 
in  the  U.  S.  Public  Health  and  Marine  Service  in 
1905;  was  a captain  in  the  National  Guard  from 
1903  until  1918;  was  a major  in  the  Army  Medical 
Corps  in  1918  and  1919;  and  was  a surgeon  for  the 
Veterans  Bureau  from  1921  until  1928. 

Dr.  Loving  was  a member  of  the  Travis  County 
Medical  Society,  State  Medical  Association,  and 
American  Medical  Association.  He  was  a fellow  of 
the  American  Geriatrics  Society  and  a member  of 
Alpha  Mu  Pi  Omega  medical  fraternity. 

Dr.  Loving  is  survived  by  his  wife,  the  former 
Miss  Mary  Hart  of  San  Antonio,  whom  he  married 
in  August,  1906,  and  one  daughter,  Dr.  Maribel 
Loving,  Austin. 
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Deady,  H.  P.  (Hon.),  El  Paso. 

Deter,  Russell  L.  (Sec’y),  El  Paso. 
*Dietrich,  H.  W.,  El  Paso. 

Duncan,  Ernest  A.,  El  Paso. 

Dutton,  Loraine  O.,  El  Paso. 

Eck,  Andrew  J.,  El  Paso. 

Edahl,  Edwin  W.,  Van  Horn. 

Edwards,  Geo.  M.  (Hon.),  El  Paso. 
Egbert,  Orville  E.,  El  Paso. 

Ellis,  Jack  R.,  El  Paso. 

Eidinoff,  Harold,  El  Paso. 

Epstein,  I.  M.,  El  Paso. 

Evans,  F.  G.,  El  Paso. 

Feener,  Lester  C.,  El  Paso. 

Floyd,  Joe  R.,  El  Paso. 

Fuchlow,  J.  Richard,  El  Paso. 

Gaddis,  Leo  R.,  El  Paso. 

Gaddis,  Wm.  R.,  El  Paso. 

Gaddy,  S.  J.,  El  Paso. 

♦Galatzan,  Joe  S.,  El  Paso. 


Gallagher,  Paul,  El  Paso. 

Garrett,  Henry  D.,  El  Paso. 

Gay,  Michel,  El  Paso. 

Golding,  Frank  C.,  El  Paso. 

Goodloe,  Basil  Lynn,  El  Paso. 
♦Gorman,  James  J.,  El  Paso. 

Gray,  John  B.,  El  Paso. 

♦Green,  J.  Leighton,  El  Paso. 

Hart,  Maynard  S.,  El  Paso. 

:!:Hatfield,  Haskell  D.,  Houston. 
♦Hendricks,  Chas.  M.,  El  Paso. 
Heslington,  Hurston  F.,  El  Paso. 
Hinton,  Joseph  H.,  El  Paso. 

:!:Holt,  Russell,  El  Paso. 

*Homan,  R.  B.,  Jr.,  El  Paso. 

♦Homan,  Ralph  H..  El  Paso. 

Hornedo,  Manuel  D.,  El  Paso. 

Hunter,  C.  D.,  El  Paso. 

Irvin,  Edgar  H.,  El  Paso. 

Jamieson,  Wm.  R.,  El  Paso. 

Jenness,  Burt  F.,  El  Paso. 

Johnstone,  John  H.,  Ysleta. 

Jones,  Edmund  P.,  El  Paso. 

Jordan,  Gerald  H.,  El  Paso. 

Jumper,  C.  E.,  El  Paso. 

Keller,  Nathan  H.,  El  Paso. 

King,  Sam  R.,  El  Paso. 

Kurita,  Kenneth  S.,  El  Paso. 

Laws,  James  W.,  El  Paso. 

Leigh,  Harry,  El  Paso. 

Liddell.  Thos.  C.,  El  Paso. 

Long,  Arthur  D.,  El  Paso. 

Marshall,  Alex  G.,  El  Paso. 

♦Marshall,  Howard  J.  H.,  El  Paso. 
♦Martin,  John  D.,  El  Paso. 

Mason,  C.  H.,  El  Paso. 

McCamant,  T.  J.,  El  Paso. 

McChesney,  Paul  E.,  El  Paso. 

McNeil,  Irving  (Hon.),  El  Paso. 
Milchen,  Carl,  El  Paso. 

Miller,  Felix  P.,  El  Paso. 

Miskimins,  Jos.  Harry,  El  Paso. 
Molinar,  Ramon  Z.,  El  Paso. 

Molinar  y Rey,  Jose,  El  Paso. 

Molloy,  Maxwell  S.,  El  Paso. 
Morrison,  John  E.,  El  Paso. 

Multhauf,  A.  W.,  El  Paso. 

Murray,  Mildred  L.,  El  Paso. 

Mutnick,  Reuben,  El  Paso. 

Nowlin,  Wm.  Carl,  El  Paso. 

Perry,  Alvin  LaForge,  El  Paso. 
Peticolas,  John  D.,  El  Paso. 

Phillips,  Richard  J.,  El  Paso. 

Preston,  Thos.  K.,  Anthony,  N.  Mex. 
Price,  E.  D.,  El  Paso. 

♦Prieto,  Philip  M.,  El  Paso. 

Randel,  Brown  W.  (Hon.),  El  Paso. 
Ravel,  Vincent  M.,  El  Paso. 

Reed,  P.  H.,  El  Paso. 


Rennick,  Chas.  F.,  El  Paso. 

Reynolds,  George  A.,  El  Paso. 
Rheinheimer,  Edw.  W.,  El  Paso. 

Rigney,  Paul,  El  Paso. 

Rissler,  Ross  W.,  El  Paso. 

Robbins,  Jacob  B.,  El  Paso. 

Rodarte,  Ruben  B.,  El  Paso. 

Rogde,  Jacob,  El  Paso. 

Rogers,  Earl  B.,  El  Paso. 

Rogers,  Hugh  Earl,  El  Paso. 

Rogers,  S.  Perry,  El  Paso. 

Rogers,  Will  P.,  El  Paso. 

Schuessler,  Willard  W.,  El  Paso. 
Schuster,  Frank  P.,  El  Paso. 

Schuster,  Stephen  A.,  El  Paso. 

Shanley,  T.  J.  B.,  El  Paso. 

Sher,  Benjamin,  Fabens. 

Smith,  Leslie  M.,  El  Paso. 

Smith,  Thos.  H.,  Alderson,  W.  Va. 
Snidow,  Francis  A.,  El  Paso. 

♦Soto,  Raul  C.,  El  Paso. 

Souda,  Andrew,  El  Paso. 

Spearman,  M.  P.,  El  Paso. 

Spier,  Erich,  El  Paso. 

Stapp,  Celso  C.,  El  Paso. 

Stevens,  B.  F.,  El  Paso. 

♦Stowe,  Jesson  L.,  El  Paso. 

Thompson,  Robt.  F.,  El  Paso. 

Treece,  Angus  A.,  Fabens. 

Tubbs,  Wm.  M.,  El  Paso. 

Tucker,  George  E.,  Anthony,  N.  Mex. 
♦Turner,  George,  El  Paso. 

♦Turner,  Steve  F.,  El  Paso. 

Vance,  James,  El  Paso. 

Vandevere,  W.  E.,  El  Paso. 

Vargas,  Gonzalez  F.,  El  Paso. 

♦Varner,  Harry  H.,  El  Paso. 

Villareal,  Andres,  El  Paso. 

Villareal,  Leopold,  El  Paso. 

Vinikoff,  Maurice  R.,  El  Paso. 

Von  Almen,  S.  G.  (Hon.),  El  Paso. 

Von  Briesen,  Delphin,  El  Paso. 

Waite,  W.  W.  (Hon.),  El  Paso. 

Walker,  Newton  F.,  El  Paso. 

Webb,  Chas.  E.,  El  Paso. 

Wilcox,  Leigh  E.,  El  Paso. 

Wollmann,  Walter  W.,  El  Paso. 

PECOS-JEFF  DAVIS-PRESIDIO- 
BREWSTER 

Barrett,  Alfred  E.  (Hon.),  Ft.  Stockton 
Blackwell,  James  H.  (Hon.),  Marfa. 
Craddock,  Walter  D.,  Ft.  Stockton. 
Eaton,  Calvin  E.,  Ft.  Davis. 

Gipson,  James  F.,  Ft.  Stockton. 

♦Hill,  Malone  V.,  Alpine. 

♦Jeter,  Drayton  O.,  Alpine. 

Kelley,  William  N.,  Abilene. 
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Lockhart,  William  E.  (Sec’y),  Alpine. 
O’Donnell,  John  W.,  Alpine. 

♦Oswalt,  Chas.  E.,  Jr.,  Ft.  Stockton. 

♦Pate,  John  W.  (Pres.),  Sanderson. 

Petit,  William  D.,  Presidio. 

Robertson,  Adolph  H.,  Iraan. 

Searls,  John  P.,  Marfa. 

Stover,  Walter  H.,  Marfa. 

Sutton,  Claude  R.,  Jr.,  Marfa. 

Wright,  Joel  E.,  Alpine. 

REEVES-WARD-WINKLER-LOVING- 
CULBERSON-HUDSPETH 
Bell,  Darrell  L.,  Monahans. 

♦Black,  Wilmer  D.,  Barstow. 

Camp,  Jim,  Pecos. 

Hay,  Bruce  H.  H.,  Pecos. 

Kunstadt,  Paul,  Monahans. 

Lindley,  Harold,  Pecos. 

McClure,  Wayne  H.  (Pres.),  Kermit. 
Munk,  Otto,  Monahans. 

Prout,  Fred  J.,  Monahans. 

Rehmeyer,  Walter  O.,  Monahans. 

Roberts,  Rufus  A.,  Pecos. 

♦Robinson,  Cecil  A.  (Sec’y),  Kermit. 
Robinson,  Lila  Rose,  Kermit. 

Rygh,  Edgar  A.,  Pecos. 

Sauer,  David  E.,  Kermit. 

Wight,  B.  A.?  Kermit. 

SECOND  DISTRICT 

Dr.  R.  B.  G.  Cowper,  Big  Spring,  Councilor 
DAWSON-LYNN-TERRY-GAINES- 
YOAKUM 

Bennett,  John  B.,  Los  Angeles,  Calif. 
Bradford,  Andrew  L.,  Mexia. 

Daniell,  A.  H.  (Pres.),  Brownfield. 

Dow,  Harold  D.,  Seminole. 

Frazier,  Sam  Z.,  Lamesa. 

Gerardy,  Carl  W.,  Seagraves. 

Gerlich,  Norman  A.,  Newman,  Calif. 
Harrison,  Dan  A.,  Jr.,  Seminole. 

Hill,  Wayne  C.,  Brownfield. 

Johnson,  J.  E.,  Lamesa. 

Koberg,  Frederick  J.,  Denver  City. 
♦Loveless,  J.  C.,  Lamesa. 

♦McKay,  James  V.,  Lamesa. 

Miller,  Frank  P.,  Brownfield. 

Pigford,  Charles  A.  (Sec’y),  Seagraves. 
Price,  Noble  H.,  Lamesa. 

Prohl,  Emil  H.,  Tahoka. 

Richards,  L.  D.,  Seminole. 

Seale,  Frances  E.,  Tahoka. 

Smith,  Alfred  H.,  Lamesa. 

Standifer,  Lilburn  E.,  Lamesa. 

*Tomb,  Andrew  S.,  Seminole. 

Treadway,  T.  L.,  Brownfield. 

♦Williamson,  Thomas  J.,  Seminole. 

Zee,  Urban  H.,  Lamesa. 

ECTOR-MIDLAND-MARTIN-HOWARD- 
ANDREWS-GLASSCOCK 
Barganier,  John  H.,  Odessa. 

Bennett,  Marion  H..  Big  Spring. 

Bobo,  Thos.  C.,  Midland. 

Bowden,  A.  M.,  Big  Spring. 

Briggs,  Harry  A.,  Fairfield. 

Britt,  Chas.  S.,  Midland. 

Chappie,  James  H.,  Midland. 

♦Cowper,  R.  B.  G.,  Big  Spring. 

Curtis,  Ward  C.,  Falmouth,  Va. 

Devereux,  James  M.,  Midland. 

Dickerson,  Melford  S.,  Midland. 

Elliott,  Vance  J.,  Odessa. 

Friedenwald,  V.  E.,  Big  Spring. 

Fulcher,  Oliver  A.,  Odessa. 

Golladay,  Robt.  M.  (Pres.),  Midland. 
Greenlees,  David  L..  Odessa. 

Haley,  James  F.  (Hon.),  Midland. 

Hall,  Granville  T.,  Big  Spring. 

Haynes,  Henry  M.,  Jr.,  Odessa. 

Hays,  Alan  L.,  Odessa. 

Headlee,  Emmett  V.,  Odessa. 

Hestand,  Haskell  E.,  Odessa. 

♦Hogan,  John  E.,  Big  Spring. 

Howser,  John  P.,  Big  Spring. 

Hutcheson.  Zenas  W.,  Jr.,  Andrews. 
Johnson,  Homer  B.  (Sec’y),  Midland. 
Leggett,  Lloyd  Waldo,  Midland. 

Lekisch,  Kurt,  Midland. 

Lillie,  Gordon  V.,  Odessa. 

Malone,  Phocian  W.,  Big  Spring. 
McKinney,  James  M.,  Big  Spring. 
McMahan,  Geo.  T.,  Gulfport,  Miss. 

Miller,  Garnett,  Big  Spring. 

Patton,  Doyle  L.,  Midland. 

Peacock,  George  E.,  Big  Spring. 

"Rainer,  James  W.,  Odessa. 

Ramsey,  Richard  R.,  Andrews. 

Sadler,  Finis  E.,  Midland. 

Sanders,  J.  Virgil,  Stanton. 

Sanders,  Nell  White,  Big  Spring. 


Sanders,  Preston  R.,  Big  Spring. 

♦Shaw,  Chester  A..  Huntsville. 

Strauss,  Edward  H.,  Big  Spring. 

Swift,  Edward  V.,  Big  Spring. 

♦Thomas,  Clyde  E.,  Jr.,  Big  Spring. 
Thomas,  John  B.,  Midland. 

Thornton,  H.  E.,  Odessa. 

True,  George  S.  (Hon.),  Big  Spring. 
Uthoff,  Carl  J.,  Big  Spring. 

Walker,  Horace  Glenn,  Midland. 

Waters,  Wm.  Isaac,  Midland. 

Whitehouse,  Wm.  G.,  Midland. 

Wilson,  Claude  E.,  Odessa. 

Wood,  George  H.,  Big  Spring'. 

Wood,  John  K.,  Odessa. 

Woodall,  Jack  M.,  Big  Spring. 

NOLAN-FISHER-MITCHELL 
Ailts,  Bernard  H.,  Sweetwater. 

Allen,  Robert  R.,  Sweetwater. 

Barb,  Thomas  J.,  Roby. 

Berg,  Owen  C.,  Wilwaukee,  Wise. 

Bonner,  Wm.  F.,  Sweetwater. 

Callan,  Chester  U.,  Rotan. 

Crymes,  J.  Melvin,  Colorado  City. 

Fortner,  Amos  H..  Sweetwater. 

Hood,  Francis  T.  N.,  Jr.,  Sweetwater. 
Johnson,  Bruce  H.,  Loraine. 

>;:Johnson,  Dale  F.,  Loraine. 

Johnson,  J.  Frank,  Rotan. 

Loeb,  Sam  A.,  Sweetwater. 

Logsdon,  Harry  A.,  Colorado  City. 

♦Peavy,  J.  E.,  Austin. 

♦Peters,  Roland  O.,  Sweetwater. 

*Price,  Robert  L.,  Sweetwater. 

Rhode,  Oscar  E.,  Colorado  City. 

Rhode,  W.  S.,  Colorado  City. 

Richardson,  James  K.,  Sweetwater. 
Rosebrough,  Chas.  A.,  Sweetwater. 

Rudd,  Lawrence  H.,  Colorado  City. 
Supowit,  S.  F.  (Sec’y),  Sweetwater. 
Young,  James  W.,  Roscoe. 

Young,  Tom  D.,  Roscoe. 

SCURRY-DICKENS-KENT-GARZA- 
BORDEN-KING-STONEWALL 
♦Alexander,  Arthur  Bob,  Spur. 

*Cockrell,  Charles  R.,  Snyder. 

Nichols,  Pike  C.,  Spur. 

Redwine,  Harry  P.  (Sec’y),  Snyder. 

THIRD  DISTRICT 

Dr.  H.  H.  Latson,  Amarillo,  Councilor 
ARMSTRONG-DONLEY-CHILDRESS- 
COLLINGS  WORTH-HALL 
Bubblis,  John  L.,  Huttig,  Arkansas. 
Carriker,  Fred  H.,  Childress. 

Carroll,  Wm.  A.,  Claude. 

♦Clark,  R.  Ernest  (Pres.),  Memphis. 

Fox,  Grover  C.,  Childress. 

Garner,  J.  E.,  Turkey. 

Goodall,  O.  R.,  Memphis. 

Headlee,  Robert  E.,  Childress. 

Jenkins,  B.  L.  (Hon.),  Clarendon. 

Jenkins,  Oscar  L.  (Hon.),  Dallas. 

Jernigan,  James  H.,  Childress. 

Jeter,  Perry  R.,  Childress. 

Jones,  Charles  B.,  Wellington. 

Jones,  Elmer  K.  (Sec’y),  Wellington. 
♦Jones,  Elmer  W.,  Wellington. 

Odom,  James  A.,  Memphis. 

Townsend,  Shell  H..  Childress. 

Vardy,  P.  L.  (Hon.),  Estelline. 

Watkins,  Dale  V.,  Wellington. 

Wattam,  James  M.,  Wellington. 

White,  F.  A.  (dead),  Childress. 

DALLAM-HARTLEY-SHERMAN- 

MOORE 

Brown,  Thomas  G.,  Dumas. 

Coventry,  William  V.,  Dumas. 

Cowin,  Abe  W.  (Sec’y),  Dalhart. 
Middlebrook,  Francis  M.  (Pres.),  Dalhart. 
Moore,  Victor  R.,  Dalhart. 

Pearson,  Huston,  Stratford. 

Pronko,  Michael  J.,  Dalhart. 

Richardson,  Oswald  J.,  Dumas. 

Walker,  William  J.,  Sunray. 

Wright,  Norman  E.,  Dumas. 

GRAY-WHEELER-HANSFORD- 
HEMPHILL-LIPSCOMB-ROBERTS- 
OCHILTREE-HUTCHINSON-C  ARSON 
Ashby,  Charles  H.,  Pampa. 

Bagwell,  R.  Wayne,  Borger. 

Barksdale,  Wm.  C.,  Borger. 

Beach,  Wm.  W.,  El  Paso. 

Bellamy,  R.  M.,  Pampa. 

Brooks,  Wm.  W.,  Phillips. 

Brown,  Richard  Malcolm,  Pampa. 
♦Christian,  Paul  C.,  Pampa. 


Davis,  J.  J.,  Higgins. 

Devanney,  Louis  R.,  Shamrock. 
♦Falkenstein,  Richard  D.,  Pampa. 

Finley,  H.  Webb,  McLean. 

Gates,  Philip  A.,  Pampa. 

Gooch,  James  W.,  Shamrock. 

Gower,  Jos.  E.  (dead),  Spearman. 
Hampton,  Dan  E.,  Borger. 

Hamra,  Henry  M.  (Sec’y),  Borger. 
Hansen,  Arthur  F.,  Borger. 

Hansen,  Lawrence  C.,  Borger. 

High,  Clifton  E.,  Pampa. 

Hollingsworth,  Chas.  E.,  Phillips. 

Howze,  Jo  W.,  Pampa. 

Huff,  Oscar,  Pampa. 

Jones,  Wm.  Calvin,  Pampa. 

♦Kelley,  Frank  W.,  Pampa. 

Kelley,  John  H.,  Pampa. 

Kengle,  Geo.  L.,  Perryton. 

♦Key,  Julian  M.,  Pampa. 

Kimball,  Melvin  C.,  Borger. 

McDaniel,  MacField,  Dallas. 

Morris,  Ernest  H.,  Canadian. 

♦Nicholson,  Harold  E.,  Jr.,  Wheeler. 
Nicholson,  Harold  E.,  Sr.,  Wheeler. 
Overton,  Marvin  C.,  Jr.  (Pres.),  Pampa. 
Pearson,  D.  B.,  Jr.,  Perryton. 

Petty,  Lester  E.  (Hon.),  Borger. 

Pieratt,  Karl  W.,  Pampa. 

Purviance,  Walter,  Pampa. 

Sanford,  Herbert  M.,  Perryton. 

Sanford,  Roy  K.,  Perryton. 

Sigler,  Howard  Y.,  Shamrock. 

Snyder,  Edward  H.,  Canadian. 

Stephens,  Milton  M.,  Borger. 

♦Stephens,  Walton  G..  Borger. 

Walker,  Glenn  R.,  Wheeler. 

Webb,  Roy  A.,  Pampa. 

Wilder,  H.  Lawler,  Pampa. 

Williams,  Edward  S.,  Pampa. 

Wyatt,  Malcolm  H.,  Pampa. 

HALE-FLOYD-BRISCOE-SWISHER 

Dye,  Everette  L.,  Jr.,  Plainview. 

Dye,  Mary  R.,  Plainview. 

Foster,  Dee  R.,  Lockney. 

Hansen,  John  Harvey,  Plainview. 

Jones,  Don  P.,  Plainview. 

♦Nichols,  E.  O.,  Jr.,  Plainview. 

Nichols,  E.  O.,  Sr.  (Pres.),  Plainview. 
O’Neil,  Hugh  B.,  Plainview. 

Pitts,  Donald  H.,  Floydada. 

Richards,  Fred  V.,  Tulia. 

Smith,  George  V.,  Floydada. 

♦Smith,  Landria  C.  (Sec’y),  Plainview. 
Stewart,  Evans  P.,  Tulia. 

Wagner,  G.  W.,  Plainview. 

Wayland,  Levi  C.,  Plainview. 

HARDEMAN-COTTLE-FOARD-MOTLEY 
Altaras,  Leon  M.,  Crowell. 

♦Clark,  Hines,  Crowell. 

Frizzell,  Thomas  D.  (Pres.),  Quanah. 
George,  Joseph  M.,  Quanah. 

Gilmore,  Jack  T.,  Bowie. 

Harmon,  F.  C.,  Jr.,  Paducah. 

♦Hughes,  John  F.  (Sec’y),  Spur. 

♦McDaniel,  Robert  R.,  Quanah. 

♦Pate,  Clarence  C.,  Paducah. 

Salkeld,  Phil  L.,  Quanah. 

♦Sitta,  Raymond  E.,  Chillicothe. 

Smith,  Thomas  B.,  Paducah. 

Stanley,  James  S.,  Matador. 

Stover.  J.  E.  (Hon.).  Truscott. 

Traweek,  Albert  C.,  Jr.,  Matador. 
♦Traweek.  Albert  C.,  Sr.,  Matador. 

Vestal,  Earl  A.,  Quanah. 

LAMB-BAILEY-HOCKLEY-COCHRAN 
Coen,  James  R.,  Littlefield. 

♦Dupre,  John  D.,  Levelland. 

♦Edgar,  George  V.,  Levelland. 

Green,  L.  T.,  Jr.,  Muleshoe. 

Green,  Marion  F.  (Pres.),  Muleshoe. 
Janes,  Fred  W.,  Jr.,  Littlefield. 

Lusk,  Hamilton  N..  Levelland. 

Maurer,  Ralph  E..  Littlefield. 

Payne,  Clifford  E..  Littlefield. 

Phillips,  C.  M.,  Levelland. 

Reid,  Raymond  A.,  Levelland. 

Renegar,  James  G..  Levelland. 

Shotwell,  I.  T.,  Jr.  (Sec’y),  Littlefield. 
Still,  Oscar  W.,  Littlefield. 

LUBBOCK-CROSBY 
Arnett,  Sam  C.,  Jr.,  Lubbock. 

Barsh,  Albert  G.,  Lubbock. 

Batson,  Carey  B.,  Lubbock. 

Baugh,  William  L.,  Lubbock. 

Benson,  Martin  H.,  Lubbock. 

Blake,  Emerson  M.,  Lubbock. 

Canon,  Robert  T.,  Lubbock. 

Clark,  Doyce  M.,  Lubbock. 

Clark,  Vester  V.,  Lubbock. 
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Cross,  Denzil  D.,  Lubbock. 

Donaldson,  J.  D.,  Jr.,  Lubbock. 

Douglas,  Dale  W.,  Lubbock. 

Douglas,  R.  C.  (Pres.),  Lubbock. 

Dunn,  Sam  G.,  Lubbock. 

♦Elkins,  Clyde  F.,  Jr.,  Lubbock. 

English,  Otis  W.,  Lubbock. 

Ewing,  Mahon  M.,  Lubbock. 

Fiel,  Charles  A.,  Lubbock. 

Girdner,  Wm.  H.,  Abernathy. 

Gordon,  Wm.  H.,  Lubbock. 

Hale,  Lee  E.,  Lubbock. 

Hall,  James  T.,  Lubbock. 

Hand,  Orra  R.,  Lubbock. 

Haney,  Edward  L.,  Ralls. 

Harris,  Joseph  R.,  Jr.,  Lubbock. 

Hudgins,  Frank  W.,  Lubbock. 

Hunt,  Ewell  L.,  Lubbock. 

""Hutchinson,  Ben  B.,  Lubbock. 

Hutchinson,  James  T.,  Lubbock. 

Jenkins,  Byron  A.,  Lubbock. 

Kahler,  Glenn  E.,  Post. 

*Key,  Olen,  Lubbock. 

* Krueger,  Julius  T.,  Lubbock. 

Loveless,  James  E.,  Slaton. 

Loveless,  Roy  G.  (Sec’y),  Lubbock. 
♦Malone,  Frank  B.,  Lubbock. 

♦Mansell,  Christopher  C.,  Lubbock. 

"'Mast,  Clarence  S.,  Lubbock. 

Mast,  Henrie  E.,  Lubbock. 

Mayfield,  Ivan  G.,  Lubbock. 

McCarty,  Robert  H..  Lubbock. 

McClure,  Edwin  E.,  Lubbock. 

Miller,  Pauline  A.,  Lubbock. 

Morris,  James  Garnett,  Lubbock. 

Overton,  Marvin  C.,  Lubbock. 

Parks,  Walter  S.,  Jr.  (In.),  Cleveland,  O 
Payne,  Glen  B.,  Lubbock. 

*Payne,  Wm.  E.,  Slaton. 

Ponton,  Arvel  R.,  Jr.,  Lubbock. 

Riddel,  Roy  L.,  Jr.,  Lubbock. 

Rollo,  James  W.,  Lubbock. 

Rountree,  John  B.,  Lubbock. 

Sloan,  Roy  C.,  Lubbock. 

Smith,  Gerald  S.,  Lubbock. 

♦Stewart,  Allen  T.,  Lubbock. 

Stiles,  James  H.,  Lubbock. 

Surman,  Arnold  C.,  Post. 

Wagner,  Charles  J.,  Lubbock. 

Watkins,  Mina  D.,  Lubbock. 

Williams,  David  C.,  Post. 

Woods,  Limmie  B.,  Lubbock. 

POTTER 

Aronson,  Samuel  J.  R.,  Amarillo. 

Askew,  Wesley  L.,  Amarillo. 

Black,  R.  P.  (Mil.),  Philadelphia,  Pa. 
Blackwell,  Ben  T.,  Amarillo. 

Broyles,  Sam  K.,  Amarillo. 

♦Carroll,  James  R.,  Amarillo. 

Chase,  G.  R.,  Amarillo. 

♦Churchill,  Thos.  P.,  Amarillo. 

Cole,  Marion  W.,  Amarillo. 

♦Grume,  John  James,  Amarillo. 

Crumley,  Frederick  J.,  Amarillo. 

Dine,  Wm.  Clay,  Amarillo. 

Dowling,  Urban  J.,  Amarillo. 

Duncan,  Frank  B.,  Amarillo. 

Duncan,  Robert  A.,  Amarillo. 

Flamm,  Kenneth  R.  (Pres.),  Amarillo. 
Garre,  Peter  Richard,  Amarillo. 
Gilkerson,  Nan  L.,  Amarillo. 

♦Gist,  Robt.  Dennis,  Amarillo. 

*Goldston,  Alton  B.,  Amarillo. 

Hendrick,  James  W.,  Amarillo. 

Hooker,  Orval  N.,  Amarillo. 

Jackson,  Harvey  K.,  Amarillo. 

Jacobson,  M.  E.,  Amarillo. 

Johnson,  Jeremiah  B.,  Amarillo. 

Jordaan,  J.  D.,  Amarillo. 

Keys,  Richard,  Amarillo. 

Klingensmith,  Wm.  R.,  Amarillo. 
♦Latson,  Harvey  H.,  Amarillo. 

^Lemmon,  Jefferson  R.,  Amarillo. 
Lipscomb,  Joe  Lloyd,  Amarillo. 

Loving,  Dan  H.,  Amarillo. 

Marcley,  David  M.,  Amarillo. 

Marsalis,  Don  S.,  Amarillo. 

Mullins,  Wm.  Burton,  Amarillo. 

Murphy,  Weldon  O.,  Amarillo. 

Owens,  Guy,  Amarillo. 

Ozier,  James  B.  (Hon.),  Amarillo. 
Patton,  David  M.,  Amarillo. 

Patton,  Louis  K.,  Amarillo. 

♦Payne,  Ralph  B.,  Amarillo. 

Potter,  Wilkes  A.,  Amarillo. 

Powers,  Evelyn  Gas,  Amarillo. 

Powers,  George  L.,  Amarillo. 

Prince,  Norman  C.,  Amarillo. 

Puckett,  Bascom  M.,  Amarillo. 

Puckett,  Howard  E.,  Amarillo. 

Rasco,  Isaac,  Amarillo. 

Roach,  D.  (Hon.),  Amarillo. 

Robberson,  Jason  H.,  Amarillo. 


LIST  OF  MEMBERS 


Rowley,  Elmer  A.,  Amarillo. 

Royse,  Geo.  T.,  Amarillo. 

Russell,  Woolworth,  Amarillo. 

Scott,  Wilbert  E.,  Jr.,  Amarillo. 

Smith,  Edwin  W.,  Amarillo. 

Smith,  G.  Ernestine,  Amarillo. 

Streit,  August  J.,  Amarillo. 

Swindell,  Raymond  R.,  Amarillo. 

Van  Swearingen,  Walter,  Amarillo. 
*Vaughan,  John  H.,  Amarillo. 

* Vineyard,  Roy  L.,  Amarillo. 

♦Vinyard,  George  T.,  Amarillo. 

Waddill,  Geo.  M.,  Jr.  (Sec’y.),  Amarillo. 
Werner,  J.  H.  Reinert,  Amarillo. 

* Wertz,  Royal  F.,  Amarillo. 

Wheir,  Wm.  Hugh,  Amarillo.  . 

♦White,  Jesse  B.,  Amarillo. 

♦Winsett,  Amos  Ewing,  Amarillo. 

Winsett,  E.  Merrill,  Amarillo. 

Wolf,  Horace  L.,  Amarillo. 

♦Wrather,  James  R.,  Amarillo. 

RANDALL-DEAF  SMITH-PARMER- 
CASTRO-OLDHAM 

Anderson,  Elmo  D.,  Friona. 

Barnett,  Lewis  B.,  Hereford. 

Boswell,  Leta  N.,  Canyon. 

Clark,  David  W.  (Hon.),  Vega. 

Cogswell,  Ronald  E.,  Dimmitt. 

Duflot,  Leo  S.  M.,  Canyon. 

Jarrett,  Robt.  P.,  Canyon. 

Loyd,  Oscar  H.  (Pres.),  Vega. 

Neblett,  Robt.  A.,  Canyon. 

Nobles,  Millard  W.  (Sec’y),  Hereford. 
Robison,  Dutch  K.,  Claude. 

♦Stokes,  Robt.  C.,  Friona. 

Wills,  Ralph  R.,  Hereford. 

FOURTH  DISTRICT 

Dr.  O.  N.  Mayo,  Brownwood,  Councilor 
BROWN-COMANCHE-MILLS-SAN  SABA 

♦Allen,  Homer  B.,  Brownwood. 

Allen,  Will  L.,  Rising  Star. 

Bullard,  Chester  C.,  Brownwood. 

Cadenhead,  Ernest  F.,  Brownwood. 
Carrigan,  Thomas  A.,  Brownwood. 

Farley,  Frederick  W.,  San  Saba. 

Felts,  Richard  C.,  San  Saba. 

♦Fuller,  Martin  L.,  Brownwood. 

Galbreath,  John  C.,  Brownwood. 

Gold,  Philip  S.,  Brownwood. 

Gray,  Andrew  J.  (Hon.),  Comanche. 
♦Gray,  Charles  W.,  Comanche. 

Hallum,  Roy  G.,  Brownwood. 

Horn,  Jesse  M.  (Hon.),  Brownwood. 
Hughes,  Sidney  W.,  Brownwood. 

Lobstein,  Henry  L.,  Brownwood. 

♦Locker,  Harry  L.,  Brownwood. 

Locker,  S.  Braswell  (Sec’y),  Brownwood. 
*Mayo,  Oscar  N.,  Brownwood. 

McDaniel,  Horace  M.,  Austin. 

McFarlane,  Joe  R.,  Brownwood. 

♦Ory,  Lee  K.,  Comanche. 

*Pence,  Winfield  S.,  San  Saba. 

Pierce,  Ethel  M.,  Brownwood. 

Pope,  Fielding  M.,  Brownwood. 

Snyder,  Ned  D.,  Jr.,  Brownwood. 

Spencer,  Fred  D.,  Jr.,  Brownwood. 
♦Stephens,  Joe  B.,  Bangs. 

♦Walker,  James  B.  N.,  Brownwood. 

Wheelis,  Paul  M.  (Pres.),  Brownwood. 

COLEMAN 

Aston,  Samuel  N.,  Coleman. 

Burke,  Francis  M.,  Coleman. 

Cochran,  Robert  H.,  Coleman. 

Jennings,  Wm.  L.,  Coleman. 

Lovelady,  Roy  R.,  Santa  Anna. 

McDonald,  Earl  D.,  Santa  Anna. 

Moody,  Charles  O.,  Coleman. 

"'Nichols,  John  M.,  Coleman. 

Weaver,  Manly  E.  (Pres.),  Coleman. 
Woodward,  Walter  M.  (Sec’y),  Coleman. 
Yarbrough,  C.  G.,  Coleman. 

Young,  J.  C.,  Coleman. 

CRANE-UPTON-REAGAN 

Bredehoft,  J.  C.,  Rankin. 

Cooper,  James  L.,  McCamey. 

Cooper,  W.  Hal,  McCamey. 

♦Irvine,  Geo.  N.,  Jr.  (Sec’y),  McCamey. 
Pattison,  J.  F.,  Big  Lake. 

Robinson,  Simon  F.  (Pres.),  Crane. 

❖ Wright,  John  L.,  Jr.,  Texon. 

KIMBLE-MASON-MENARD-McCULLOCH 

Anderson,  James  P.,  Brady. 

Anderson,  James  S.,  Brady. 

Baze,  Perry  A.,  Mason. 

Benson,  Wm.  F.  (Pres.),  Brady. 
Bodenhamer,  James  G.  (Sec’y),  Mason. 
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Bush,  Oliver  F.,  Menard. 

•Hallum,  B.  A.,  Brady. 

Hays,  Aaron  R.,  Brady. 

Hinchman,  Alda  W.,  Brady. 

Hyman,  Maurice,  Menard. 

Jordan,  Dowell  W.,  Brady. 

Land,  Wm.  M.,  Lohn. 

McCall,  John  G.,  Brady. 

McCollum,  Floyd  L.,  San  Angelo. 

Moss,  Eli  Bruce,  Junction. 

Ricks,  Glenn  H.,  Brady. 

RUNNELS 

♦Bailey,  Charles  F.  (Pres.),  Ballinger. 
Barron,  John  L.,  Winters. 

Chandler,  Oven  H.,  Ballinger. 

Dixon,  James  W.,  Winters. 

Douglas,  J.  G.  (Hon.),  Ballinger. 

Jennings,  T.  V.,  Winters. 

Lasater,  O.  R.,  Ballinger. 

Rives,  C.  T.  (Sec’y),  Winters. 

Shiller,  John  J.,  Rowena. 

::'Wheatly,  Wm.  K.,  Ballinger. 

TOM  GREEN-EIGHT  (COKE-CROCKETT- 
CONCHO-IRION-STERLING-SUTTON- 
SCHLEICHER) 

*Anderson,  Hiram  M.,  San  Angelo. 
Anderson,  Wilson  D.,  San  Angelo. 
Arledge,  Robert  M.,  San  Angelo. 

♦Axtell,  Robert  J.,  San  Angelo. 

Barry,  Douglas  J.,  San  Angelo. 

Boster,  Raymond  G.  (In.),  McKinney. 
Brask,  H.  Kermit,  San  Angelo. 

Brauns,  Wilhelm  H.,  San  Angelo. 

Browne,  Charles  F.,  Sonora. 

Bunyard,  Joseph  A.,  San  Angelo. 

Butner,  Wendell  B.,  San  Angelo. 

♦Byars,  Perry  J.  C.,  San  Angelo. 

Cohen,  Milton  R.,  San  Angelo. 

Coleman,  Jesse  L.  (In.),  Sanatorium. 
Eckhardt,  Gus  F. , San  Angelo. 

♦Elvins,  Richard  E.,  San  Angelo. 

Everett,  W.  B.  (Hon.),  Fostoria. 

Everhart,  Merrill  W.,  San  Angelo. 

Finks,  Robert  M.,  San  Angelo. 

Fowler,  David  D.  (Hon.),  Paint  Rock. 
"'French,  Cecil  M.,  San  Angelo. 

Grafa,  Barney  G.,  Jr.,  Eden. 

Griffith,  J.  K.  (Hon.),  Robert  Lee. 
Harris,  John  R.,  Jr.,  Bronte. 

Helbing,  Arlington  S.,  San  Angelo. 
Hershberger,  Lloyd  R.,  San  Angelo. 

Hess,  David  L.  (Hon.),  San  Angelo. 
Hickman,  H.  E.,  San  Angelo. 

Hixson,  Wm.  C.,  San  Angelo. 

*Howell,  John  F.,  Sonora. 

Hutchins,  F.  Leon,  San  Angelo. 

Johnson,  Clay  H.,  San  Angelo. 

Johnston,  Calvin  R.,  San  Angelo. 

Jones,  Robert  R.,  San  Angelo. 

Knight,  Maynard  D.,  San  Angelo. 
Kunath,  Carl  A.  (Sec’y),  San  Angelo. 
Madding,  Gordon  F.,  San  Angelo. 
McAnulty,  J.  P.  (Hon.),  San  Angelo. 
Mclntire,  Floyd  T.,  San  Angelo. 
♦McKnight,  Joseph  B.,  Sanatorium. 

Mee,  Edmond  L.,  San  Angelo. 

Mitchell,  W.  Grady,  San  Angelo. 

Moon,  Roy  Elbert,  San  Angelo. 

"'Nesrsta,  George  L.,  San  Angelo. 

Nibling,  George  W.,  San  Angelo. 

Pilmer,  Gordon  A.,  San  Angelo. 

Powers,  Rufus  L.,  San  Angelo. 

Pruet,  Royce  W.,  Ozona. 

Rape,  J.  Marvin,  San  Angelo. 

♦Ricci,  Henry  N.,  San  Angelo. 

Round,  Kye  B.,  San  Angelo. 

Samuel,  Hewell  C.,  Sanatorium. 

Schulkey,  Wm.  E.,  San  Angelo. 

""Schulze,  Victor  E.,  San  Angelo. 

Sessums,  J.  Valton,  Presidio. 

Sessums,  John  R.  (Hon.),  San  Angelo. 
Sheckles,  Lloyd  W.,  Reno,  Nevada. 
Simpson,  Fredric  E.,  San  Angelo. 

Smith,  Jerome  H.,  San  Angelo. 

Smith,  Wm.  Lacy,  San  Angelo. 

Spencer,  Francis  M.,  San  Angelo. 

Swann,  Wm.  J.,  Sterling  City. 

Tandy,  Hugh  B.,  Ozona. 

Tester,  Lewis  K.  (Pres.),  San  Angelo. 
Thompson,  Chase  S.,  San  Angelo. 

Wall,  D.  D.,  San  Angelo. 

*White,  James  N.,  San  Angelo. 

Williams,  Harvey  M.,  San  Angelo. 

* Windham,  Robert  E.,  San  Angelo. 

* Womack,  Clifford  T.,  San  Angelo. 

Wood,  Murray,  Andrews. 

Woodward,  Lewis  O.,  San  Angelo. 

Yates,  G.  Marion  (Hon.),  San  Angelo. 
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Dr.  Cary  Poindexter,  Crystal  City, 
Councilor 

ATASCOSA 

Cherry,  Glenn  Ray,  Pleasanton. 

Faggard,  J.  M..  Poteet. 

Irwin,  C.  M.,  Charlotte. 

* Joyce,  Walter  H.  (Pres.),  Lytle. 

Mann,  Robert  E.,  Pleasanton. 

Ogden,  U.  B.,  Pleasanton. 

Payne,  J.  H.,  Pleasanton. 

Ward,  Jeremiah,  Jr.  (Sec’y),  Poteet. 
♦Ware,  T.  P.,  Poteet. 

Youngblood,  Richard  C.,  Pleasanton. 

BEXAR 

Adelman,  Jack  A.,  San  Antonio. 

Aderhold,  James  P.,  San  Antonio. 

Albert,  Monroe,  San  Antonio. 

♦Alexander,  Charles  B.  (Pres.),  San  An- 
tonio. 

Allen,  S.  W.,  San  Antonio. 

Allin,  Frederick  A.,  San  Antonio. 

Allin,  Willis  W.,  San  Antonio. 

Altgelt,  Daniel  D..  San  Antonio. 

Alvis,  Milton  E.,  San  Antonio. 

Anderson,  James  L.,  San  Antonio. 

Arendt,  E.  J.,  San  Antonio. 

Atkinson,  Donald  T.,  San  Antonio. 

Atmar,  Robert  C.,  San  Antonio. 

Barnett,  John  L.,  San  Antonio. 

Barton,  Julian  C.,  San  Antonio. 

Bates,  LeRoy  E.,  San  Antonio. 

Beach,  Asa,  San  Antonio. 

Beal,  Albert  R..  San  Antonio. 

Beck,  Emma,  Fredericksburg. 

Berchelmann,  Adolph,  San  Antonio. 
Berchelmann,  David  A.,  San  Antonio. 
Bernard,  George  E.,  San  Antonio. 
Bernfield,  Helen  C.,  San  Antonio. 

Biggar,  James  H.,  San  Antonio. 

♦Blair,  James  R..  Jr.,  San  Antonio. 

Block,  William  J.,  Jr.,  San  Antonio. 
Bloom,  Bernard  H.,  San  Antonio. 

Blumer,  Max  A.,  San  Antonio. 

Boccelato,  S.  L.,  San  Antonio. 

Boehs,  Charles  J.,  San  Antonio. 

Bohmfalk,  John  H..  San  Antonio. 
Bondurant,  W.  W.,  Jr.,  San  Antonio. 
Bonnet.  Edith  M..  San  Antonio. 

Borsheim,  Raymond  S.,  San  Antonio. 

Bose,  Edda  von,  San  Antonio. 

Boso,  Fred  M.,  San  Antonio. 

♦Bosshardt,  Carl  E.,  San  Antonio. 

Bounds,  Joseph  B.  (No.),  Little  Rock,  Ark. 
♦Bowen,  Robt.  E.,  Jr.,  San  Antonio. 

Bowen,  Robt.  E.,  Sr.,  San  Antonio. 

♦Boyd,  G.  D.,  San  Antonio. 

Boyd,  Ina,  San  Antonio. 

Boysen,  Arthur  E.,  San  Antonio. 

♦Breath,  Marshall  B.,  San  Antonio. 

Breuer,  Alfred,  San  Antonio. 

♦Brittain,  Ruth,  Crystal  City. 

Bronson,  Arthur  Scott,  San  Antonio. 
Brown,  Alexander  A.,  San  Antonio. 
Brunner,  George  H.,  San  Antonio. 
Brunner,  Robbie  Neeley,  San  Antonio. 
Burg,  Edward  M.,  San  Antonio. 

Burk,  William  E.,  San  Antonio. 

♦Burleson,  John  H.  (Emer.),  San  Antonio. 
Bush,  Howard  M.,  San  Antonio. 

Butler,  Thomas  B.,  San  Antonio. 

Buttery,  Harold  D.,  San  Antonio. 

Cade,  Charles  C.,  San  Antonio. 

Cade.  William  H.,  San  Antonio. 

Calder,  Royall  M.,  San  Antonio. 

Callan,  John  R.,  San  Antonio. 

Calvert,  Hulon  E.,  San  Antonio. 

♦Canter,  Joseph  M.,  San  Antonio. 
Carnahan,  Robt.  G.,  Ingleside,  Nebr. 

Case,  John  B.,  San  Antonio. 

Cassity,  John  C.,  San  Antonio. 

♦Cayo,  Edward  A.,  San  Antonio. 

Cayo,  Ernest  P.,  San  Antonio. 

Celaya,  Albert,  San  Antonio. 

Celaya,  Henry,  San  Antonio. 

Center.  William  M.,  San  Antonio. 
♦Champion,  Albert  N.,  San  Antonio. 

Chankin,  Edgar  D.,  San  Antonio. 
♦Chapman,  Eugene  R.,  San  Antonio. 
♦Childers,  H.  N.  (In.),  San  Antonio. 
Childers,  John  H.  (Mil.),  San  Antonio. 
Childers,  M.  A.,  San  Antonio. 

♦Christian,  Thomas  E.,  San  Antonio. 
♦Clark,  A.  Fletcher,  San  Antonio. 

Clark,  A.  Fletcher,  Jr.,  San  Antonio. 
Clayton,  Bonnar  M.,  San  Antonio. 

Clifton,  Collis  B.,  San  Antonio. 

Coates,  Elmer  T.,  San  Antonio. 

♦Cochran,  Joel  L.,  San  Antonio. 

♦Cook,  Clara  G.,  San  Antonio. 

Cooper,  Elmer  E.,  San  Antonio. 


Cooper,  Fred  B.,  San  Antonio. 

Cooper,  Jean  Head,  San  Antonio. 
♦Cooper,  Melbourne  J.,  San  Antonio. 
♦Copeland,  Joseph  B.,  San  Antonio. 
Cotham,  Christian  M.,  San  Antonio. 
Cover,  Ellen  C.,  San  Antonio. 

♦Coyle,  Edward  W.,  San  Antonio. 

Craig,  Chas.  F.  (Hon.),  San  Antonio. 
Crockett,  Roy  H.,  San  Antonio. 

Culli,  George  O.,  San  Antonio. 

♦Davis,  F.  Milton,  San  Antonio. 

♦Davis,  Herman  L.,  San  Antonio. 

DeLeon,  John  J.,  San  Antonio. 

DePew,  Evarts  V.,  San  Antonio. 

Diseker,  Thos  Hoyt,  San  Antonio. 
Dittman,  Charles  H.,  San  Antonio. 

Dodge,  Donald  T.,  San  Antonio. 
Donaldson,  James  M.,  Jr.,  San  Antonio. 
Donop,  Perry  T.,  San  Antonio. 

Dorbandt,  Moss  M.,  San  Antonio. 

Doss,  James  M.,  San  Antonio. 

Dreibrodt,  Ben  A.,  San  Antonio. 

Dreiss,  Adolph  M.,  San  Antonio. 

♦Dufner,  Romie  M.,  San  Antonio. 

♦Dumas,  Edward  D.,  San  Antonio. 

Duncan,  Everett  Thos.,  San  Antonio. 
Edwards,  Douglas,  San  Antonio. 

Ellis,  Sam,  San  Antonio. 

Estrada,  Ramiro  P.,  San  Antonio. 

♦Fein,  Bernard  T.,  San  Antonio. 

♦Fetzer,  William  J.,  San  Antonio. 
Finsterwald,  James  F.,  San  Antonio. 
Fischer,  Albert,  San  Antonio. 

Fisher,  Rowan  E.,  San  Antonio. 

Folbre,  Thomas  W.,  San  Antonio. 

Forbes,  Marrell  A.,  Sr.,  San  Antonio. 
France,  Gerald  D.,  San  Antonio. 

Franke,  Winthrop  I.,  San  Antonio. 
Franken,  Robert,  San  Antonio. 

French,  Jack  A.,  San  Antonio. 

French,  Sanford  W.,  San  Antonio. 
Galindo,  D.  Leo  (In.),  San  Antonio. 
Galloway,  Ballard  E.,  San  Antonio. 
Garnett,  Walter  L.,  Mexico,  D.  F. 
Geissler,  Wallace  H.,  San  Antonio. 
Gerodetti,  Orlando  F.,  San  Antonio. 
Geyer,  George  H.,  San  Antonio. 

♦Giesecke,  Carl  G.,  San  Antonio. 

Giles,  Roy  G.,  San  Antonio. 

♦Gill,  James  P.,  San  Antonio. 

Gill,  William  D.,  San  Antonio. 

Glober,  Lee  J.,  San  Antonio. 

Goeth,  Carl  F.,  San  Antonio. 

Goeth,  Richard  A.,  San  Antonio. 
Gonzalez,  H.  N.,  San  Antonio. 

Gonzalez,  Joaquin  B.,  San  Antonio. 
♦Goode,  John  W.,  San  Antonio. 
Goodpasture,  John  E.,  San  Antonio. 
Goodson,  Thomas  N.,  San  Antonio. 
Gordon,  Marie  D.,  San  Antonio. 

Gordon,  William  H.,  Jr.,  San  Antonio. 
♦Gossett,  Robert  F.,  San  Antonio. 

♦Graves,  Amos  M.,  Jr.,  San  Antonio. 
Graves,  William  E.,  San  Antonio. 
Haggard,  Charles  H.,  San  Antonio. 
♦Haggard,  Frank  N.,  San  Antonio. 

Haley,  Robert  R.,  San  Antonio. 

Hargis,  W.  Huard,  Jr.,  San  Antonio. 
Hargis,  W.  Huard,  Sr.,  San  Antonio. 
Harper,  Mary  C.  (Hon.),  San  Antonio. 
♦Hartman,  Albert  W.,  San  Antonio. 
Hartman,  Henry  C.,  San  Antonio. 
Hartman,  Ralph  F.,  San  Antonio. 

Heck,  William  H.,  San  Antonio. 

Heger,  Frank  F.,  San  Antonio. 

♦Heifer,  Lewis  M.,  San  Antonio. 

Henning,  Garold  G.,  San  Antonio. 

Henry,  Colvern  D.,  San  Antonio. 

♦Henry,  Mary  M.,  San  Antonio. 

Herff,  Adolph,  Boerne. 

Herff,  Augustus  F.,  San  Antonio. 

Herff,  Ferdinand  P.,  San  Antonio. 

Herff,  John  B.,  San  Antonio. 

Herndon,  Gilbert  C.  (dead)  San  Antonio. 
♦Hill,  Alfred  H.,  San  Antonio. 

♦Hill,  Austin  E.,  San  Antonio. 

Hill,  Lucius  D.,  Jr.,  San  Antonio. 

♦Hill,  W.  Herbert,  San  Antonio. 

♦Hinchey,  John  J.,  San  Antonio. 

Holshouser,  Chas.  A.,  San  Antonio. 
♦Hoskins,  Henry  R.,  San  Antonio. 

Howerton,  Ernest  E.,  San  Antonio. 
♦Hunt,  Kent  N.,  San  Antonio. 

Jackson,  Dudley,  Jr.,  San  Antonio. 
♦Jackson,  Dudley,  Sr.,  San  Antonio. 
♦Jackson,  L.  B.,  San  Antonio. 

Jackson,  L.  Wolford,  San  Antonio. 
Jackson,  Martha  Beal,  San  Antonio. 
Jensen,  Andrew  M.,  San  Antonio. 
♦Jensen,  Martin  H.,  San  Antonio. 

Johnson,  Harry  McC.,  Jr.,  San  Antonio. 
♦Johnson,  Max  E.,  San  Antonio. 

Johnson,  Ted,  San  Antonio. 

♦Johnson,  William  J.,  San  Antonio. 
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Jones,  Dean  B.,  San  Antonio. 
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Kasten,  Leona  J.,  San  Antonio. 

Keating,  Peter  M.,  San  Antonio. 

Kelley,  Cole  C.,  San  Antonio. 

Kemp,  Robert  S.,  San  Antonio. 

Kenney,  Nat  M.,  San  Antonio. 

King,  Thomas  C.,  San  Antonio. 

King,  William  A.,  Pandora. 

Kliefoth,  Frederick  H.,  San  Antonio. 

Koch,  Alvis  A.,  San  Antonio. 

♦Koerth,  Charles  J.,  Junction. 

Koontz,  Lee  A.,  San  Antonio. 

♦Kopecky,  Joseph,  San  Antonio. 

Kopecky,  Joseph  W.,  San  Antonio. 
Kopecky,  Leon  C.,  San  Antonio. 

Kost,  Louis  B.,  San  Antonio. 

Kupper,  Roland  C.,  San  Antonio. 

Ladd,  Graham  B.,  San  Antonio. 

Lampe,  Margaret  R.,  San  Antonio. 
Lehmann.  C.  Ferd,  San  Antonio. 

Leopold,  Henry  N.,  San  Antonio. 

Letteer,  C.  R.,  Jr.,  San  Antonio. 

♦Levine,  Bernard  R.,  San  Antonio. 

Lochte,  E.  R.,  San  Antonio. 

Lowry,  Stanley  T.,  San  Antonio. 
Luedemann,  Waldo  S.,  San  Antonio. 
♦Lundgren,  Rupert  W.,  San  Antonio. 
♦Lyon,  Ervin  F.,  Jr.,  San  Antonio. 
Magrish,  Philip,  San  Antonio. 

Manhoff,  Charles  M.,  Akron,  Ohio. 
Manhoff,  Louis  J.,  Jr.,  Richmond.  Va. 
Manhoff,  Louis  J.,  Sr.,  San  Antonio. 
Markette,  Billy  Bert,  San  Antonio. 

Martin,  Christine  W.,  San  Antonio. 
♦Martin,  Frank  M.,  San  Antonio. 

Martinez,  Joseph  J.,  San  Antonio. 
Martinez,  Pedro,  San  Antonio. 

♦Matthaei,  Pearl  V.,  San  Antonio. 
Matthews,  J.  D.  Frederick,  San  Antonio. 
♦Matthews,  John  L.  (Sec’y l,  San  Antonio. 
Maxwell,  Ernest  A.,  San  Antonio. 
Maxwell,  William  W.,  San  Antonio 
May,  Lester  M.,  San  Antonio. 

♦McComb,  Asher  R.,  San  Antonio. 

McCorkle,  R.  G.,  Jr.  (Mil.),  San  Antonio. 
♦McCorkle,  Robert  G.,  San  Antonio. 
♦McCurdy,  M.  W.,  San  Antonio. 

♦McGehee,  Charles  L.,  San  Antonio. 
♦McIntosh,  John  A.,  San  Antonio. 

Mena,  A.  I.,  San  Antonio. 

Merrick,  Edward  H.,  San  Antonio. 
♦Milburn,  Conn  L.,  San  Antonio. 

♦Milburn,  Kennedy  A.,  San  Antonio. 

Mileau,  Alexander,  Jr.,  San  Antonio. 
Miller,  John  B.,  Jr.,  San  Antonio. 

♦Miller,  Robert  A.,  San  Antonio. 

Mims,  James  L.,  Jr.,  San  Antonio. 
♦Minter,  Merton  M.,  San  Antonio. 

Mohle,  Chester  L.,  San  Antonio. 
♦Montgomery,  Wm.  D.,  San  Antonio. 
Moore,  George  B.,  Jr.,  San  Antonio. 
Moore,  John  M.,  San  Antonio. 

♦Moore,  Oliver  S.,  San  Antonio. 

♦Moore,  S.  Foster,  Jr.,  San  Antonio. 
Morgan,  John  B.,  San  Antonio. 

♦Morris,  Marion  H.,  San  Antonio. 

♦Mueller,  Edwin  L.,  San  Antonio. 

Muldoon,  Wilfrid  E.,  San  Antonio. 
♦Munslow,  Ralph  A..  San  Antonio. 

Nelson,  Ernest  J.  (In.),  San  Antonio. 
♦Newton,  Jerry,  San  Antonio. 

♦Nicholson,  John  R.,  San  Antonio. 

Nisbet,  Alfred  A.,  San  Antonio. 

♦Nitschke,  Richard  E.,  San  Antonio. 
♦Nixon,  James  W.,  San  Antonio. 

Nixon,  P.  I.,  San  Antonio. 

♦Nixon,  Pat  I.,  Jr.,  San  Antonio. 

Novak,  Joseph  J.,  San  Antonio. 

Novak,  Lumir  F.,  San  Antonio. 

Novoa,  Enrique,  San  Antonio. 

Nunn,  James  A.,  San  Antonio. 

O’Brien,  Minnie  C.,  San  Antonio. 

O’Neill,  Francis  E..  San  Antonio. 

O’Neill,  James  R.,  San  Antonio. 

Orlando,  Anthony  M.,  San  Antonio. 
Owens,  Ross,  San  Antonio. 

Oxford,  Marvin  B.,  San  Antonio. 
Pagenstecher,  G.  A.,  San  Antonio. 

Palmer,  Joseph  W.,  San  Antonio. 

Parker,  T.  T..  San  Antonio. 

♦Parrish,  Robert  E.,  San  Antonio. 

Parsons,  John  C.,  San  Antonio. 

Partain,  Jack  M..  San  Antonio. 

Paschal,  Frank  L.,  San  Antonio. 

♦Paschal,  George  H.,  San  Antonio. 
♦Passmore,  Ben  H.,  San  Antonio. 

Passmore,  Glenn  G.,  San  Antonio. 
Phillips,  Claude  M.,  San  Antonio. 
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♦Pickett,  Britton  E.,  Jr.,  Crystal  City. 

Pinson,  Charles  C.,  San  Antonio. 

♦Pipkin,  J.  Lewis,  San  Antonio. 

Polka,  James  B.,  San  Antonio. 

Pomerantz,  R.  Bernard,  San  Antonio. 
♦Ponder,  Stewart  M.,  San  Antonio. 

Posey,  Frank  M.,  Jr.,  San  Antonio. 

♦Post,  S.  Perry,  San  Antonio. 

Poth,  Duncan  O.,  San  Antonio. 

Potthast,  Otto  J.,  San  Antonio. 

Pressly,  Thomas  A.,  San  Antonio. 

Pridgen,  John  L.,  San  Antonio. 

Pritchett,  Asa  B.,  San  Antonio. 

♦Pryor,  Jessie  W.,  San  Antonio. 

Pyterek,  Arthur  B.,  San  Antonio. 

♦Rabel,  John  E.,  San  Antonio. 

♦Ramsdell'  Marshall  A.,  San  Antonio. 

Rath,  Albert  E.,  San  Antonio. 

Reily,  William  A.,  San  Antonio. 

Reppert,  Lawrence  B.,  San  Antonio. 
Ressmann,  Arthur  C.,  San  Antonio. 

Reuter,  Ernest  G.,  San  Antonio. 

♦Reveley,  Hugh  P.,  San  Antonio, 
ileveley,  James  E.  L.,  San  Antonio. 

Rice,  Lee,  San  Antonio. 

♦Ritch,  Allen  T.,  San  Antonio. 

Roan,  Omer,  San  Antonio. 

Roberts,  Robt.  A.,  San  Antonio. 
♦Robertson,  Wilbur  F.,  San  Antonio. 

Rogers,  Albert  M.,  San  Antonio. 
♦Rosenzweig,  Milton  M.,  San  Antonio. 
♦Ross,  Rex  R.,  San  Antonio. 

♦Rouse,  J.  W.  H.,  San  Antonio. 

♦Russ,  Witten  B.  (Emer.),  San  Antonio. 
Russell,  Dan  A.,  San  Antonio. 

Rutherford,  Lafe,  San  Antonio. 

Sacks,  David  R.,  San  Antonio. 

Saegert,  August  H.,  San  Antonio. 

Saenz,  Daniel,  San  Antonio. 

Salter,  John  J.,  San  Antonio. 

Sample,  Roy  O.,  San  Antonio. 

Sandler,  Arthur  S.,  San  Antonio. 
Schattenberg,  H.  J.,  San  Antonio. 

Schiffer,  Sydney,  San  Antonio. 

Schorr,  Arthur  M.,  San  Antonio. 
Schuleman,  Israel  H.,  Houston. 
Schwartzberg,  Sam,  San  Antonio. 

Scull,  Charles  E.,  San  Antonio. 

Scull,  Thomas  J.,  San  Antonio. 

♦Severance,  Alvin  O.,  San  Antonio. 

♦Sharp,  Thomas  H.,  San  Antonio. 

Shaver,  Benjamin  B.,  San  Antonio. 

Shaw,  Thad,  San  Antonio. 

Shefts,  Lawrence  M.,  San  Antonio. 
Shepherd,  Walter  F.,  San  Antonio. 
♦Shipman,  E.  D.,  San  Antonio. 

♦Shotts,  Chester  C.,  San  Antonio. 

Siever,  James  M.,  San  Antonio. 

Simmang,  Arthur  V.,  St.  Louis,  Mo. 
♦Skinner,  Ira  C.,  San  Antonio. 

Skripka,  Charles  F.,  San  Antonio. 

Slayter,  James  E.,  San  Antonio. 

Smith,  Bernard  F.,  San  Antonio. 

Smith,  John  M.,  Jr.,  San  Antonio. 

♦Smith,  William  C.,  San  Antonio. 

Soma,  Yone,  San  Antonio. 

Sparks,  John  E.,  San  Antonio. 

♦Stansell,  Paul  Q.,  San  Antonio. 

Steed,  P.  Frank,  San  Antonio. 

Steele,  Virgil  S.,  San  Antonio. 

♦Steinberg,  Fred  W.,  San  Antonio. 

♦Stieler,  Albert,  San  Antonio. 

♦Stout,  Beecher  F.,  San  Antonio. 

Stovall,  Sidney  L .,  San  Antonio. 

♦Stuck,  Walter  G.,  San  Antonio. 

Sutton,  Robt.  S.,  Jr.,  San  Antonio. 

Sweet,  Horace  C.,  San  Antonio. 

♦Swinney,  Boen,  San  Antonio. 

♦Sykes,  Edwin  Meredith,  San  Antonio. 
Taylor,  Charles  W.,  San  Antonio. 
Templeton,  R.  D.,  San  Antonio. 

Tennison,  Chas.  W.,  San  Antonio. 
Thaddeus,  Aloysius  P.,  San  Antonio. 
Thomas,  Chas.,  San  Antonio. 

Thomas,  Robt.  P.,  Jr.,  San  Antonio. 
Thorne,  Frederic  H.,  San  Antonio. 
♦Thorner,  Melvin  W.,  San  Antonio. 
Thorner,  Rosalind  S.,  San  Antonio. 
Timmins,  Oliver  H.,  San  Antonio. 
♦Timmins,  Oliver  H.,  Jr.,  San  Antonio. 
♦Todd,  David  A.,  San  Antonio. 

Trevino,  Saul  S.,  San  Antonio. 

Tritt,  Earl  F.,  San  Antonio. 

Tucker,  Victor  C.,  San  Antonio. 

Tullos,  Hugh  S.  (dead),  San  Antonio. 
Urrutia,  Aureliano,  San  Antonio. 

Urrutia,  Carlos,  San  Antonio. 

Urrutia,  F.  Adolfo,  San  Antonio. 
♦Venable,  Charles  S.,  San  Antonio. 
Venable,  J.  Manning,  San  Antonio. 
Vlahakos,  Antonio  B.  (In.),  San  Antonio. 
Walker,  Carl  J.,  San  Antonio. 

Walker,  Herman  Vincent,  San  Antonio. 
Walthall,  Walter,  San  Antonio. 
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Welch,  Eldred  E.,  San  Antonio. 

Wessels,  Andrew,  San  Antonio. 

Whitacre,  F.  Stanley,  San  Antonio. 
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Lightsey,  John  N.  (Dead),  Cotulla. 
Lindley,  Calvin  D.  (Hon.),  Carrizo 
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SIXTH  DISTRICT 
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♦Davis,  David  W.  (Sec’y),  Three  Rivers. 
Edmondson,  John  W.,  Beeville. 
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Moet,  John  A.,  Orange  Grove. 

Newkirk,  Wm.  H.,  Alice. 
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Lamm,  Heinrich,  La  Feria. 

LaMotte,  Thos.  Jr.,  Harlingen. 

Lawrence,  Oscar  V.,  Brownsville. 
Letzerich,  Alfred  M.,  Harlingen. 

Longoria,  Vidal,  Brownsville. 

Lyle,  Chas.  F.,  San  Benito. 

McDonald,  Justin  J.,  Brownsville. 

McLean,  Edwin  P.,  Brownsville. 

Merrill.  Samuel  J..  Brownsville. 

Moet,  Joe  L.,  La  Feria. 

Nickell.  David  F.,  Harlingen. 

Olcott,  Cornelius.  Jr.,  Harlingen. 

Packard,  John  P.,  Harlingen. 

Parker,  Stephen  M.,  San  Benito. 

* Pollard,  Albert  J.,  Harlingen. 

Pope,  Andrew  J.,  La  Feria. 

Rodriguez,  Hesequio,  Rio  Hondo. 

Roth,  Karl  A.,  Brownsville. 

Scales,  Hunter  L.,  Jr.  (Sec’y),  San  Benito. 
Scanlon,  Nestor,  Brownsville. 

♦Shafer,  Troy  A.,  Harlingen. 

Sherman,  K.  C.,  Harlingen. 

Smith,  Dudley  W.,  Harlingen. 

Smith,  F.  Nestor,  Harlingen. 

Spence,  Chas.  H.,  Jr.,  Raymondville. 
♦Sprinkle,  Davis  L.,  Harlingen. 

Stephens,  John  M.,  Brownsville. 

Trible,  John  J.  (Hon.),  Brownsville. 
Turner,  John  R.,  Bienville,  La. 

Turner,  Wm.  R.,  Harlingen. 

Vinsant,  Wm.  J.,  San  Benito. 

Walsworth,  Frank  D.,  Harlingen. 

Watkins,  John  C.,  Harlingen. 

Wharram,  K.  J.,  Harlingen. 

♦Works,  B.  M.,  Brownsville. 

HIDALGO-STARR 
Bennett,  Frank  W.,  McAllen. 

Bohmfalk,  Stanley  W..  Weslaco. 

Bowman,  Newton  H.  (Hon.)  (dead)  Mer- 
cedes. 

Buck,  Chas.  B.,  Mercedes. 

Burgess,  George  A.,  McAllen. 

Burnett,  Thos.  R.,  Mission. 

Caldeira,  Antonio  D.,  Mercedes. 

Casey,  John  B.,  McAllen. 

Casto,  James  F.,  Elsa. 

Caton,  McKee,  McAllen. 

Conard,  John  W.,  Pharr. 

Coulter,  Wm.  W.,  Jr.,  McAllen. 

DeWitt,  J.  L.,  Elsa. 

Dowlen,  J.  A.,  Mission. 

Duncan,  Wallace  H.,  McAllen. 

Edgerton,  Mary  H..  Rio  Grande  City. 
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♦Edwards,  T.  G.,  Mercedes. 

Ellis,  Jack  R.,  Weslaco. 

Fauve,  Adrian  E.,  McAllen. 

♦Frenzel,  Paul  H.,  McAllen. 

Garcia,  Octavio,  McAllen. 

Glass,  Thos.  W.,  Weslaco. 

Guerra,  Gilbert  A.,  Edinburg. 

Gutelius,  Margaret  F.,  Pharr. 

Hamme,  Curtis  J.,  Edinburg. 

Hamme,  Ralph  E..  Edinburg. 

Hatfield,  Walter  H.,  McAllen. 

Heidrick,  Daniel  L.,  Mercedes. 

Helm,  Karl  G.,  Alamo. 

Hoffmaster,  Vance  D.,  Jr.,  Edinburg. 
♦Horton,  George  W.,  McAllen. 

Ice,  Noel  C.,  McAllen. 

Ivy,  J.  Bryan,  Weslaco. 

♦Johnston,  Robt.  H.,  Mercedes. 

Kellar,  Robt.  J.,  Weslaco. 

Krishna,  Ikbal,  Mercedes. 

Lancaster,  Geo.  M.,  Weslaco. 

Lawler,  Marion  R.,  Mercedes. 

Long,  William  H.,  Pharr. 

♦Lubben,  John  F.,  Jr.  (Sec’y),  McAllen. 
Mannering,  Melvin  D..  Alamo. 

Martin,  James  C.,  Jr.,  Mission. 

♦Maxwell,  W.  J.,  Jr.,  McAllen. 

May,  Joe  W.,  Edinburg. 

McCalip,  Edwin  L.,  Weslaco. 

McClellan,  Wm.  W.,  Donna. 

♦McKinsey,  S.  Joe,  McAllen. 

Mims,  Charles  H.,  Mission. 

Mock,  D.  V.,  San  Juan. 

Montague,  Lawrence  J.,  Edinburg. 

Moore,  Loyal  H.,  McAllen. 

Munal,  H.  Deane,  San  Juan. 

Newman,  Jefferson  C.,  Edinburg. 

North,  Norman  T..  Mission. 

Osborn,  Alfred  S.,  McAllen. 

Osborn,  Frank  E.,  McAllen. 

Palisano,  Philip  A.,  McAllen. 

Panzer,  Ralph  P.,  Weslaco. 

Parker,  Samuel  T.,  Pharr. 

Pence,  Roy  W.,  San  Juan. 

Pruitt,  Geo.  Jack,  McAllen. 

Reed,  Walter  Earl,  San  Juan. 

Richey,  Edw.  B.  (dead),  Pharr. 

Riley,  Pat,  Mission. 

Rodriguez,  M.  J.,  Rio  Grande  City. 
Schaleben,  Henry  O.,  Edinburg. 

Schutz,  Joe  D.,  McAllen. 

Scott,  Kincy  J.,  Pharr. 

♦Shepeard,  Walter  L.,  McAllen. 

Smith,  Edw.  G.,  Mercedes. 

Smith,  Mouldon,  McAllen. 

♦Southwick,  Lloyd  M.  (Pres.),  Edinburg. 
♦Sybilrud,  Hjalmar  W.,  McAllen. 

Walker,  Ottis,  Mission. 

Webb,  John  B.,  Donna. 

Wells,  Edmond  D.,  Weslaco. 

♦Westphal,  Herbert  M..  Weslaco. 

Wharton,  J.  O.,  McAllen. 

♦Whigham,  Herschel  E.,  McAllen. 
♦Whigham,  Wm.  E.,  McAllen  . 

Wisner,  Frank  B.,  Mercedes. 

Wiesseman,  Geo.  J.,  Elsa. 

KLEBERG-KENEDY 
Barnett,  Lawrence  M..  Bishop. 

♦Brindley,  Claunch  G.,  Kingsville. 

Dunn,  S.  Chester,  Kingsville. 

Ewert,  Wm.  A..  Kingsville. 

Gaston,  Earl,  Kingsville. 

♦Jones,  Augustus  C.,  Kingsville. 

Noell,  Livingston  P.,  Jr.  (Pres.),  Kings- 
ville. 

Peace,  Dewey  W.,  Bishop. 

Reed,  Theodore  D.,  Beaumont. 

Scales,  James  R.  (Sec’y),  Kingsville. 
Sublett,  Collier  M.,  Kingsville. 

Wilhite,  Hilton  R.,  Kingsville. 
Zimmerman,  F.  Buerk,  Kingsville. 

NUECES 

Appel,  Myron  H.,  Corpus  Christi. 

Arnim,  Landon  C.,  Corpus  Christi. 
Ashmore,  Alvin  J.,  Corpus  Christi. 
Averbach,  Bert  F.,  Corpus  Christi. 
♦Barnard,  James  L.  (Sec’y),  Corpus  Christi. 
Barnard.  Wm.  C.,  Corpus  Christi. 

Bickley,  Estel  T.,  Corpus  Christi. 

Blair,«  John  V.,  Corpus  Christi. 

♦Brown,  Walter  C.,  Corpus  Christi. 
Buchanan,  A.  C.,  Corpus  Christi. 

Carruth,  W.  E.  (Hon.),  Brownsville. 
Carter,  Noah  D.,  Corpus  Christi. 

♦Clark,  Dan  H.,  Corpus  Christi. 

♦Cline,  Wm.  B.,  Jr.,  Corpus  Christi. 

Colef,  Irving  E.,  Corpus  Christi. 

Collins,  Clarence  B.,  Corpus  Christi. 
Colyer,  George  E.,  Corpus  Christi. 
Concklin,  C.  Louis,  Corpus  Christi. 
Conolly,  Sidney  M.,  Corpus  Christi. 

Cope,  Solomon  F.,  Corpus  Christi. 


Danford,  Edwin  A.,  Corpus  Christi. 

♦Davis,  Walter  T.,  Corpus  Christi. 

Davisson,  A.  W.  (Hon.),  Corpus  Christi. 
Dixon,  Chalmer  D.,  Corpus  Christi. 

Draper,  L.  M.,  Corpus  Christi. 

♦Eberle,  Howard  J.,  Corpus  Christi. 
♦Eckhardt,  Kleberg,  Corpus  Christi. 
Edgerton,  Geo.  W.,  Corpus  Christi. 
Edwards,  Thomas  W.,  Corpus  Christi. 
♦Ellis,  Frank  A.,  Corpus  Christi. 

Estes,  Bates  B..  Corpus  Christi. 

♦Fisher,  Gordon  F.,  Corpus  Christi. 

♦Frank,  Thelma  E.,  Corpus  Christi. 
Frasheur,  Wm.  E.,  Robstown. 

Friedman,  Bernard  B.,  Corpus  Christi. 
♦Furman,  Mclver,  Corpus  Christi. 

Gaddis,  Herman  W.,  Corpus  Christi. 
Garcia,  Hector  P..  Corpus  Christi. 

Garcia,  Jose  A.,  Corpus  Christi. 

♦Garrett,  Leslie  M.,  Corpus  Christi. 

Gentry,  Wm.  H.  (Hon.),  Corpus  Christi. 
Ghormley,  Mary  O.,  Corpus  Christi. 
♦Ghormley,  Wm.  C.,  Corpus  Christi. 
♦Gibson,  Norman  T.,  Robstown. 

Giles,  E.  Jackson,  Corpus  Christi. 

♦Gill,  E.  King,  Corpus  Christi. 

Graham,  Alice  E..  Corpus  Christi. 

Graham,  Robert  H.,  Corpus  Christi. 
♦Griffin,  Harold  E.,  Corpus  Christi. 
Grossman,  Bernard  B.,  Corpus  Christi. 
Grossman,  Dave  N.,  Corpus  Christi. 
Grossman,  Saul,  Corpus  Christi. 

Guttman,  Paul  Boyd,  Corpus  Christi. 
♦Guttman,  Lydian  Paul,  Corpus  Christi. 
Hartwick.  Fred  W.,  Corpus  Christi. 
Heaney,  H.  Gordon,  Corpus  Christi. 
Heaney,  Harry  G.  (Hon.),  Corpus  Christi. 
Heaney,  Kathryn,  Corpus  Christi. 

Hearne,  Chas.  A.  (Hon.),  Corpus  Christi. 
Heymann,  Hans  E.,  Corpus  Christi. 
Hoffpauir,  A.  C.,  Corpus  Christi. 

♦Horbaly,  William,  Corpus  Christi. 

Hyder,  Prentiss  L.,  Corpus  Christi. 
Janssen,  Louis  W.  O.,  Jr.,  Corpus  Christi. 
Jasperson,  Clarence  P.,  Corpus  Christi. 
Kelly,  Francis  B.,  Corpus  Christi. 

Kemp,  Kenneth  J.,  Corpus  Christi. 
♦Kendrick,  Michael  C.,  Corpus  Christi. 
Kennedy,  Hugh  A.,  Corpus  Christi. 
Koepsel,  Orlando  S.,  Corpus  Christi. 
Kurzner,  Meyer,  Corpus  Christi. 
Landesman,  Joseph  D.,  Corpus  Christi. 
Lang,  Rudolph  R.,  Corpus  Christi. 

Larson,  Claude  S.,  Corpus  Christi. 

Lemke,  Walter  M.,  Corpus  Christi. 

♦Lloyd,  R.  S..  Austin. 

Marler,  Otis  E.,  Corpus  Christi. 

Martin,  Sterling  B.,  Corpus  Christi. 
Mathis.  Edgar  G.,  Corpus  Christi. 
McBride,  Wm.  L.,  Corpus  Christi. 
McKemie,  Jack  F.,  Corpus  Christi. 
♦McLaughlin,  R.  L.,  Corpus  Christi. 
McMurtry,  Leonard  F.,  Corpus  Christi. 
Meador,  Clarence  N.,  Corpus  Christi. 
♦Mella,  Charles  A.,  Jr.,  Corpus  Christi. 
Metzger,  William  R.,  Corpus  Christi. 
♦Moller,  Godfrey  T.,  Corpus  Christi. 
♦Moody,  Foy  H..  Corpus  Christi. 

Morgan,  Charles  G.,  Corpus  Christi. 

Nast,  Jerome,  Corpus  Christi. 

North,  Arthur  (Hon.)  (dead),  Corpus 
Christi. 

♦O’Byrne,  George  T.,  Corpus  Christi. 
Oglesby,  Paul  C.,  Corpus  Christi. 
Oliphant.  Thos.  H..  Corpus  Christi. 
♦Padilla,  Arthur,  Corpus  Christi. 

Perkins.  Maury  J.,  Corpus  Christi. 
♦Pilcher,  John  F.,  Corpus  Christi. 

Portela,  Adolfo  P.,  Corpus  Christi. 

Posner,  Sidney,  Robstown. 

Powell,  Sam.  Corpus  Christi. 

Prothro,  E.  W.,  Legion. 

Rhodes,  Wm.  L.,  Corpus  Christi. 

Riley,  James  R..  Corpus  Christi. 

Rinehart,  Archie  B.,  Corpus  Christi. 
♦Rodholm,  Ansgar  K.,  Corpus  Christi. 

Rosenheim.  Philipp.  Corpus  Christi. 
♦Russo,  Galileo  Martin,  Corpus  Christi. 

Segrest,  John  B.,  Corpus  Christi. 

♦Sharp,  James  C.,  Corpus  Christi. 

♦Sigler,  Robert  J.  (Pres.),  Corpus  Christi. 
Sloan,  Joe  M..  Corpus  Christi. 

♦Sloan,  John  J.,  Corpus  Christi. 

Smith.  Youel  C.,  Corpus  Christi. 

♦St.  John.  Ralph  V..  Corpus  Christi. 
Stephen,  J.  J.,  Robstown. 

♦Stewart.  C.  Duncan,  Corpus  Christi. 
♦Stone,  Belo,  Robstown. 

♦Stroud,  S.  K..  Corpus  Christi. 

Swearingen,  Robt.  G.,  Corpus  Christi. 
Tabler,  J.  Walton,  Corpus  Christi. 

Talley,  Oran  H..  Corpus  Christi. 

♦Thomas,  John  R..  Corpus  Christi. 
♦Thomason,  Robert  H.,  Corpus  Christi. 


175 


1948 


Triplett,  Wm.  C.,  Corpus  Christi. 

Watson,  Clyde  O.,  Corpus  Christi. 

White,  Hosea  Allen,  Corpus  Christi. 
Williams,  M.  L.  (Hon.),  Robstown. 
♦Williams,  Stephen  A.,  Corpus  Christi. 
Williamson,  C.  M.,  Corpus  Christi. 

Wood,  A.  C.,  Marble  Falls. 

Woods,  Haddon  B.,  Corpus  Christi. 

Yates,  June,  Corpus  Christi. 

♦Yeager,  Chas.  P.,  Corpus  Christi. 

Yeager,  Franklin  W.,  Corpus  Christi. 

SAN  PATRICIO-ARANSAS-REFUGIO 
*Bull,  John  H.  B.,  Aransas  Pass. 
Cockerham,  Louis  H.,  Sinton. 

Curlee,  Curtis  L.,  Sinton. 

♦Ewing,  F.  Stanley,  Sinton. 

♦Finn,  John  H.,  Refugio. 

Guynes,  Wm.  A.,  Mathis. 

Hilderbrand,  Harold  E.,  Goliad. 

♦Jenkins,  Young  S.,  Taft. 

Koontz,  A.  C.,  Woodsboro. 

McElveen,  Wm.  C.,  Aransas  Pass. 
Meitzen,  Travis  C.,  Refugio. 

Shelton.  Josephine  A.,  Refugio. 

Shipp,  Henry  H..  Woodsboro. 

Tasch.  A.  F.  (Pres.),  Taft. 

Tompkins,  Donald  R.,  Refugio. 

*Tunnell,  John  W.  (Sec’y),  Taft. 

*Tunnell,  Rosalie  N.,  Taft. 

Voss.  Alpheus  H.,  Odem. 

Zarsky,  Emil  P.,  Refugio. 

WEBB-ZAPATA-JIM  HOGG 
Candlin,  George  H.,  Laredo. 

♦Canseco,  Francisco  M.,  Laredo. 
*Carrithers.  Clem  M.,  Hebbronville. 
Chapa-Badillo,  Jesus,  Laredo. 

Cigarro,  J.  Gonzalez,  Laredo. 

Cook,  Albert  T.,  Laredo. 

Crawford,  James  L.,  Laredo, 
de  la  Garza,  Raul,  Laredo. 

Graham,  Stephen  H.,  Laredo. 

♦Longoria,  Enrique  M.,  Laredo. 

Lowry,  John  T.,  Laredo. 

Lowry,  Ruby  S.,  Laredo. 

Malakoff,  Morris  E.,  Laredo. 

McGee,  Aubrey  S.,  Laredo. 

Montalvo,  Lauro,  Laredo. 

Musacchio,  F.  A.,  Laredo. 

Penny,  George  E.,  Laredo. 

♦Powell,  William  R.,  Laredo. 

Puig,  Valentine,  Jr.  (Pres.),  Laredo. 
♦Rottenstein,  Max,  Laredo. 

Vails,  Miguel  (Sec’y),  Laredo. 

::<White,  Hugh  D.,  Monterrey,  Mexico. 
Wright,  Ray  B.,  Laredo. 

SEVENTH  DISTRICT 

Dr.  Wm.  M.  Gambrell,  Austin,  Councilor 
BASTROP 

Bryson,  J.  Gordon,  Bastrop. 

♦Fleming,  Joe  V.,  Elgin. 

Goddard,  Chauncey  G.,  Bastrop. 

♦Hoch,  Charles  M.,  Jr.  (Sec’y),  Smithville. 
*Kroulik,  Frank  J.,  Smithville. 

♦Loveless,  Robert  W.,  Bastrop. 

♦Stephens,  J.  D.  (Pres.),  Smithville. 

Wood,  Wm.  E.,  Elgin. 

CALDWELL 

DuBoise,  Otho  K.  (Pres.),  Lockhart. 
Luckett,  Francis  C.,  Fentress. 

Nichols,  H.  Clay,  Jr.,  Luling. 

Nichols,  H.  Clay,  Sr.,  Luling. 

O'Banion,  John  T.,  Luling. 

Pitts,  Minor  W.,  Luling. 

Ross,  Abner  A.,  Lockhart. 

Ross,  AJonzo  A.  (Emer.),  Lockhart. 
Wales,  Phil  A.,  Lockhart. 

♦Waller,  Edward  P.,  Luling. 

♦Watkins,  Walter  P.  (Sec’y),  Luling. 
Wilson,  Francis  W.,  Luling. 

HAYS-BLANCO 

:<deSteiguer,  John  R.  (Sec’y),  San  Marcos. 
Flannery,  John  J.,  Blanco. 

Heatley,  Maurice  D.,  San  Marcos. 

Kealey,  Edward  T.,  Johnson  City. 
♦Lancaster,  York,  San  Marcos. 

McCormick,  T.  C.,  Jr.  (Pres.),  Buda. 
Pope,  Allen  E.  C.,  Dripping  Springs. 
Rose,  Ernest,  San  Marcos. 

Scheib,  Charles  W.,  San  Marcos. 

Sowell,  Rugel  F.,  San  Marcos. 

*Van  Ness,  Julius  M.,  San  Marcos. 

White,  David  L.,  San  Marcos. 

Williams,  Milton  C.,  San  Marcos. 

LAMPASAS-BURNET-LLANO 
Allen,  George  S.,  Burnet. 

Black,  D.  W.,  Lampasas. 

Brook,  Winston  M.,  Lampasas. 


LIST  OF  MEMBERS 


Gray,  George  L.,  Llano. 

Hill,  Beth  W.  Michel,  Marble  Falls. 
♦Hoerster,  Henry  J.  (Pres.),  Llano. 
Landrum,  Marvin  M.,  Lampasas. 

Marsh,  George  B.,  Jr.  (Sec’y),  Burnet. 
McMillin,  David  Rush,  Lampasas. 

Rollins,  Herbert  B.,  Lampasas. 

♦Shepperd,  Joe  A.,  Burnet. 

*Shepperd,  Ray  L.,  Llano. 

Shepperd,  Roy  R.,  Llano. 

♦Vaughan,  Thomas  D.,  Bertram. 

LEE 

Burns,  Robert  B.,  Giddings. 

Mantzel,  Sherwood  W.  (Sec’y),  Giddings. 
♦Parker,  Charles  A.,  Giddings. 

York,  William  E.  (Hon.)  (Pres.),  Giddings. 

TRAVIS 

Allison,  Bruce,  Abilene. 

Archer,  T.  J.,  Austin. 

Auler,  Hugo,  Austin. 

♦Baggett,  Seldon  O.,  Austin. 

Bailey,  Chas.  W.,  Austin. 

♦Bailey,  Joe  W.,  Austin. 

♦Bain,  Ruth  M.,  Austin. 

Barker,  Paul  W.,  Austin. 

Barkley,  Douglas  F.,  Austin. 

♦Bintliff,  Chas.  V.,  Austin. 

Black,  W.  B.,  Austin. 

Blaustone,  Henry  H.,  Austin. 

♦Blewett,  Emerson  K.,  Austin. 

♦Bohls,  Sidney  W.,  Austin. 

Brady,  J.  J.,  Austin. 

Bratton,  Robert  E.,  Austin. 

Brown,  M.  I.,  Austin. 

♦Brownlee,  C.  H.,  Austin. 

♦Brumage,  W.  S.,  Austin. 

Carter,  C.  E.,  Austin. 

Carter,  Rexford  G.,  Austin. 

Castner,  C.  W.,  Austin. 

Chauvin,  E.  V.,  Austin. 

Chrisman,  W.  P.,  Jr.,  Austin. 

Clark,  George  E.,  Jr.,  Austin. 

Clark,  Simon  J.,  Austin. 

♦Cleveland,  G.  W.,  Austin. 

♦Cloud,  Ralph  E.,  Austin. 

♦Coleman,  J.  M..  Austin. 

♦Cooper,  R.  A.,  Austin. 

Cooper,  S.  S.,  Austin. 

Creel,  Wylie  F.,  Austin. 

Crews,  Eli  Rush,  Upper  Darby,  Pa. 
♦Crockett,  John  A.,  Austin. 

Crowell,  Caroline,  Austin. 

Darnall,  Chas.  M.,  Austin. 

♦Davidson,  Harry  T.,  Austin. 

♦Decherd,  Geo.  M.,  Jr.,  Austin. 

♦Dildy,  Chas.  B.,  Austin. 

Dryden,  S.  H.,  Austin. 

DuBilier,  Ben.,  Austin. 

Dunlop,  Josephine  N.,  Austin. 

Eaton,  John  Parker,  Austin. 

Eckhardt,  James  W.,  Austin. 

Eckhardt,  Joe  C.  A.,  Austin. 

*Edens,  Lee  E.,  Austin. 

Eppright,  Ben  R.,  Austin. 

♦Epstein,  Samuel,  Austin. 

♦Esquivel,  Sandi,  Austin. 

Fatter,  Mervin  E.,  Austin. 

♦Forbes,  M.  Allen,  Jr.  (Sec’y),  Austin. 
♦Gambrell,  Wm.  M.,  Austin. 

♦Garcia,  A.  G.,  Austin. 

Garcia,  John  A.,  Austin. 

Gentry,  M.  Elizabeth,  Austin. 

Gibson,  J.  W..  Austin. 

Gilbert,  Joe  T.,  Sr.  (Hon.),  Austin. 
Gilbert,  Joe  Thorne  (Pres.),  Austin. 
Goddard,  Walter  C.,  Austin. 

Gondolf,  Harold  J.,  Austin. 

Gore,  Wm.  A.,  Los  Angeles,  Calif. 
Granberry,  Howard,  Jr.,  Austin. 

Gregg,  F.  Banner,  Austin. 

Guy,  William  T.,  Austin. 

Hahn,  W.  B.,  Austin. 

Hamer,  James  G.,  Austin. 

Hanna,  Ralph,  Austin. 

♦Hardwicke,  C.  P.,  Austin. 

Harris,  Woodson  W.,  Austin. 

Heitzman,  Celine  I.  C.,  Austin. 

Henry,  Harvey  B.,  Austin. 

Herrod,  James  H.,  Austin. 

Hilgartner,  Henry  L.,  Jr.,  Austin. 
Holland,  Lang  F.,  Austin. 

Holtz,  Harvey  E.,  Austin. 

Houston,  W.  R.  (Hon.),  Austin. 

Hunter,  Richard  O.,  Austin. 

♦Jackson,  J.  Warren,  Austin. 

♦Jaehne,  Robert  J.,  Austin. 

♦Johnson,  David  O.,  Austin. 

♦Johnson,  J.  Edward,  Austin. 

Kelton,  W.  W.,  Jr.,  Austin. 

Key,  Sam  N.,  Austin. 

♦Key,  Sam  N.,  Jr.,  Austin. 

Klint,  Hugo  A.,  Austin. 


Klotz,  H.  L.,  Austin. 

Kreisle,  M.  F.,  Austin. 

Lee,  James  F.,  Austin. 

Lippman,  Otto,  Austin. 

Loving,  James  M.  (dead),  Austin. 
Loving,  Maribel,  Austin. 

Lowry,  Frederick  C.,  Austin. 

♦Martin,  Claud  A.,  Austin. 

McCauley,  Morris  D.,  Austin. 
McCormick,  Katherine,  Austin. 
♦McCrummen,  Thos.  D.,  Austin. 
♦McCuistion,  C.  Hal.,  Austin. 
McElhenney,  Thos.  J.,  Austin. 
McGuire,  Scott  T.,  Austin. 

♦Miears,  C.  H.,  Austin. 

Milligan,  Barth,  Austin. 

♦Morgan,  W.  P.,  Austin. 

Morris,  Truman  N.,  Austin. 

Morrison,  Robert  B.,  Austin. 

Murray,  R.  V.,  Austin. 

♦Nanney,  A.  L.,  Austin. 

♦Neighbors,  Allen  H.,  Austin. 
♦Neighbors,  Allen  H.,  Jr.,  Austin. 
Newman,  Henry  W.,  Austin. 

Nichols,  James  R.,  Austin. 

Paggi,  Leonard  C.,  Austin. 

♦Paine,  Henry  C.,  Austin. 

Paris,  P.  J.,  Austin. 

♦Paterson,  Elizabeth  A.,  Austin. 

Peavy,  Charles  D.,  Austin. 

♦Polsky,  Morris,  Austin. 

♦Primer,  B.  M.,  Austin. 

Rabb,  Virgil  S.,  Jr.,  Austin. 

Ravel,  Jerome  O.,  Austin. 

♦Reeves,  George  D.,  Austin. 

Reinarz.  Berthold  H.,  Austin. 
♦Richardson,  Dalton,  Austin. 

♦Robinson,  Harold  L.,  Austin. 
Robinson,  Wm.  Lee,  Austin. 

♦Robison,  James  T.,  Austin. 

♦Ross,  Raleigh  R.,  Austin. 

♦Schiller,  Nelson  L..  Austin. 

♦Scott,  H.  A.,  Austin. 

Scott,  Z.  T.,  Austin. 

Simpson,  J.  D.,  Austin. 

♦Smith,  Howard  E.,  Austin. 

Smith,  Lawrence  T.,  Austin. 

Standifer,  C.  H.,  Terrell. 

♦Suehs,  Oliver  W.,  Austin. 

Suehs,  P.  E.  (Hon.),  Austin. 
Swearingen,  Revace  O.,  Austin. 

Terry,  A.  A.,  Austin. 

Thomas,  J.  C.,  Austin. 

♦Thomas,  John  F.,  Austin. 

Thompson,  Burch,  Austin. 

♦Thornhill,  G.  F.,  Austin. 

♦Tisdale,  Albert  A.,  Austin. 

♦Tisdale,  Marie  C.,  Austin. 

Todaro,  Samuel  P.,  Austin. 

♦Wade,  David,  Austin. 

♦Walter,  Luther  P.,  Austin. 

Watt,  Terrence  N.,  Austin. 

Watt,  Will  E.,  Austin. 

♦Weaver,  John  D.,  Austin. 

Wheeler,  M.  S.,  Austin. 

♦White,  B.  O.,  Austin. 

White,  Forrest  A.,  Austin. 

White,  Paul  L.,  Austin. 

Willess,  Hersel  F.,  Philadelphia. 
Williams,  Harold  L.,  Austin. 

Williams,  Harriss,  Austin. 

Williams,  W.  E.,  Austin. 

Wilson,  James  D.,  Austin. 

♦Wilson,  R.  T..  Austin. 

♦Wood,  Harold  A.,  Galena  Park. 
Woodson,  B.  Palmer,  Austin. 

Woolsey,  Samuel  A.,  Austin. 

Wooten,  Joe  S.,  Austin. 

Zedler,  Garland  G.,  St.  Louis,  Mo. 
♦Zidd,  Edward,  Austin. 

WILLIAMSON 

Alexander,  Margaret,  Taylor. 

Barr,  Allen  W.,  Georgetown. 

Clark,  J.  Frank.  (Pres.),  Georgetown. 
♦Cooper,  Dewey  H.,  Georgetown. 
Crawford,  Clyde  H.,  Bartlett. 

Doak,  Edmond,  Taylor. 

Feaster,  Hezzie,  Taylor. 

Gaddy,  Howell  R.,  Georgetown. 

Godbey,  John  C.,  Jr.,  Taylor. 

Gregg,  Dick  B.,  Round  Rock. 

♦Johns,  Jay  J.,  Taylor. 

♦Kirkpatrick,  B.  A.,  Taylor. 
Kirkpatrick,  Roy  H.,  Taylor. 
Lehmberg,  Seth  W.,  Taylor. 

Martin,  John  R.,  Georgetown. 

♦Miller,  Chas.  Robt.,  Leander. 

Rice,  Albert  J.,  Georgetown. 

Ross,  George  D..  Liberty  Hill. 

Sharp,  Milton  R.,  Granger. 

Stromberg,  Eric  W.,  Taylor. 

♦Swanson,  Wayland  R.  (Sec’y),  Taylor. 


176 


TEXAS  STATE  JOURNAL  OF  MEDICINE 


June 


Watson,  Arthur  R.,  Granger. 

*Wedemeyer,  Wm.  C.,  Walburg. 

EIGHTH  DISTRICT 

Dr.  James  H.  Wooten,  Jr.,  Columbus, 
Councilor 

BRAZORIA 

Brown,  Edna  Whitcomb,  Freeport. 
Caldwell,  John  S.,  Freeport. 

Carlton,  Benjamin  H.,  Jr.,  Freeport. 

♦Cox,  Walter  E.,  Angleton. 

♦Fuste,  Carlos  E.,  Jr.,  Alvin. 

♦Galloway,  William  T.  (Pres.),  Freeport. 
♦Gray,  Ralph  E..  Lake  Jackson. 
♦Greenwood,  William  M.,  West  Columbia. 
Hardwick,  M.  Warren,  New  Orleans. 
Hayes,  Granville  J.,  Alvin. 

♦Holt,  William  C.,  Angleton. 

♦Laughlin,  John  M.,  Sweeny. 

May,  Henry  K.,  Lake  Jackson. 

♦McCary,  Augustus  O.  (Sec’y),  Freeport. 
♦McCary,  Rogers  M.,  Freeport. 

♦Merz,  Herbert  E.,  Alvin. 

Miller,  Robert  C.,  Lake  Jackson. 
Montgomery,  Joe  S.,  Angleton. 

♦Nicholson,  William  D.,  Freeport. 

Rose,  Ralph  J.,  Sweeny. 

Rosenblad,  Lafwrence  E.,  Freeport. 
Slaughter,  S.  B.,  Freeport. 

Smith,  Frank  T.,  Jr.,  Clute. 

♦Stewart,  James  A.,  Freeport. 

COLORADO-FAYETTE 
Alston.  Herbert  M.,  Columbus. 

♦Boelsche,  Leslie  D.,  LaGrange. 

♦Guenther,  Frank  J.  (Pres.),  LaGrange. 
Guenther,  John  C.,  LaGrange. 

♦Hander,  Wm.  W.,  Schulenberg. 

Kirkham,  Sam  H.,  Columbus. 

Laughlin,  John  R.,  Eagle  Lake. 
♦Laughlin,  Jones  C.,  Eagle  Lake. 
Luedemann,  Wm.  O.,  Schulenberg. 

Miller,  A.  C.,  Carmine. 

Peters,  Leo  J..  Schulenberg. 

Rockett,  Fred  W.  B.,  Flatonia. 

Shult,  Clarence  I.  (Sec’y),  Columbus. 
Williams,  Edw.  T.,  LaGrange. 

♦Wooten,  James  H.,  Jr.,  Columbus. 
Youens,  Thomas,  Weimar. 

♦Youens,  Willis  Geo.,  Jr.,  Weimar. 
Zatopek,  Leland  Frank,  LaGrange. 
DeWITT 

Bohman,  Alfred  J.,  Cuero. 

♦Brown,  Harry  H.,  Jr.,  Yoakum. 

♦Burns,  John  Gillett,  Cuero. 

Cross,  George  W.,  Yorktown. 

♦Dobbs,  James  C.,  Cuero. 

♦Douthit,  Walton  E.,  Cuero. 

Duckworth,  Guilford  M.,  Cuero. 
♦Eckhardt,  Herman  C.  (Sec’y),  Yorktown. 

Landry,  Luchion  B.,  Cuero. 

♦Milner,  Robert  M.  (Pres.),  Yoakum. 
♦Nau,  Carl  A.,  Galveston. 

Nowierski,  Leon  W.,  Yorktown. 

O’Quinn,  C.  Lafayette,  Weesatche. 
♦Prather,  Frank  A.,  Cuero. 

Richter,  Louis  B.  S.,  Yoakum. 

Trott,  John  Edward,  Yoakum. 

♦Westphal,  Corinne,  Yorktown. 

♦Westphal,  Robt.  Darwin,  Houston. 
GALVESTON 

♦Adriance,  Carroll  T.,  Galveston. 

♦Allen,  Charles  R.,  Galveston. 

♦Anderson,  William  T.,  LaMarque. 

Aves,  Fred  W.,  Galveston. 

Bankhead,  A.  J.  (In.),  Galveston. 

Baxter,  Virgil  C.,  Galveston. 

♦Beard,  Bruce  H.  (In.),  Galveston. 

Beeler,  George  W.,  Texas  City. 

♦Blocker,  Truman  G.,  Jr.,  Galveston. 
♦Blocker,  Virginia  I.,  Galveston. 

♦Brindley,  Paul,  Galveston. 

Bruce,  Elmer  I.,  Jr.  (In.),  Galveston. 
Burns,  B.  I.,  Galveston. 

♦Cantrell,  Wm.  A.  (In.),  Galveston. 
Caravagelli,  M.  A.,  Galveston. 

♦Casey,  Robert  E.,  Texas  City. 

♦Cochran,  E.  Winston  (In.),  Galveston. 
Cone,  Robert  E.,  Galveston. 

Cooke,  Willard  R.,  Galveston. 

Danforth,  Duncan  R.,  Texas  City. 
♦Delany,  John  J.,  Galveston. 

♦DeLoach,  Asa  W.  (In.),  Galveston, 
de  Mesquita,  Paul  B.,  Galveston. 
Dernehl,  Carl  U.,  Texas  City. 

Downs,  James  T.,  Ill  (In.),  Galveston. 
♦Duplan,  Don  C.  (In.),  Galveston. 

Echols,  Raymond  S.  (In.),  Tulsa,  Okla. 
♦Eden,  George  F.  (In.),  Galveston. 
♦Eggers,  Geo.  W.  N.,  Galveston. 

♦Ewalt,  Jack  R.,  Galveston. 

♦Fisher,  Wm.  C.,  Jr.,  Galveston. 


♦Fleming,  Ben  P.,  Texas  City. 

♦Ford,  Hamilton  F.,  Galveston. 

♦Frank,  Theo  M.,  Texas  City. 

Frazier,  Chester  N.,  Galveston. 

Garbade,  Francis  A.,  Galveston. 

♦Gilliam,  C.  Hughes,  Galveston. 

♦Gregory,  Raymond  L.,  Galveston. 
♦Hanes,  Lisburn  C.,  Jr.  (In.),  Galveston. 
Hansen,  Arild  E.,  Galveston. 

Hardtke,  Eldred  F.  (In.),  Galveston. 
♦Harris,  Titus  H.,  Galveston. 

♦Harrison,  Albert  W.,  Galveston. 
♦Herrington,  D.  J.,  Texas  City. 
♦Herrmann,  George  R..  Galveston. 

Hoecker,  Wade  L.,  Galveston. 

♦Hooks,  Charles  A.,  Galveston. 

Jarrell,  Norman  D.,  Texas  City. 

Jinkins,  A.  J.,  Galveston. 

♦Jinkins,  Julius  L.,  Galveston. 

♦Jinkins,  Wiley  J.,  Jr.,  Galveston. 
♦Johnson,  Jesse  B.,  Galveston. 

Jones,  E.  F.,  Galveston. 

Kamin,  Peter  B.,  Galveston. 

Klatt,  Emil  H.,  Galveston. 

♦Klein,  Cyrus  P.  (In.),  Galveston. 

♦Kolb,  Weldon  G.,  LaMarque. 

Lee,  Geo.  T.  (dead),  Galveston. 

♦Lefeber,  Edward  J.  (Sec’y),  Galveston. 

Levin,  William  C.,  Galveston. 

♦Magliolo,  Andrew  J.,  Dickinson. 
Magliolo,  Joseph  C.,  Dickinson. 

Manske,  Gerhard  R.,  Texas  City. 

Mares,  Chas.  F.,  Galveston. 

Marr,  William  L..  Galveston. 

♦Matlage,  W.  T.,  Texas  City. 

♦McGivney,  John,  Galveston. 

McLarty,  E.  S.,  Galveston. 

McMillan,  Thos.  M.  (In.),  Galveston. 
♦McReynolds,  Geo.  S.,  Galveston. 
♦Middleton,  John  W.,  Galveston. 

♦Miller,  George  V.  (In.),  Galveston. 
♦Moore,  Robert  M.,  Galveston. 

Morris,  Seth  (Hon.),  LaMarque. 
♦Neidhardt,  H.  W.,  Galveston. 

Nesbit,  William  W.,  Galveston. 

♦O’Neal,  Kermit  Curtis,  Houston. 

♦Otto,  John  L.,  Galveston. 

Parrish,  Beuford  R.,  Galveston. 

Perlman,  Bernard,  Galveston. 

♦Poth,  Edgar  J.,  Galveston. 

Potter,  William  B.,  Galveston. 
Prujansky,  Nathan,  Galveston. 

♦Quick,  David  Wm.,  Jr.  (In.),  Galveston. 
♦Quinn,  Clarence  F.  (Pres.),  Texas  City. 
♦Randall,  Edward,  Jr.,  Galveston. 
Reading,  W.  Boyd,  Galveston. 

Reed,  Roy  G.,  LaMarque. 

♦Rigdon,  Raymond  H.,  Galveston. 

Ritchie,  Earl  B.,  Galveston. 

♦Roberts,  Walter  D.  (In.),  Galveston. 
♦Robertson,  Gaynelle,  Texas  City. 
♦Robinson,  H.  Reid,  Galveston. 

♦Rogers,  Frederick  F.  (In.),  Galveston. 
♦Ross,  Marcus  L.,  Galveston. 

Ruskin,  Arthur,  Galveston. 
♦Scarborough,  Lee  F.,  Galveston. 

Schmidt,  Henry  A.,  Texas  City. 
♦Schneider,  Martin,  Galveston. 

♦Schofield,  Norman  D.,  Galveston. 
Schwab,  Edward  H.,  Galveston. 

Sharp,  William  B.,  Galveston. 

♦Shelton,  Fred  W.,  Texas  City. 
♦Singleton,  A.  O.,  Jr.,  Galveston. 
♦Slocum,  Harvey  C.,  Galveston. 
♦Snodgrass,  Samuel  R.,  Galveston. 
♦Spiller,  William  F.,  Galveston. 

♦Starley,  William  F.  (Hon.),  Galveston. 
♦Stephen,  Weldon  W.,  Galveston. 
♦Stirling,  Earl  H.,  Galveston. 

Stone,  Charles  T.,  Jr.,  Galveston. 

Stone,  Charles  T.,  Sr.,  Galveston. 
♦Sykes,  Clarence  S.,  Galveston. 

♦Thiel,  John  M.,  Galveston. 

Thompson,  Edward  R.,  Galveston. 
Tipton,  Geo.  W.  (In.),  Galveston. 
Tocker,  Alfred  M.  (In.),  Galveston. 
♦Towler,  Martin  L.,  Galveston. 
Tomlinson,  Lou  M.,  Galveston. 
Twidwell,  Leonard,  Texas  City. 

Wall,  Dick  P.,  Galveston. 

Weinert,  Herman,  Jr.,  Galveston. 
Wilkinson,  Erie  E.,  Galveston. 

White,  Robert  B.  (In.),  Galveston. 

LAVACA 

Boyle,  Jas.  W.,  Jr.  (Sec’y),  Shiner. 
Dufner,  C.  T.,  Hallettsville. 

Gerdes,  Jack  D.,  Hallettsville. 

♦Gray,  Willis  J.,  Beaumont. 

Marek,  Emil  H.,  Yoakum. 

♦Renger,  Harvey,  Hallettsville. 

Strieder,  Hugo  J..  Moulton. 

♦Wagner,  Frank  M.,  Shiner. 

Williams,  Robert  W.  (Pres.),  Shiner. 


VICTORIA-CALHOUN-GOLIAD 
DeTar,  Webb  T.,  Victoria. 

Ehlert,  Edward  A.,  Jr.  (Pres.),  Victoria. 
Hopkins,  Joseph  V.,  Victoria. 

King,  Wm.  C.,  Austin. 

Lander,  Roy  S.,  Victoria. 

Lester,  Stanley  W.,  Port  Lavaca. 

♦Melcher,  Truman  O.,  Port  Lavaca. 

Mooney,  Ern  C.  (Sec’y),  Victoria. 

Mosley,  Robert  A.,  Victoria. 

Roemer,  Fred  J.  (dead),  Port  Lavaca. 

Sale,  Walter  W.,  Victoria. 

Shields,  Allan  C.,  Victoria. 

Shields,  Fred  B.,  Victoria. 

Smith,  David  Heaton.  Victoria. 

Story,  Joseph  R.,  Victoria. 

♦Ward,  Rawley  W.,  Victoria. 

WHARTON-JACKSON-MATAGORDA- 
FORT  BEND 

Andrews.  Judson  M.  (Hon.),  Wharton. 
♦Balke,  John  W.,  Rosenberg. 

Barbour,  J.  Lane,  Bay  City. 

Bauknight,  J.  M.,  Ganado. 

♦Black,  Vernon  A.  (Pres.),  Wharton. 

Blair,  Wm.  M.,  Wharton. 

♦Blasingame,  F.  J.  L.,  Wharton. 

♦Brewer,  Paul  L.,  Bay  City. 

Davidson,  G.  L.  (Hon.),  Wharton. 
Davidson,  T.  L.,  Wharton. 

Dye,  Fulton  E.,  Bay  City. 

Halamicek,  J.  A.,  El  Campo. 

Halamicek,  John  F.,  El  Campo. 

Hollomon,  John  J.,  Jr.,  Edna. 

Jenkins,  Edward  E.,  Sugar  Land. 
♦Johnson,  Leonard  B.,  El  Campo. 

♦Johnson,  R.  G.,  Newgulf. 

Knolle,  Ben  E.,  Rosenberg. 

♦Leslie,  Robert  E.,  Wharton. 

♦Loos,  Henry  H.,  Bay  City. 

♦Matthes,  Homer  C.,  Bay  City. 

McGee,  Borden  M..  Rosenberg. 

♦Much,  Joseph  C.,  Richmond. 

Neal,  T.  M.,  Wharton. 

♦Nichols,  C.  V.,  Richmond. 

♦Northington.  Harold  M.  (Sec’y I.  Wharton. 
Outlar,  L.  Bolton,  Wharton. 

Podesta,  Louis  N.,  Sugar  Land. 

♦Reeves,  H.  V.,  El  Campo. 

Rugeley,  Frank  R.,  Wharton. 

♦Sanford,  E.  B.,  Palacios. 

♦Schuhmann,  J.  Daniel,  East  Bernard. 
♦Schulze,  Gustav,  El  Campo. 

♦Shoultz,  Chas.  A.,  Bay  City. 

Simons,  Bryan  E.,  Bay  City. 

Simons,  J.  W.,  Newgulf. 

Simons,  Jack  H.,  Bay  City. 

♦Skrivanek,  Ervin  J.,  El  Campo. 

Thiltgen,  Winston  S.,  El  Campo. 

Wagner,  J.  R.,  Palacios. 

Weeks,  John  W.,  Rosenberg. 

Weinheimer,  E.  A.,  El  Campo. 

♦White,  Roland  L.,  Rosenberg. 

Whitfield,  Walter  E.,  Edna. 

♦Wigle,  Arch  T.,  Wallis. 

♦Yelderman,  Robt.  L.,  Rosenberg. 

♦Zipp,  Raymond  D.,  Edna. 

NINTH  DISTRICT 

Dr.  H.  W.  Cummings,  Jr.,  Houston, 
Councilor 

AUSTIN-WALLER 

Gordon,  Virgil,  Sealy. 

Hackfield,  Alfred  J.,  Industry. 

Hover,  Frank  W.,  Sealy. 

Neely,  Jubal  A.,  Bellville. 

♦Neely,  Robert  A.  (Sec’y),  Bellville. 
Roensch,  Herbert  E.  (Pres.),  Bellville. 
Steck,  Otto  E.,  Bellville. 

♦Walker.  Sidney  C.,  Hempstead. 

Witte,  Ben  O.,  Fayetteville. 

BURLESON 

Dodd,  Tillman  E.,  Caldwell. 

Kozar,  Joseph  H.  (Hon.),  Smithfield. 
♦Pazdral,  George  V.  (Pres.),  Somerville. 
♦Roach,  Thomas  S..  Caldwell. 

♦Siptak,  John  E.  (Sec’y),  Caldwell. 

GRIMES 

♦Coleman,  S.  D.,  Navasota. 

Hansen,  Carl  M.,  Washington. 

Harris,  G.  C..  Jr.,  Navasota. 

♦Ketchum,  E.  T.,  Navasota. 

Parker,  M.  E.,  Anderson. 

Sanders,  G.  C.,  Richards. 

♦Stewart,  H.  L.  (Sec’y),  Navasota. 
♦Thompson,  H.  E.  (Pres.),  Navasota. 

HARRIS 
♦Able,  Luke  W..  Houston. 

♦Adam,  George  F.,  Houston. 


1948 


♦Adamo,  Dominick  C.,  Houston. 

♦Adams,  Granville  Q.,  Houston. 

Agnew,  James  H.  (Hon.),  Houston. 
♦Alexander,  Chas.  S.,  Houston. 
♦Alexander,  Herbert  L.  (Pres.),  Houston. 
♦Alexander,  Jewel  C.,  Houston. 

♦Allen,  Leonardo.  Houston. 

Ames,  Frederick  D.,  Houston. 

♦Andrews,  Tom  A.,  Jr.,  Houston. 

Applebe,  Edw.  W.,  Houston. 

♦Archer,  Palmer  M.,  Houston. 
♦Armstrong,  John  T.,  Houston. 

♦Arnett,  Robert  K.  (In.),  Houston. 
♦Arnold,  Hiram  P.,  Houston. 

♦Arnold,  Hugh  F.  (In.),  Houston. 
♦Arnold,  Jasper  H.,  Houston. 

♦Ashmore,  C.  M.,  Houston. 

Atkins,  Richard  D.,  Houston. 

Austraw.  Henry  H.,  Houston. 

Aves,  Delano  R.,  La  Porte. 

Axelrod,  A.,  Houston. 

Axelrod,  William,  Houston. 

Aydam,  Chas.  W.,  Houston. 

Babcock,  Darrow  S.,  Houston. 

♦Bachtel,  May  B.,  Houston. 

Baird,  J.  Byron,  Pasadena. 

♦Baird,  Raleigh  Wm.,  Jr.,  Houston. 
♦Baird,  Val  C.,  Houston. 

♦Baker,  Lowell  B.,  Houston. 

♦Barker,  Wm.  E.,  Houston. 

♦Barkley,  Howard  T.,  Houston. 

♦Barnes,  J.  Peyton,  Houston. 

♦Barrett,  John  H.,  Houston. 

♦Bayer,  Bernard  H.,  Houston. 

♦Behrens,  Charles  A.,  Houston. 

♦Bell.  Justin  E.,  Houston. 

♦Belleggie,  Philip  A.,  Houston. 

Bennett,  Wm.  H.,  Humble. 

♦Bernard,  Lynn  A.  (In.),  Houston. 
♦Berry,  Charles  R.,  Houston. 

♦Bertner,  E.  W.,  Houston. 

♦Best,  Paul  W.,  Houston. 

Bevil,  Jack  N.  (In.),  Houston. 

♦Bickel,  Laura  C.,  Houston. 

♦Billups,  J.  T.,  Houston. 

♦Blair,  Lyman  C.,  Houston. 

♦Blair,  Robt.  K.,  Houston. 

♦Blish,  M.  Eleanor,  Houston. 

Bloom,  Fred  A.,  Houston. 

♦Bloom,  Manuel  G.,  Houston. 

♦Bloxsom.  Allan  P.,  Houston. 

♦Blundell,  J.  Reece,  Houston. 

♦Boardman,  Harriet  L.,  Houston. 
♦Bonham,  Russell  F.,  Houston. 

Bonin,  Wilfred  P.,  Houston. 

Bost,  James  R.,  Houston. 

♦Bourdon,  Lynn  L.,  Houston. 

♦Bowen,  Ralph,  Houston. 

♦Bowen,  Shirley  S.,  Houston. 

♦Boyd,  Adam  N.,  Houston. 

♦Braden,  Albert  H.,  Jr.,  Houston. 

Braden,  Albert  H.,  Sr.,  Houston. 
♦Bradford,  F.  Keith,  Houston. 

♦Bradley,  Raymond  L.,  Houston. 

♦Brady,  Randle  J.,  Houston. 

♦Brandau,  George  H.,  Houston. 

♦Brandau,  George  M.,  Houston. 

♦Brandes,  Emanuel  B.,  Houston. 
♦Brandon,  Sylvan,  Houston. 

♦Brannon,  Jack  G.,  Houston. 

Bratteng,  Elizabeth  H.,  Houston. 
♦Brener,  Lazard  S.  (In.),  Houston. 
♦Brener,  Zidella  S.,  Houston. 

♦Bressler,  J.  L.,  Houston. 

♦Brewer,  Thomas  W.,  Houston. 

♦Bridges,  Wm.  H.,  Goose  Creek. 

Bi-ohm,  Alfred  J.,  Houston. 

♦Brown,  Jack  Ross,  Galena  Park. 

♦Brown,  James  A.,  Houston. 
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♦Pratt,  Willard  M.,  Houston. 
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Shoss,  I.  H.,  Houston. 

“"Singleton,  Paul  C.  A..  Houston. 
“"Skogland,  John  E.,  Houston. 

“"Slataper,  Eugene  L.,  Houston. 
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“"Smith,  Burt  B.,  Houston. 

Smith.  Clifford  T.,  Houston. 
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“"Spurlock,  G.  H.,  Houston. 

“"Stackhouse,  Howard,  Jr.,  Houston. 
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Thomas,  Clifford  S.,  Tahoka. 

Thomas,  G.  B.,  Houston. 

"Thomas,  Stephen,  Houston. 

Thompson,  Benj.  D.,  Houston. 

“"Thorn,  S.  W.,  Houston. 

“"Thorning,  W.  B.,  Houston. 

“"Truitt,  Jas.  J.,  Houston. 

“"Tucker,  Eli  J..  Houston. 
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Turboff,  S.  W.,  Houston. 

“"Turner,  B.  Weems,  Houston. 

“Turner,  Claude  Gary,  Houston. 

*Tusa,  Theo  S.,  Houston. 

:<Tuttle,  L.  L.  D.,  Houston. 

“"Tyner,  Furman  H.,  Houston. 

“"Ulert,  Izack  A.,  Houston. 

“"Usher,  Francis  C.,  Houston. 

Vanzant,  B.  T.,  Houston. 

“"Vanzant,  Thomas  J.,  Houston. 

* Vaughan,  Luther  M.,  Houston. 

*Veatch,  Everett  P.,  Pasadena. 

*Vick,  J.  Louise,  Houston. 
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“"VonPohle,  Kenneth  C.,  Houston. 
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“"Wagner,  Robert  G.,  Houston. 
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“"Walker,  Jos.  D.,  Houston. 

“"Wall,  Herman  A.,  Jr.,  Houston. 

“"Wall,  John  A.,  Houston. 
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“"Wallis,  Wm.  M.,  Houston. 

“"Walpole,  Ben,  Houston. 
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■“‘Ward,  Thomas  E.,  Houston. 

Warner,  Clyde  W.,  Houston. 

“"Warner,  Lucien  M.,  Houston. 
“"Waterman,  John  H.,  Houston. 
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■“‘Watson,  James  E.,  Jr.,  Houston. 

*Weil,  Sol  B.,  Jr.,  Houston. 

*Wells,  Benj.  B.,  Houston. 

*Welsh,  Hugh  C.,  Houston. 

*West,  Jos.  E.,  Houston. 

* Westmoreland,  Jas.  P.,  Houston. 
“"Westover,  Harry  M.,  Houston. 

Whitsitt,  Jas.  J.,  Houston. 

Wible,  D.  Jordan,  Houston. 

“"Wier,  Warren  M.,  Houston. 

Wiesenthal,  Joseph,  Houston. 
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“"Windrow,  Nuel  C.,  Jr..  Houston. 
“"Withers,  Ben  T.,  Houston. 

“"Withers,  Henry  W..  Houston. 

"Wolf,  Edw.  Trowbridge,  Houston. 
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Zepeda,  Rudolph,  Houston. 
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MONTGOMERY 
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Bartell,  Jack  O.,  Conroe. 

Bellnoski,  Wm.  Oliver,  Jr.,  Willis. 

Coker,  G.  B.,  Tomball. 
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Schwartz,  I.  J.,  Conroe. 
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Sanders,  William  S.  (Sec’y),  Jasper. 
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“"Carter.  John  H.,  Beaumont. 
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“"English,  Dudley  M.,  Beaumont. 
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Fett,  Bennie  J.,  Port  Arthur. 
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Frontis,  C.  J.,  Beaumont. 

Fulbright,  Carl  W.,  Port  Arthur. 

“"Furey,  Ellen  D.,  Beaumont. 

Fuselier,  J.  D.,  Port  Arthur. 

Gardner,  John  N.,  Beaumont. 

Glass,  Walter  W.,  Jr.,  Port  Arthur. 
Goldblum,  Harvey  H.,  Port  Arthur. 
Goodwin,  Charles  R.,  Nederland. 

“"Graber,  W.  J.,  Beaumont. 

“"Granata,  Samuel  V.,  Beaumont. 
“"Greenberg,  Phillip  B.,  Beaumont. 

Hager,  Dale  C.,  Beaumont. 

Harlan,  H.  D.,  Beaumont. 

“"Harper,  J.  Y.,  Port  Arthur. 
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Harrison,  Carole  J.,  Beaumont. 

♦Hart,  Frank  B.,  Beaumont. 

Hart,  John  A.,  Beaumont. 

♦Heare,  Louis  C.,  Port  Arthur. 

’‘'Hendry,  Cullen  H.,  Beaumont. 

Hines,  J.  C.,  Nederland. 

Hosen,  Harris,  Port  Arthur. 

Hyman,  Barnett  M.,  Beaumont. 

Jack,  Laurine  D.,  Beaumont. 

Jackson,  J.  M.,  Port  Arthur. 

Jacobson,  Harry,  Beaumont. 

Jones,  Edmund  D.,  Beaumont. 

Jones,  S.  Ross  (Hon.),  Houston. 

*Kaplan,  Hyman  J.,  Beaumont. 

Keith,  Frank  R..  Jr.,  Port  Arthur. 
Killingsworth,  W.  Price,  Port  Arthur. 
Knight,  Max  J.,  Port  Arthur. 

Kuhlman,  Frederick  Y.,  Port  Arthur. 
♦Ledbetter,  L.  H.,  Beaumont. 

♦Lewis,  Seab  J.,  Beaumont. 

Lightfoot,  W.  D.,  Beaumont. 

♦Lindsey,  Eugene  H.,  Beaumont. 
Loewenstein,  Joseph  M.,  Port  Arthur. 
♦Lombardo,  R.  T.,  Beaumont. 

Long,  James  W..  Port  Arthur. 

Lyons,  Sam  B.,  Beaumont. 

Makins,  James,  Port  Arthur. 

Mann,  D.  A. u Beaumont. 

Martin,  John*  David,  Beaumont. 

♦Martin,  Thos.  W.,  Port  Arthur. 

♦Matlock,  Thos.  B.,  Port  Arthur. 

McFadden,  Irma  M.,  Port  Arthur. 
McNemer,  Phillip  H.,  Beaumont. 

McRee,  Edgar  C.,  Port  Arthur. 

McRee,  Walter  E.,  Jr.  (Sec’y),  Port  Ar- 
thur. 

♦Meyer,  Paul  R.,  Port  Arthur. 

Middleton,  Walter  C.,  Beaumont. 

Mills,  E.  D.,  Beaumont. 

♦Mitchell,  Theo.  C.,  Beaumont. 

Mixson,  Harold  J.,  Beaumont. 

Moore,  Robt.  E.,  Nederland. 

♦Newton,  W.  A.,  Beaumont. 

Orrill,  R.  Ray,  Port  Arthur. 

Painton,  Clifford  E.,  Port  Arthur. 

Pecora,  Tony  L.,  Beaumont. 

Pentecost,  Chas.  L.,  Beaumont. 

Petit,  Paul  T.,  Beaumont. 

Pierson,  Rogers,  Beaumont. 

Pitre,  Roy  Paul,  Port  Arthur. 

♦Powell,  L.  C.,  Beaumont. 

♦Pruit,  L.  T.,  Beaumont. 

Raine,  M.  F.,  Port  Arthur. 

Raines,  James  M.,  Port  Arthur. 

♦Robert,  W.  Pierre,  Beaumont. 

Rowe,  Kit  W.,  Beaumont. 

Serafino,  Louis  C.,  Beaumont. 

Shaddix,  Arthur  C.,  Beaumont. 

Simpson,  Rufus  K.,  Beaumont. 

Skarke,  Edw.  A.,  Beaumont. 

♦Sladczyk,  George,  Port  Arthur. 

♦Smith,  Wm.  A.,  Beaumont. 

Solis,  G.  R.,  Port  Arthur. 

Stephenson,  G.  Bruce,  Beaumont. 

Stevens,  Robt.  B.,  Beaumont. 

Stoeltje,  Joe,  Beaumont. 

Stroble,  Rosser  J.,  Port  Neches. 

♦Strozier,  Wm.  E.,  Beaumont. 

♦Suehs,  M.  E.,  Jr.,  Beaumont. 

♦Sutton,  Fred  W.,  Beaumont. 

Tatum,  W.  E.,  Beaumont. 

Thornton,  Wm.  R.,  Port  Neches. 

♦Todd,  Chas.  H.,  Jr.,  Beaumont. 

Toomin,  Emanual  (dead),  Beaumont. 
Torbett,  John  WT.,  Jr.,  Beaumont. 

Tritico,  Joseph  J.,  Port  Arthur. 

♦Tyndall,  Thos.  M.,  Beaumont. 

♦Vaughan,  B.  H.,  Port  Arthur. 

♦Vaughan,  E.  W..  Port  Arthur. 

♦Walker,  Taylor  C.,  Beaumont. 

♦Wallace,  Wm.  G.,  Beaumont. 

Ward,  Emmett  G.,  Ingleside,  Neb. 
Weisbach,  Phillip  T.,  Jr.,  Nederland. 
Weiss,  Morris,  Beaumont. 

♦Welch,  J.  G.,  Port  Neches. 

White,  C.  M.,  Beaumont. 

White,  J.  Milton,  Port  Arthur. 

♦White,  John  M.,  Jr.,  Port  Arthur. 

Wier,  D.  S.  (Hon.),  Beaumont. 

W ier,  Stuart  T.,  Beaumont. 

Williams,  F.  G.,  Beaumont. 

*Wrilliford,  H.  B.,  Beaumont. 

♦Willoughby,  Russell  C.  (Pres.),  Groves. 
Wilson,  Ira  G.,  Beaumont. 

♦Wood,  Byron  W.,  Port  Arthur. 

Woodward,  John  F.,  Jr.,  Beaumont. 
Young,  Isaac  T.,  Port  Arthur. 

Young,  Roy,  Port  Arthur. 

Young,  Tacitus  W.,  Jr.,  Port  Arthur. 

LIBERTY-CHAMBERS 
♦Bellamy,  Richard  C.,  Daisetta. 

Black,  Roy  C.,  Cleveland. 

Clements,  E.  B.,  Cleveland. 


Davidson,  Eli,  Liberty. 

Davies,  D.  H..  Liberty. 

♦Delaney,  A.  L.,  Liberty. 

Fahring,  George  H.,  Anahuac. 

Fahring,  Thos.  Lloyd,  Anahuac. 

♦Griffin,  Frank  S.,  Liberty. 

Jordan,  B.  L.,  Daisetta. 

Leggett,  W.,  Cleveland. 

♦Richter,  Ernest  R.  (Sec’y),  Dayton. 
♦Schulz,  Don  P.  (Pres.),  Liberty. 

♦Shearer,  A.  R.,  Mont  Belvieu. 

Sykes,  Everett  W.,  Anahuac. 

♦Wilson,  Reginald,  Dayton. 

NACOGDOCHES 

♦Beall,  James  Franklin,  Nacogdoches. 
Ferguson,  Sarah,  Nacogdoches. 

♦McKinney,  Edgar  P.,  Nacogdoches. 
Middlebrook,  George  F.,  Nacogdoches. 
Nelson,  Albert  Langston,  Nacogdoches. 
Neuville,  Carroll  F.  (Pres.),  Nacogdoches. 
Payne,  Clayton  M.,  Alice. 

♦Pennington,  Thos.  J.,  Nacogdoches. 

Rulfs,  C.  H.,  San  Augustine. 

Taylor,  James  G.,  Jr.  (Sec’y),  Nacog- 
doches. 

Tucker,  Henry,  Nacogdoches. 

♦Tucker,  Stephen  B.,  Nacogdoches. 

ORANGE 

Becker,  Melchior  E.,  Jr.  (Pres.),  Orange. 
Bennett,  David,  Orange. 

♦Covington,  Charles  M.,  Orange. 

Hawkins,  Eugene  W.,  Dallas. 

Key,  Harry  H.,  Orange. 

Kinser,  George  H.,  Orange. 

Lawson,  Frank  W.  (Hon.),  Orange. 
Pearce,  Henry  Wynne,  Orange. 

Peters.  Leo  J.,  Jr.  (Sec’y),  Orange. 
Phillips,  Clark  E.  (Hon.),  Orange. 
Schofield,  Elmer  C.,  Orange. 

♦Seastrunk,  Oliver  C.,  Orange. 

♦Shaddock,  Carroll  B.,  Orange. 

Swickard,  George  Y.,  Orange. 

Thompson,  Lewis  O.,  Orange. 

White,  Malcolm  E.,  Orange. 

Wilson,  John  Starks,  Orange. 

♦Woolley,  Talmadge  O.,  Orange. 

SHELBY-SAN  AUGUSTINE-SABINE 
Bennett,  Noel  T.,  San  Augustine. 

♦Brake,  Ira  F.,  San  Augustine. 

Cousins,  Charles  W.,  Hemphill. 

♦Hurst,  Thomas  L.,  Center. 

Oates,  Laried  S.,  Center. 

Warren,  Walter  M.,  Center. 

♦Warren,  William  H.  (Sec’y),  Center. 
Warren,  William  S.,  Center. 

WTatson,  Chester  Audry,  Hemphill. 
Windham,  John  H.,  Shelbyville. 

Windham,  William  C.  (Pres.),  Center. 

ELEVENTH  DISTRICT 

Dr.  J.  M.  Travis,  Jacksonville,  Councilor 
ANDERSON-HOUSTON-LEON 
♦Barclay,  Sam  D.,  Crockett. 

♦Bell,  Robt.  H.,  Palestine. 

Bing,  Roland  E.,  Oakwood. 

Brown,  Adelbert  B.,  Jr.,  Crockett. 
♦Butler,  Chas.  W.,  Jr.,  Crockett. 

Carter,  James  Weldon,  Palestine. 

Davis,  W.  E.,  Elkhart. 

♦Dean,  John  L.,  Crockett. 

Felder,  Fred  E.,  Palestine. 

Funderburk,  Wm.  O.  (Hon.),  Elkhart. 
Goolsby,  Carl  B.,  Crockett. 

Hathcock,  A.  L.  (Hon.),  Palestine. 
Haverlah,  Harry  A.,  Palestine. 

Hester,  Nell  M.,  Buffalo. 

Humphries,  John  T.,  Palestine. 

Hunter,  Ripley  H.,  Palestine. 

♦Hunter,  Rush  Q.,  Palestine. 

Joyce,  Claude  D..  Jr.  (Pres.),  Palestine. 
Kay,  Royal  H.  (Sec.),  Palestine. 

♦Kennedy,  Sam  E.,  Grapeland. 

King,  Marion  A.,  Frankston. 

McLeod,  Robt.  H..  Palestine. 

♦Moss,  George  H.,  Frankston. 

Murphy,  Joe  G.,  Palestine. 

Paxton,  Joe  H.  (Hon.),  Elkhart. 

Powell,  Elisha  P.,  Centerville. 

Rogers,  Joe,  Normangee. 

Speegle,  Andrew  A.,  Palestine. 

Stokes,  Paul  B.,  Crockett. 

Tenney,  Leighton  P..  Buffalo. 

♦Trice,  Leroy,  Palestine. 

Wages,  A.  D.,  Palestine. 

♦W'ootters,  John  S.,  Crockett. 

CHEROKEE 
Adams,  Clyde,  Rusk. 

Armstrong,  Catherine,  Jacksonville. 
♦Bone,  John  N.,  Jacksonville. 


Boyd,  James  T.,  Jacksonville. 

Cobble,  Thomas  H.  (Sec’y),  Rusk. 

♦DuBose,  J.  L..  Wells. 

♦Gray,  Denver  F.,  Houston. 

Greenwood,  J.  T.,  Ponta. 

♦Hanretta,  A.  T.,  Austin. 

♦Hilliard,  George  M.,  Jacksonville. 

Huff,  Mark  E.,  Rusk. 

Jackson,  Claude  L.,  Rusk. 

Johnson,  John  F.,  Rusk. 

Kuykendall,  M.  J.,  Rusk. 

Lamb,  Marvin,  Jacksonville. 

Liles,  J.  H.,  Jr.,  Jacksonville. 

McDonald,  W.  A.,  Alto. 

McDougle,  John  B..  Jacksonville. 
McQuaide,  Henry  C.,  Jr.,  Jacksonville. 
♦Scarborough,  James  S.,  Austin. 

Schwartze,  Henry,  Rusk. 

Sory,  W.  H.,  Jacksonville. 

Stripling,  C.  H.,  Jacksonville. 

♦Travis,  J.  M.,  Jacksonville. 

♦Travis,  John,  Jacksonville. 

Travis,  L.  L.,  Jacksonville. 

♦Travis,  R.  T.,  Jacksonville. 

♦Urban,  Kay  B.  (Pres.),  Rusk. 

FREESTONE 

Bonner,  Leslie  L.  (Sec’y),  Fairfield. 

Gage,  Maurice  (Pres.),  Teague. 

Harrison.  William  P..  Teague. 

Headlee,  Emory  V.,  Teague. 

Sneed,  William  N.,  Fairfield. 

HENDERSON 
♦Cockerell,  L.  L.,  Athens. 

Geddie,  Nolan  D.,  Athens. 

Henderson.  Roy  E.  (Pres.),  Athens. 
Hodge,  Robert  H.,  Athens. 

Kilman,  Prather  T.,  Malakoff. 

Price,  Don  (Sec’y),  Athens. 

Rockwell,  Paul  A.,  Athens. 

Webster,  Knox  J.  (Hon.)  (dead),  Athens. 

PANOLA 

♦Ashby,  Joe  M.  (Sec’y),  Carthage. 

Baker.  Charles  D.  (Pres.),  Carthage. 
Daniel,  Dubose  B.,  Carthage. 

Hooker,  Lynn  C.,  Carthage. 

♦Kuykendall,  Harold  D.,  Carthage. 

Perlman,  Samuel,  Carthage. 

Prince,  Kenneth  C.,  Carthage. 

RUSK 

Bird  well,  J.  A.,  Overton. 

Boswell,  WTm.  E.,  Henderson. 

♦Deason,  Lloyd  S.  (Pres.),  Henderson. 
Heiligman,  Emmett,  Overton. 

Heiligman,  Haskell,  Overton. 

Hicks,  Oliver  B..  Henderson. 

Hilbun,  Lynn,  Henderson. 

Lall,  Shiam,  Pauls  Valley,  Okla. 

♦Ross,  Jesse  E.,  Henderson. 

Shipp,  L.  M.,  Henderson. 

Suehs,  Herbert  A.,  Henderson. 

Wrolfe,  Alfred  S.  (Sec'y),  Henderson. 
♦York,  D.  A.,  Overton. 

SMITH 

Adams,  Edw.  Nolan.  Tyler. 

Allen,  George  B.,  Tyler. 

Anderson,  Carter,  Jr.,  Tyler. 

♦Bailey,  Wm.  M.  (Sec’y).  Tyler. 

Baldwin,  Russell  E.  G.,  Tyler. 

♦Birdwell.  James  W.,  Tyler. 

Bradford,  Sidney  W.,  Tyler. 

Brown,  Glynne,  Tyler. 

Brown,  Irving,  Tyler. 

Bryant,  W.  Howard,  Tyler. 

Bundy,  David  T..  Tyler. 

♦Caldwell,  Elbert  H.,  Tyler. 

♦Castle,  Chas.  Wrm.,  Troup. 

Clawater,  E.  W.,  Tyler. 

♦Dickson.  James  R..  Arp. 

Faber,  Edwin  G.,  Tyler. 

Faust,  John  J.,  Tyler. 

Gibson,  Jesse  W.,  Lindale. 

Goldfeder,  Jesse  (Pres.),  Tyler. 

Hart,  John  G.,  Tyler. 

♦Jarmon,  Thomas  M.,  Tyler. 

♦Marshall^  Robert  L..  Tyler. 

♦McDonald,  Conrad  C.,  Tyler. 

McMillan,  Bruce.  Overton. 

♦Mitchell,  John  H.,  Tyler. 

Moore,  Masters  H.,  Tyler. 

Neill,  J.  Lawrence,  Tyler. 

Neill,  Lex  T.,  Tyler. 

Page,  Roy  L.,  Tyler. 

Pope,  Irvin,  Jr..  Tyler. 

Rhine,  Leland  R.,  Tyler. 

Rice,  Elbert  D..  Tyler. 

Roosth,  Harold,  Tyler. 

Roper.  Marjorie  Ferrell,  Bullard. 

♦Ross,  Wfilliam  R.,  Tyler. 

Sehested,  Herman  C.,  Okla.  City,  Okla. 
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Shirley,  Thos.  Clayton,  Tyler. 

Smith,  John  C.,  Winona. 

Stanley,  Mildred,  Tyler. 

^Thompson,  Orion,  Tyler. 

* Vaughn,  Edgar  H.,  Tyler. 

*Vaughn,  James  M.,  Tyler. 

Whitten,  Samuel  J.,  Troup. 

Wilcox,  Melvin  R.,  Tyler. 

’"Willingham,  Chas.  E.,  Tyler. 

’"Wilson,  Benjamin  N.,  Tyler. 

Windham,  Lynn  B.,  Tyler. 

Woldert,  Albert,  Tyler. 

""Young,  Cuthbert  B.,  Tyler. 

TWELFTH  DISTRICT 

Dr.  J.  Wilson  David,  Corsicana,  Councilor 
BELL 

Alsup,  Ace  H.,  Temple. 

Althaus,  Jno.  W.  A.,  Temple. 

Anderson,  Harold  B.,  Temple. 

Arnold,  Wm.  O.,  Temple. 

Bain,  Geo.  P.  (In.),  Temple. 

Baird,  Hubert  M.  (In.),  Temple. 

Bartels,  R.  N.,  Temple. 

Bassel,  Paul  M.,  Temple. 

Bauman,  John  E.,  Temple. 

Beach,  Wm.  C.  (In.),  Temple. 

Black,  Douglas  B.  (In.),  Temple. 

Board,  Jno.  Paul,  Temple. 

’"Boykin,  James  Melvin,  Temple. 

Bradfield,  Eldon  O.,  Temple. 

""Brindley,  Geo.  V.,  Jr.,  Temple. 

*Brindley,  Geo.  V.,  Sr.,  Temple. 

Bunkley,  Thelbert  F.,  Temple. 

Burnett,  Joseph  R.,  Bartlett. 

Burow,  F.  Paul,  Killeen. 

*Chernosky,  Wm.  A.,  Temple. 

Christian,  Jno.  J.,  Temple. 

Clouse,  Paul  A.  (In.),  Temple. 

Cochran,  Leroy  M.,  Temple. 

Coleman,  James  A.,  Jr.,  Temple. 

Coleman,  Thos.  J.  (In.),  Temple. 

Cox,  Chas.  Hamilton,  Jr.,  Temple. 

Curtis,  Raleigh  R.,  Temple. 

Curtis,  Richard  C.,  Temple. 

DeBord,  Bert,  Jr.,  Temple. 

Duff,  Robt.  L.,  Temple. 

Duson,  Craddock  K.  (In.),  Temple. 

Eanes,  David  F.  S.,  Temple. 

*Ehni,  Geo.  J.,  Temple. 

Ellis,  Robt.  S.  (In.),  Temple. 

Estes,  Ambrose  C.  (In.),  Temple. 

Fowler,  Joe  A.,  Killeen. 

Freeman,  Bromley  S.,  Temple. 

Garren,  Jno.  T.,  Jr.  (In.),  Temple. 
^Gillespie,  Chas.  H.,  Temple. 

Gober,  Olin  B.,  Temple. 

Graves,  Oliver  H.  (In.),  Stamford. 
Greenlee,  Ralph  G.,  Temple. 

^Greenwood,  Joseph  H.,  Temple. 

Hamilton,  Alfred,  Killeen. 

Hamilton,  Con  D.,  Jr.  (In.),  Temple. 
Hamilton,  Wilburn  M.  (In.),  Temple. 
!:<Hammond,  Fred  M.,  Temple. 

Harlan,  Rudolph  K.,  Temple. 

Hartman,  Jno.  T.  (In.),  Temple. 
Hennington,  H.  M.  (In.),  Temple. 

Howell,  Floyd  W.,  Temple. 

Hume,  Albert  T.,  Temple. 

Hurt,  Albert  D.,  Corinth,  Miss. 

Jenkins,  Jesse  G.,  Temple. 

Johnson,  Billy  F.  (In.),  Temple. 

Kelly,  Francis  J.  (In.),  Temple. 

’"Kilman,  Joseph  R.,  Temple. 

*Kirkley,  Alva  Rex,  Belton. 

Littell,  Geo.  S.,  Temple. 

Long,  Stewart  M.  (In.),  Temple. 
""Longmire,  Victor  M.,  Temple. 

Lyday,  Victor  I.,  Dallas. 

’"Macey,  Harry  B.,  Temple. 

Maddox,  Azzie  D.  (In.),  Temple. 

McCelvey,  Jno.  S.,  Temple. 

McCulloh,  A.  M.,  Jr.  (In.),  Temple. 
McDavitt,  Bertha  S.,  Temple. 

McKay,  Edward  D.,  Temple. 

McKenney,  Jno.  F.  (In.),  Temple. 

Meyers,  Wm.  T.  (In.),  Temple. 

Moon,  Arthur  E.,  Jr.  (In.),  Temple. 

Moon,  Arthur  E.,  Sr.,  Temple. 

"Moreton,  Robt.  D.,  Temple. 

Murray,  Robt.  A.,  Temple. 

Murray,  Robt.  V.,  Jr.  (In.),  Temple. 
Norman,  Tom  David  (In.),  Temple. 
"‘Phillips,  Charles,  Temple. 

Pittman,  Jno.  W.,  Belton. 

Pollok,  Lewis  W.,  Temple. 

*Potter,  Claudia,  Temple. 

*Powell,  Wm.  N.,  Temple. 

Ramey,  Paul  M.,  Temple. 

Rector,  Wm.  L.  (In.),  Temple. 

Reeves,  Jno.  D.,  Jr.  (In.),  Temple. 
*Robertson,  David  Lyle,  Temple. 

Robinson,  James  E.,  Temple. 


LIST  OF  MEMBERS 


’"Rodarte,  Joseph  G.  (Sec’y),  Temple. 
Schlademan,  Karl  R.,  Temple. 

*Scott,  Arthur  C.,  Temple. 

Seedorf,  Everett  E.,  Temple. 

Sewell,  Harvey  W.,  Belton. 

Sewell.  Julian  G.t  Belton. 

Sherwood,  Marcel  W.,  Temple. 

Shibler,  Samuel  W.,  Temple. 

Shirey,  Robt.  W.  (In.),  Temple. 

Simmon,  Vincent  J.,  Temple. 

Simpson,  Chas.  M.,  Temple. 

Sloan,  Jack  Q.  (In.),  Temple. 

Smith,  Robt.  N.,  Jr.  (In.),  Harlingen. 
Smith,  Theodore  J.  H.  (In.),  Temple. 
*Smith,  Travis  (Pres.),  Temple. 

Speed,  Terrell,  Temple. 

^Stevenson,  Clyde  A.,  Temple. 

*Talley,  Lewis  R.,  Temple. 

Taylor.  Phillip  W.  (In.),  Temple. 

Thomas,  Edw.  F.  (In.),  Temple. 

Treadwell,  M.  A.,  Jr.  (In.),  Temple. 
Turman,  Prentiss  A.,  Temple. 

*Veirs,  Everett  R.,  Temple. 

Wachter,  F.  E.  (In.),  Temple. 

Walkes,  Ernest  E.,  Temple. 

"‘Walsh,  Edmund  N.,  Temple. 

Ward,  Wendell  P.,  Temple. 

Wehrle,  Paul  F.  (In.),  Chicago. 

White,  Raleigh  R.,  Temple. 

Wiedeman,  Andrew  E.,  Temple. 

Williams,  G.  Douglas,  Belton. 

Winston,  Jno.  R.,  Temple. 

*Wise,  Robt.  A.,  Temple. 

Wolf,  A.  Ford,  Temple. 

Woodson,  W.  Burbank,  Temple. 

>:‘Yates,  Chas.  W.  (In.),  Temple. 

Young,  Thos.  K.,  Jr.  (In.),  Temple. 

BOSQUE 

Archer,  James  T.,  Jr.,  Meridian. 
Blankenship,  W.  W.,  Mosheim. 

Calhoun,  James  S.,  Walnut  Springs. 

Cate,  Clifton  C.,  Morgan. 

*Goodall,  Van  Doren,  Clifton. 

Goodall,  Edwin,  Clifton. 

*Holt,  Russell  D.,  Jr.  (Pres.),  Meridian. 
Holt,  Russell  D.,  Sr.,  Cranfills  Gap. 
*Koerner,  Theodore  A.  (Sec’y ),  Valley  Mills. 
Long,  Austin  M.,  Jr.,  Valley  Mills. 
Murray,  James  A.,  Walnut  Springs. 

Pike,  Arthur  N.,  Iredell. 

Witcher,  Seth  L.,  Clifton. 

BRAZOS-ROBERTSON 
* Andres,  Dwight  W.  (Pres.),  College  Sta- 
tion. 

Boyd,  Elvin  M.,  Hearne. 

Cole,  Charles  M.,  Bryan. 

Geppert,  Joseph  W.,  Bryan. 

*Grant,  Richard  B.,  Jr.,  Bryan. 

*Guynes,  Henry  C.,  Hearne. 

*Harrison,  Richard  H..  Jr.,  Bryan. 

Holt,  Ernest  E.,  College  Station. 

Hopkins,  J.  J.,  Dallas. 

Hunnicutt,  Robt.  J.  (Hon.),  Bryan. 
*Marsh,  John  E.,  College  Station. 

McGill,  Albert  G.,  Jr.  (Sec’y),  Bryan. 
Parker,  Wm.  S.,  Calvert. 

Perry,  James  S.,  Bryan. 

"‘Richardson,  S.  C.,  Bryan. 

Sanders,  J.  G.,  Bremond. 

*Searcy,  R.  M.,  Bryan. 

Searcy,  Thomas  A.,  Hearne. 

Smith,  Jas.  A.,  Hearne. 

Smith,  Roy  L.,  Bryan. 

Stuart,  Lawrence  D.,  Bryan. 

Taylor,  W.  C.,  Jr.,  Calvert. 

Waller,  Alvin  LeRoy,  Quitman. 

Walton,  Thos.  O.,  Jr.,  College  Station. 
Walton,  Thos.  T.,  Bryan. 

Wilkerson,  Lonnie  O.,  Bryan. 

Woodard,  Paul  A.,  Bryan. 

CORYELL 

""Brown,  John  T.,  Gatesville. 

Hall,  Talbert  M.,  Gatesville. 

Hamilton,  James  H.  (Pres.),  Gatesville. 
‘"Jones,  Kermit  R.,  Gatesville. 

Lowrey,  Ernest  Elworth,  Gatesville. 
Lowrey,  Oliver  W.  (Sec’y),  Gatesville. 

ERATH-HOOD-SOMERVELL 
"‘Bryan,  T.  F.,  Dublin. 

Cragwall,  A.  O.,  Stephenville. 

Currie,  Angus  B.,  Honey  Island. 

Gerard,  Rene  G.,  Stephenville. 

"‘Hanifa,  John  J.,  Glen  Rose. 

Hanna,  Mildred  V.,  Glen  Rose. 

Jordan,  Carl  A.,  Dublin. 

Langford,  W.  L.,  Hamilton. 

Mulloy,  J.  J.,  Stephenville. 

Mulloy,  Mary  E.,  Stephenville. 

Pate,  Joe  J.,  Dublin. 

Shelton,  James  L.,  Stephenville. 
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Surratt,  Robert  R.,  Stephenville. 
"‘Terrell,  J.  C.,  Stephenville. 

Terrell,  Vance  (Pres.),  Stephenville. 
Wright,  Glenn  R.  (Sec’y),  Stephenville. 

FALLS 

Allen,  Walter  B.,  Shreveport,  La. 

Avent,  B.  M.  (Hon.),  Rosebud. 

Barnett,  John  B.,  Marlin. 

Barnett,  John  H..  Marlin. 

'•"Bennett,  Alfred  C..  Marlin. 

*Brown,  James  M.,  Marlin. 

Buie,  Neil  D.  (dead),  Marlin. 

"‘Buie,  Neil  D.,  Jr.,  Marlin. 

*Collier,  Joel  I.,  Marlin. 

""Cornwell,  Charles  H.  (Sec’y),  Marlin. 
Curry,  Hardy  P.,  Marlin. 

Davison,  Milton  A.,  Marlin. 

Garrett,  Henry  S.,  Marlin. 

""Glass,  Thomas  G.,  Marlin. 

’"Green,  John  E.,  Austin. 

Hampshire,  George  H.,  Marlin. 
^Hutchings,  Edgar  P.,  Marlin. 

Jansing,  Bernard  A.,  Lott  (Rt.  3). 
McKinley,  W.  Frank,  Jr.,  Marlin. 
*Munger,  S.  S.  (Hon.),  Marlin. 

’'‘Smith,  Howard  0.,  Marlin. 

Smith,  Walter  S.,  Marlin. 

*Swepston,  Happy  J.,  Rosebud. 

*Swetland,  Douglas  R.,  Marlin. 

:!:Torbett,  John  W.,  Sr.,  Marlin, 
von  Tobel,  Albert  E.  (Pres.),  Marlin. 
Wheelis,  Brewer  D.,  Rosbud. 

HAMILTON 

’■“Cleveland.  Charles  C.,  Hamilton. 

Hafer,  W.  F.  (Sec’y),  Hico. 

Hedges,  Homer  V.  (Pres.),  Hico. 
Kennedy,  Francis  P.,  Carlton. 

Knight,  James  B.,  Hamilton. 

Kooken,  Robert  A.,  Hamilton. 

Meredith,  Duane  W.,  Hamilton. 

West,  Robert  C.,  Hamilton. 

HILL 

Arledge,  Wm.  I.,  Hillsboro. 

Barnett,  Thomas  R.,  Hillsboro. 

Beskow,  Richard  N.,  Hillsboro. 

Boyd,  James  E.,  Hillsboro. 

Buie,  James  M.,  Whitney. 

Buie,  James  S.,  Mertens. 

Campbell,  Clark  C.,  Itasca. 

Garrett,  Charles  C.  (Sec’y),  Hillsboro. 
Grant,  Silas  W.,  Whitney. 

Guffy,  Joseph  L.,  Hillsboro. 

Jenkins,  Gaines  H.,  Bynum. 

McPherson,  A.  B.  (Hon.),  Lovelace 
(via  Hillsboro). 

McPherson,  Garland,  Hillsboro. 

Morris,  Thomas  M.,  Mount  Calm. 
Sammons,  Howard  P.,  Hubbard. 

Smith,  Beniamin  C.,  Hillsboro. 

"‘Smith,  Nellins  C.,  Hillsboro. 
Smotherman,  Ervin  Ray  (Pres.),  Itasca. 
Zacharias,  Otis  G.,  Topeka,  Kansas. 

JOHNSON 

Anderson,  C.  C.,  Venus. 

Ball,  W.  P.,  Cleburne. 

Bradford,  C.  C.,  Burleson. 

:i‘Cooke,  C.  C.,  Cleburne. 

Dennis,  Mills  (Hon.),  Cleburne. 

Durrill,  Everett  L.,  Pueblo,  Colo. 

Garner,  Albert  F.  (Hon.),  Grandview. 
Jowell,  C.  C.,  Cleburne. 

*Kimbro,  Robert  W.,  Cleburne. 

Knox,  M.  T.,  Cleburne. 

Little,  John  G.,  Cleburne. 

Pickens,  Jay  W.  (Pres.),  Cleburne. 
Smyth,  Olin  T.,  Jr.  (Sec’y),  Cleburne. 
Whitehouse,  William  R.,  Cleburne. 
Yater,  R.  E.  Lee,  Cleburne. 

""Yater,  Tolbert  F.,  Cleburne. 

LIMESTONE 
Brown,  Marion  M.,  Mexia. 

Carrington,  William  L.,  Mexia. 
Christopher,  O.  T.,  Mexia. 

Cox,  Stanley  (Sec’y),  Groesbeck. 
*Cromeans,  Randall  E., -Mexia. 

’"Edgar,  Cecil  C.,  Mexia. 

Katzenstein,  William,  Coolidge. 
McKenzie,  Casimir  P.  (Pres.),  Mexia. 
Smith.  G.  Con.  Mexia. 

Mclennan 

Aide,  Lewis  G.,  Bellmead. 

""Alexander,  Boyd  D.,  Waco. 

""Alexander,  R.  B.,  Waco. 

""Anspach,  Harold  M.,  Waco. 

Atkins,  N.  M.,  Waco. 

Avent,  W.  M.  (Sec’y),  Waco. 
’"Aynesworth,  Horace  T.,  Waco. 
Aynesworth,  M.  B.,  Waco. 
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Baker,  Mark  D.,  Waco. 

*Barnes,  Maurice  C.,  Waco. 

Berry,  Geo.  W.,  Waco. 

Bradford,  J.  C.,  Mart. 

Brannon,  Earl  P.,  McGregor. 
Brooks,  Cleveland  H.,  Waco. 

Bryant,  Geo.  C.,  Waco. 

Bullard,  Ray  E.,  Waco. 

Burgess,  John  L.,  Waco. 

•Carlisle,  M.  C.,  Waco. 

•Catto,  Chas.  Gray,  Waco. 

•Coffelt,  Ralph  L.,  Waco. 

Colgin,  M.  W.,  Waco. 

Collins,  C.  T.,  Waco. 

Collins,  Lawrence  D.,  Waco. 
•Connally,  H.  F.,  Waco. 

Connally,  H.  Frank,  Jr.,  Waco. 
Crosthwait,  R.  Wilson,  Waco. 
Crosthwait,  W.  L.,  Waco. 

Dean,  Earl  F.,  Mart. 

•Dudgeon,  H.  R.,  Waco. 

•Dudgeon,  Howard  R.,  Jr.,  Waco. 
Fine,  Eldon  B.,  Waco. 

Ford.  Walter  L.,  Waco. 

•Friedman,  Carl,  Waco. 

Friedman,  Lillian  G.,  Waco. 
•Garrett,  James  M..  Waco. 

Germany,  H.  J.,  Waco. 

Gidney,  Wm.  H.,  West. 

Goodman,  Aubrey  L.,  Waco. 

Hale,  James  W.  (Hon.),  Waco. 
•Hanks,  Robt.  J.,  Waco. 

•Hipps,  Herbert  E.,  Waco. 

*Hoehn,  F.  Wm.,  Waco. 

•Howard,  Stanley  P.,  Waco. 

Hubbs,  Roy  S.,  Palo  Alto,  Calif. 
•Husbands,  Tom  L.,  Waco. 

Jahns,  Albin  A.,  Waco. 

Jaworski,  H..  Waco. 

Jenkins,  I.  Warner  (dead),  Waco. 
Johnson,  Ernest  A.,  Waco. 

Kee,  John  L.,  Waco. 

Klatt,  Wesley  W.,  Waco. 

Kochmann,  W.  P.,  Waco. 
•Lattimore,  John  E.,  Waco. 

Magid,  Moreton  A.,  Waco. 

*Manske,  Arnold  O.,  Waco. 

Marstaller,  Wm.  E.,  Waco. 
•McCauley,  E.  R.,  Moody. 

Mewshaw,  R.  E.  L.,  Waco. 

Milam,  E.  A.  (Hon.),  Waco. 

•Miller,  Claire  F.,  Waco. 

•Miller,  Clarence  R..  Jackson,  Miss. 
•Mitchell,  Holland  C.,  Waco. 
Montgomery,  Hazel  I.,  West. 
Mortland,  S.  Richard,  Waco. 
Murphey,  Paul  C.,  Waco. 

Nail,  Wm.  R.,  Waco. 

Naylor,  Luther  F.,  Waco. 

Oliver,  Tom  M.,  Waco. 

Powell,  Eugene  V..  Waco. 

•Power,  Paul  H.,  Waco. 

Quay,  John  E.,  Waco. 

Reese,  C.  H.,  Waco. 

Richey,  Harvey  M.,  Jr.,  Waco. 
•Roche,  B.  F.,  Waco. 

Rottner,  Mark  H.,  Waco. 

Sadler,  Leslie  R.,  Waco. 

Scanio,  Thos.  J.,  West. 

•Shipp,  John  Ross,  Waco. 

Shipp,  W.  R.  F.,  Lorena. 

•Simpson,  Neill  O.,  Waco. 

Smith,  C.  Collom,  Mart. 

Smith,  Edward,  Waco. 

•Souther,  Wm.  L.,  Waco. 

Spark,  Milton,  Waco. 

Spencer,  Shelby  C.,  Waco. 
Stanislav,  Frank  J.,  Waco. 

Sullivan.  Herbert  H.,  Waco. 

Tabb,  T.  E.,  Waco. 

•Talley,  John  E.,  Waco. 

Thompson,  John,  McGregor. 
Traylor,  Clayton  J.,  Waco. 

Trice,  Wm.  G.,  Waco. 

Trippett,  Horace  H.  (Pres.),  Waco. 
Warren,  D.  D.,  Waco. 

Weekley,  Frederick  Clay,  Waco. 
Wells,  W.  Howard,  Waco. 

Witte,  Wallace  S.,  Waco. 

Wood,  R.  Spencer,  Waco. 

Wood,  W.  A.  (Hon.),  Waco. 
Woolsey,  Fleta  G.,  Waco. 

Woolsey,  Henry  U.,  Waco. 
•Woolsey,  W .J.,  Waco. 

MILAM 

Barkley,  Thomas  S.,  Rockdale. 
Baskin,  John  L.  (Sec’y),  Cameron. 
Coulter,  Hiram  T..  Rockdale. 
Crump,  Thos.  E.,  Cameron. 
•Denson,  Thos.  L.,  Cameron. 
Epperson,  A.  S’.  (Hon.),  Houston. 
Fontaine,  Wm.  J.,  Jones  Prairie. 
•Freeman,  E.  S.,  Cameron. 


Hamilton,  Lawrence  E.,  Rogers. 

Hubert,  Jone  S.,  Cameron. 

Johnson,  Cullen  D.,  Thorndale. 

Newton,  Wm.  R.,  Cameron. 

•Richards,  John  T.  (Pres.),  Rockdale. 
Rischar,  Eduard,  Cameron. 

Shapiro,  David,  Cameron. 

Somer,  Frank  A.,  Cameron. 

•Swift,  Clifford  G.,  Cameron. 

Walker,  Jack  L.,  Cameron. 

NAVARRO 

Burnett,  Samuel  H.,  Corsicana. 

Carter,  William  W.,  Corsicana. 
Chalmers,  James  S.,  Corsicana. 

Daniel.  Joseph  S.,  Corsicana. 

•David,  J.  Wilson,  Corsicana. 

Ezell,  Harry,  Jr.,  Columbus,  Ohio. 
•Grizzaffi,  A.  L.,  Frost. 

Hamill,  Dan  B.,  Corsicana. 

Kelton,  Leslie  E.,  Jr.,  Corsicana. 
•Logsdon,  William  K.,  Corsicana. 

•Miller,  Dubart,  Corsicana. 

Miller,  Will  M.,  Corsicana. 

Mitchell,  Paul  H.  (Sec’y),  Corsicana. 
Mountjoy,  Philip  S.,  Corsicana. 

•Newton,  Earl  H.,  Corsicana. 

Rosenbloom,  Joseph,  Trinidad. 

•Sanders,  Gurley  H.,  Kerens. 

Sanders,  Ivan  Terry,  Kerens. 

Shell,  William  T.,  Corsicana. 

•Shell,  William  T.,  Jr.,  Corsicana. 

Sneed,  William  R.,  Corsicana. 

Stroud,  Clyde  S..  Jr.  (Mil.),  Corsicana. 
Wills,  Thos.  Opie  (Pres.),  Corsicana. 

THIRTEENTH  DISTRICT 

Dr.  R.  G.  Baker,  Fort  Worth,  Councilor 
BAYLOR-KNOX-HASKELL 
Balch,  Edwin  H.,  Seymour. 

Barber,  Lyman  A.,  Seymour. 

Bunkley,  Eutus  P.,  Stamford. 

Bunkley,  John  F.  (Hon.),  Seymour. 
Bunkley,  Thos.  A.,  Stamford. 

Cadenhead.  James  F.,  Jr.,  Weinert. 
•Edwards,  Thos.  S.,  Knox  City. 

Eiland,  David  C.  (Sec’y),  Munday. 

Foy,  James  W.,  Seymour. 

Frizzell,  Thos.  P.,  Knox  City. 

Heard,  Eli  F.,  Goree. 

Hudson,  Isaac  F.,  Stamford. 

Johnson,  Chas.  E.,  Seymour. 

Kimbrough,  Ernest  M..  Haskell. 

Lowry,  Robt.  K.,  Seymour. 

Nail,  Ben  M.  (Pres.),  Haskell. 

Newsom,  Robt.  L.,  Munday. 

Plasek,  W.  W.,  Rule. 

Randal,  Chas.  M.,  Jr.,  Seymour. 

Rogers,  Madison  W.,  Rule. 

Scott,  Frank  C.,  Haskell. 

Taylor,  Lafayette  F.,  Haskell. 

Taylor,  Wm.  M.,  Goree. 

Williams,  Temple  W.,  Haskell. 

Wilson,  J.  Alton  (In.),  McKinney. 

CLAY-MONT  AGUE- WISE 
Crumpler,  H.  P.,  Bowie. 

Grumpier,  Prentice,  Jr.,  Bowie. 

•Darwin,  J.  T.,  Decatur. 

Dean,  W.  N.,  Boyd. 

Greer,  Albert,  Henrietta. 

Harris,  E.  P.,  Bowie. 

Hurn,  Robert  E.,  Henrietta. 

Inabnett,  W.  T.,  Decatur. 

Lawson,  J.  T.,  Bowie. 

Major,  A.  D.  (Sec’y),  Nocona. 

Major,  John  W.,  Nocona. 

Major,  R.  A.,  Nocona. 

Patton,  F.  M.,  Henrietta. 

Riley,  D.  C.,  Alvord. 

Rogers,  T.  G.,  Decatur. 

Russell,  W.  L.,  Rhome. 

Shilling,  Harold  C.,  Birdgeport. 
Thompson,  John  G.,  Decatur. 

Tyler,  R.  E.,  Bowie. 

Valcik,  J.  H.  (Pres.),  Decatur. 

Ware,  D.  O.  D.,  Bridgeport. 

Watson,  O.  M..  Jr.,  Bridgeport. 

Wright,  E.  W.,  Bowie. 

EASTLAND-CALLAHAN 

Addy,  Ervin  E.,  Jr.,  Cisco. 

•Ameen,  Ray  C.,  Ranger. 

Ball,  D.,  Cisco. 

•Blackwell,  Ed.  C.,  Gorman. 

Blackwell,  Geo.  T.,  Gorman. 

•Brazda,  A.  W.,  Ranger. 

Brown,  Audie  A.,  Gorman. 

Carter,  C.  H..  Eastland. 

Caton,  James  H.  (Pres.),  Eastland. 
Cowan,  Wm.  K.,  Eastland. 

Cole,  Chas.  T.,  Gorman. 

•Clark,  Floyd  E.,  Cisco. 


Dill,  John  R.,  Rising  Star. 

Evans,  Robt.  W.,  Clyde. 

Graham,  E.  L.,  Cisco. 

Griggs,  Robt.  L.,  Baird. 

Harris,  Calvin  W.,  Ranger. 

Isbell,  F.  T.,  Eastland. 

Jackson,  Thos.  G.,  Gorman. 

Kuykendall,  P.  M.,  Ranger. 

Murdock,  Marion  B.,  Eastland. 

Powell,  Eli,  Cross  Plains. 

Rodgers,  D.  V.,  Gorman. 

Stubblefield,  M.  L.  (Sec’y),  Baird. 
Stubblefield,  R.  L.  (In.),  Denver,  Colo. 
Townsend,  Edwin  R.,  Eastland. 

Watkins,  Wirter  P.,  Ranger. 

Weir,  A.  K.,  Ranger. 

•Whittington,  J.  C.  (In.),  McKinney. 

PALO  PINTO-PARKER 
Allen,  P.  L.,  Weatherford. 

Allensworth,  John  C.,  Mineral  Wells. 
Evans,  Andrew  J.,  Mineral  Wells. 

Jordon,  Robbie  C.,  Mineral  Wells. 

•Lasater,  Waldo  B.,  Mineral  Wells. 

•McCall,  James  Donavan,  Mineral  Wells. 
McCloud,  Ben  L.,  Mineral  Wells. 
McCracken,  Jos.  H.  (Hon.),  Mineral  Wells. 
Merrick,  John  B.,  Weatherford. 

Patterson,  Andrew  M.,  Mineral  Wells. 
Pedigo,  Paul  C.,  Strawn. 

Pedigo.  William  S.,  Strawn. 

Roan,  John  L.,  Lipan. 

Roberson,  John  F.,  Gordon. 

Rohrer,  Wm.  M.,  Springtown. 

Russell,  Earl  M.,  Weatherford. 

Simmons,  Phil  R.,  Weatherford. 

Smith,  John  E.,  Weatherford. 

Smith,  Robert  H.,  Palo  Pinto. 

Spratt,  John  T.,  Mingus. 

Whalen,  Carl  H.  (Sec’y),  Weatherford. 
Williams,  Charles  R.,  Mineral  Wells. 
Wright,  James  B..  Weatherford. 

Yeager,  Edward  F.  (Pres.),  Mineral  Wells. 

STEPHENS-SHACKELFORD- 
THROCKMORTON 
Berry,  W.  L.,  Throckmorton. 

Cartwright,  H.  H.,  Breckenridge. 
Forrester,  Robert  E.,  Moran. 

Guinn,  Wallace  B.,  Breckenridge. 

Harrell,  J.  E.,  Throckmorton. 

Howie,  Thos.  M.,  Albany. 

•Murrie,  R.  G.,  Albany. 

Parks,  W.  S.  (Pres.),  Breckenridge. 
Payne,  Frank  C.,  Breckenridge. 

Webb,  Wm.  T..  Breckenridge. 

•Wood,  G.  C.,  Breckenridge. 

Youngblood,  D.  J.  R.  (Sec’y),  Brecken- 
ridge. 

TARRANT 

Allen.  Daisy  E.,  Fort  Worth. 

Allison,  J.  A.,  Grapevine. 

•Allison,  Wilmer  L.,  Fort  Worth. 

Alliston,  Wiley  S..  Jr..  Fort  Worth. 
Anderson,  James  V.,  Fort  Worth. 
•Andujar,  John  J..  Fort  Worth. 

•Anthony,  Ernest  E.,  Fort  Worth. 

Anthony,  F.  H.,  Fort  Worth. 

•Antweil,  Abe,  Fort  Worth. 

•Archer,  M.  C.,  Fort  Worth. 

Armstrong,  W.  F.,  Fort  Worth. 

Auringer,  Arthur  J.,  Arlington. 

Austin,  Carl  M..  Fort  Worth. 

Axtell,  E.  C.  (Hon.),  LaJolla,  Cal. 

Badt,  Morris  B.,  Fort  Worth. 

Bailey,  Noel  R..  Fort  Worth. 

•Baker,  R.  G.,  Fort  Worth. 

Ball,  Bert  C.,  Fort  Worth. 

•Ball,  Chas.  E.,  Fort  Worth. 

•Barcus,  James  R.,  Fort  Worth. 

•Barcus,  W.  S.,  Fort  Worth. 

Barker,  Robt.  C.,  Fort  Worth. 

Barnes,  Chas.  Keith.  Fort  Worth. 

•Barrett,  I.  P.,  Fort  Worth. 

Barrier,  Chas.  W..  Fort  Worth. 

Barrow,  Wm.  B.,  Fort  Worth. 

Beall,  Frank  C..  Fort  Worth. 

Beaton,  Hugh.  Fort  Worth. 

•Beavers,  G.  H.,  Jr.,  Fort  Worth. 

Bendel,  H.  W.,  Jr.  (In.),  Fort  Worth. 
Bennett,  Jerrell.  Fort  Worth. 

•Benton,  James  H.,  Fort  Worth. 

Bibby,  Douglas  E.  (Mil.),  Hot  Springs, 
Ark 

Bickel,  Robt.  I).,  Fort  Worth. 

Black,  Thos.  W.,  Fort  Worth. 

*Bobo,  Zack,  Jr..  Arlington. 

♦Bond,  Tom  B.,  Fort  Worth. 

Bonelli,  Victor  E.,  Fort  Worth. 

Borough.  Lester  D.,  New  Albany.  Ind. 
Bradshaw,  W.  V..  Jr.,  Fort  Worth. 
Brasher,  Ray  V.,  Fort  Worth. 

Brewster,  C.  Burke,  Fort  Worth. 
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Brown,  Arthur,  Fort  Worth. 

Brown,  J.  Hyal,  Fort  Worth. 

♦Brown,  W.  Porter,  Fort  Worth. 
Brownfield,  Jack  D.,  Fort  Worth. 
Burgess,  R.  M.,  Fort  Worth. 

♦Bursey,  E.  H.,  Fort  Worth. 

Bursey,  Leroy,  Fort  Worth. 

Butler,  A.  W.,  Jr.,  Fort  Worth. 

Bynum,  Frank  L.,  Fort  Worth. 
"'Campbell,  J.  F.,  Fort  Worth. 

Carpenter,  Nathan  C.,  Fort  Worth. 
Chambers,  James  O.,  Fort  Worth. 
♦Childs,  Tilden  L.,  Fort  Worth. 

Chilton,  W.  E.,  Fort  Worth. 

Chorn,  E.  H.,  Fort  Worth. 

Church,  John  M.,  Fort  Worth. 

♦Claunch,  DeWitt,  Fort  Worth. 

♦Clayton,  Chas.  F.,  Fort  Worth. 

Cochran,  J.  R.,  Fort  Worth. 

Coffey,  Alden,  Fort  Worth. 

Cohen,  Frank  C.,  Fort  Worth. 

Cohn,  Maurice  H.,  Fort  Worth. 

Conner,  Cooper  M.,  Fort  Worth. 

Cook,  W.  G.  (Hon.),  Fort  Worth. 
Covert,  J.  D.,  Fort  Worth. 

Crabb,  M.  H.,  Fort  Worth. 

Crawford,  Wm.  M.,  Fort  Worth. 

♦Cross,  Thos.  J.,  Fort  Worth. 

Cummins,  J.  B.,  Fort  Worth. 
Cunningham,  E.  S.,  Jr.,  Fort  Worth. 
Cyrus,  E.  M.,  Jr.  (In.),  Fort  Worth. 
Daly,  Jack  E.,  Fort  Worth. 

Daugherty,  Frank  J.,  Fort  Worth. 
Davenport,  Emory,  Fort  Worth. 

Davis,  James  H.,  Dallas. 

♦Day,  Giles  W.,  Fort  Worth. 

♦Deaton,  Hobart  O.,  Fort  Worth. 

Ditto,  Hugh  H.,  Fort  Worth. 

♦Doss,  A.  Keller,  Fort  Worth. 

Doss,  Doyle  J.,  Fort  Worth. 

♦Douglass,  Hal  C.,  Fort  Worth. 

♦Dunn,  Nelson  L.,  Fort  Worth. 

Duringer,  W.  C.,  Fort  Worth. 

Emery,  Oscar  J.,  Fort  Worth. 

♦Enloe,  Geo.  R.,  Fort  Worth. 
♦Eschenbrenner,  J.  W.,  Fort  Worth. 
♦Etier,  E.  L.,  Jr.  (In.),  Fort  Worth. 
♦Ezell,  Edgar  S.,  Fort  Worth. 
♦Fershtand,  Jno.  B.,  Fort  Worth. 

Flood,  Wm.  E.,  Fort  Worth. 

♦Foster,  W.  C.,  Handley. 

Francis,  F.  W.,  Fort  Worth. 

♦Funk,  Theron  H.,  Fort  Worth. 

Furman,  Jack  M.,  Fort  Worth. 

♦Garnett,  Jno.  W.,  Jr.,  Fort  Worth. 
Garrett,  Clarence  C.,  Fort  Worth. 
Gilliland,  Lloyd  N.,  Fort  Worth. 

Givins,  J.  M.,  Fort  Worth. 

Godley,  L.  O.,  Fort  Worth. 

Goldberg,  A.  I.,  Fort  Worth. 

Goldberg,  Morton  N.,  Fort  Worth. 
Goodman,  T.  L.,  Fort  Worth. 

Gough,  R.  H.,  Fort  Worth. 

♦Grammer,  J.  H.,  Fort  Worth. 

Grammer,  Richard  B.,  Fort  Worth. 

Gray,  Geo.  A.,  Dallas. 

Greines,  Abe,  Fort  Worth. 

Greve,  Anna  M.,  Fort  Worth. 

Grice,  Thos.  W..  Fort  Worth. 

Griffin,  O.  P..  Fort  Worth. 

Griffith,  M.  A.,  Fort  Worth. 

♦Grogan,  O.  R.,  Fort  Worth. 

Grogan,  R.  L.,  Fort  Worth. 

♦Guerra,  R.  Lopez,  Fort  Worth. 

Haffke.  Oscar  W.,  Fort  Worth. 

Haggard,  Fred  A.  (Hon.),  Fort  Worth. 
Hall,  E.  P..  Fort  Worth. 

♦Hall,  E.  P..  Jr.,  Fort  Worth. 

Hallmark,  J.  A.,  Fort  Worth. 

Hamilton,  O.  A.  (In.),  New  York  City. 
Hammack,  John  A.,  Kennedale. 

Halpin,  Frank  W.,  Fort  Worth. 

Hancock,  E.  C.  (Hon.),  Arlington. 
Harkins,  T.  A.,  Jr.,  Fort  Worth. 

Harper,  H.  W.,  Jr.,  Fort  Worth. 

Harris,  Chas.  H.,  Fort  Worth. 

Harris,  Chas.  H.,  II  (In.),  Temple. 
Harris,  Earl,  Fort  Worth. 

Hathaway,  Hubert  R.,  Dearborn,  Mich. 
♦Hawker,  L.  J.,  Fort  Worth. 

♦Hawkins,  C.  P.,  Fort  Worth. 

Hayes,  C.  F.,  Fort  Worth. 

Helbing,  H.  V.,  Fort  Worth. 

Hewatt,  J.  W.,  Fort  Worth. 

Hiett,  Carey,  Fort  Worth. 

Higgins,  W.  P.,  Jr.  (Sec’y),  Fort  Worth. 
Hightower,  Lovick  P.,  Fort  Worth. 
♦Hood,  Grace  H.,  Fort  Worth. 

Hook,  J.  H.,  Fort  Worth. 

♦Horn,  Will  S.,  Fort  Worth. 

Howard,  Rex  J.  (Mil.),  Fort  Worth. 
Howard,  Rex  Z.,  Fort  Worth. 

♦Huffman,  A.  M.,  Fort  Worth. 

♦Hulsey,  Sim,  Fort  Worth. 


LIST  OF  MEMBERS 


♦Hyde,  X.  R.  (Pres.),  Fort  Worth. 
Isaacks,  Hub  E.,  Fort  Worth. 

Isbell,  M.  C.,  Fort  Worth. 

♦Jackson,  A.  E.,  Fort  Worth. 

♦Jackson,  H.  T.,  Fort  Worth. 

Jagoda,  Samuel,  Fort  Worth. 

♦Jenkins,  W.  N.,  Fort  Worth. 

Jewell,  Geo.  W..  Jr.,  Fort  Worth. 
Johnson,  Clive  R.,  Fort  Worth. 

Jones,  John  M.,  Dallas. 

Kelley,  Jno.  A.  (Hon.),  Fort  Worth. 
Key,  W.  F.  (Hon.),  Fort  Worth. 
Kibbie,  Horace  K.,  Fort  Worth. 
Kibbie,  Kent  V.,  Fort  Worth. 

King,  Gerald  A.,  Fort  Worth. 
Kingsbury,  H.  B.,  Fort  Worth. 

Knapp,  Wm.  A.,  Fort  Worth. 
Kramer,  J.  T.,  Fort  Worth. 

Lace,  Wm.  T.,  Fort  Worth. 

Lacy,  Geo.  W.,  Fort  Worth. 

Ladd,  A.  D.,  Fort  Worth. 

Lange,  A.  A.,  Fort  Worth. 
Lauderdale,  Thos.  L.,  Fort  Worth. 
Lawson,  J.  Mack,  Fort  Worth. 
Leaffer,  Harry,  Fort  Worth. 

Lees,  C.  R.,  Fort  Worth. 

♦Lemon,  R.  G.,  Fort  Worth. 

Lenox,  W.  R.,  Fort  Worth. 

Leon,  Wm.  R.,  Fort  Worth. 

Levy,  Louis  J.,  Fort  Worth. 

Lindsey,  David  C.,  Fort  Worth. 
♦Littlepage,,  H.  B.,  Fort  Worth. 
Lorimer,  W.  S.,  Fort  Worth. 
Lorimer,  W.  S.,  Jr.,  Fort  Worth. 
♦Lyle,  Judge  M.,  Fort  Worth. 

Mallard,  R.  S.,  Fort  Worth. 

Marrs,  W.  D.,  Fort  Worth. 

Matheson,  Dan  N.,  Fort  Worth. 
♦Maxwell,  Hal  W.,  Fort  Worth. 
♦McCarroll,  M.  C.,  Fort  Worth. 
McCollum,  Chas.  H.,  Jr.,  Fort  Worth. 
McConnell,  J.  A.,  Azle. 

McDonald,  Robt.  P.,  Fort  Worth. 
McKee,  Frank,  Fort  Worth. 
♦McKenzie,  Walten  H.,  Fort  Worth. 
♦McKinney,  Wm.  W.,  Fort  Worth. 
McKissick,  J.  F.,  Arlington. 
McKnight,  W.  B.  (Hon.),  Mansfield. 
McKnight,  Wm.  Hodges,  Fort  Worth. 
McVeigh,  J.  F.,  Fort  Worth. 

Mindell,  Harold  B.,  Fort  Worth. 
Mitchell,  Gatlin,  Fort  Worth. 

Mitchell,  Robt.  H.,  Fort  Worth. 
Monaghan,  Johnnie  E.,  Fort  Worth. 
Moore,  Kenneth  G.,  Fort  Worth. 
Morphis,  Oscar  L.  (In.).  Fort  Worth. 
Morris,  Abner  J.,  Fort  Worth. 

Morton,  G.  V.  (Hon.),  Fort  Worth. 
♦Mulkey,  Young  J.,  Fort  Worth. 
♦Murchison,  S.  J.  R.,  Fort  Worth. 
Murphy,  James  D.,  Fort  Worth. 

Myers,  T.  B.  (In.),  Fort  Worth. 
Needham,  R.  H.,  Fort  Worth. 
♦Neighbors,  DeWitt,  Fort  Worth. 
Nesbit,  P.  M.,  Arlington. 

Nifong,  Harry  D.,  Mansfield. 

Norman,  James  K.,  Fort  Worth. 
♦O’Bannon,  R.  P.,  Fort  Worth. 

O’Reilly,  John  J.,  Austin. 

♦Ossenfort,  W.  F.,  Fort  Worth. 

Ott,  W.  O.,  Fort  Worth. 

♦Owen,  May,  Fort  Worth. 

♦Parsons,  W.  F.,  Fort  Worth. 

Petta,  Geo.  H.,  Fort  Worth. 

♦Petta,  Walter  B.,  Fort  Worth. 
Phillips,  O.  M.,  Fort  Worth. 
♦Phillips.  W.  G.,  Fort  Worth. 

Potts,  John,  Fort  Worth. 

Powell,  John  C.,  Jr.,  Fort  Worth. 
Price,  Sidney  A.,  Fort  Worth. 

Price,  T.  G.  (In.),  Fort  Worth. 
Pumphrey,  A.  B.,  Fort  Worth. 
Radtke,  H.  P.,  Fort  Worth. 
♦Rathgeber,  Van  D.,  Fort  Worth. 
Readinger,  Ivan  H.,  Fort  Worth. 
♦Reekie,  D.  A.,  Fort  Worth. 

Reeves,  E.  E.,  Fort  Worth. 

♦Reeves,  L.  H.,  Fort  Worth. 

Renshaw,  H.  S.,  Fort  Worth. 

Richards,  John  H.,  Fort  Worth. 
Richardson,  J.  J.,  Fort  Worth. 

Riley,  Jack  C.  (Mil.),  Fort  Worth. 
Roan,  Leo  N.,  Fort  Worth. 

Roberts,  A.  D.,  Fort  Worth. 

Roberts,  A.  L.,  Fort  Worth. 

Roberts,  Lily  B.,  Fort  Worth. 
♦Rogers,  Ernest  D.,  Fort  Worth. 
Rogers,  R.  L.  C.,  Fort  Worth. 
Rohrer,  Vern,  Fort  Worth. 

Rowland,  Robt.  H.,  Fort  Worth. 
Rumph,  D.  M.,  Fort  Worth. 

Rumph,  Mai,  Fort  Worth. 

Rumph,  T.  G.,  Fort  Worth. 

Rutledge,  Art  H.,  Fort  Worth. 
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♦Sanders,  Frank  G.,  Fort  Worth. 
Saunders,  R.  F.,  Fort  Worth. 

Savage,  Hugh  W.,  Fort  Worth. 

Schenck,  C.  P.,  Fort  Worth. 

Schoolfield,  E.  C.,  Fort  Worth. 
Schoonover.  F.  S.,  Fort  Worth. 

Scroggie,  Val  D.,  Fort  Worth. 

♦Schwarz,  Edwin  G.,  Fort  Worth. 

Sealy,  W.  Burgess,  Fort  Worth. 

Sewell,  Robt.  H.,  Fort  Worth. 

Shaw,  E.  L.,  Fort  Worth. 

Shaw,  Marie  L.,  Fort  Worth. 

Sheddan,  Frank  G.,  Fort  Worth. 

Shelley,  Harold  J.,  Fort  Worth. 
Shoemaker,  J.  W.,  Fort  Worth. 

Shoultz,  V.  H.,  Fort  Worth. 

Siddons,  Geo.  Y.,  Fort  Worth. 

Smith,  Stanley  C.,  Fort  Worth. 

Smith,  Wallace  B.,  Fort  Worth. 

Snyder,  F.  L.,  Fort  Worth. 

Spencer,  Robt.  S.,  Fort  Worth. 

Spivey,  James  L.  (Hon.),  Fort  Worth. 
Steger,  J.  H.,  Fort  Worth. 

Steinberger,  Eugene,  Fort  Worth. 

Stout,  Sidney  E.,  Fort  Worth. 

♦Stow,  Robt.  C.,  Jr.,  Fort  Worth. 

Summer,  Wendell  W.,  Fort  Worth. 

Swift,  W.  B.,  Fort  Worth. 

Swords,  H.  Logan  (In.),  Fort  Worth. 
Tadlock,  M.  E.,  Fort  Worth. 

Tatum,  W.  C.,  Fort  Worth. 

Taylor,  Elizabeth  A.,  Fort  Worth. 
♦Taylor,  Holman,  Jr.,  Fort  Worth. 
Teague,  Wm.  H.,  Plainview. 

Terrell,  Blanche  O.,  Fort  Worth. 

Terrell,  C.  O.,  Fort  Worth. 

Terrell,  C.  O.,  Jr.,  Fort  Worth. 

♦Terrell,  T.  C.,  Fort  Worth. 

Thomas,  H.  C.,  Fort  Worth. 

Thomas,  H.  P.,  Puerto  Rico. 

Thomas,  R.  M.,  Mansfield. 

♦Thomason,  Thos.  H.,  Fort  Worth. 

Tom,  J.  C.,  Fort  Worth. 

Tottenham,  J.  W.,  Fort  Worth. 
Tottenham,  J.  W.,  Jr.,  Fort  Worth. 
Touzel,  C.  S.  E.,  Fort  Worth. 

Trigg,  Ross,  Fort  Worth. 

Tucker,  J.  T.,  Fort  Worth. 

Tucker,  J.  T.,  Jr.  (In.),  Fort  Worth. 
♦Turner,  Milton  (In.),  Fort  Worth. 

Van  Zandt,  I.  L.,  Fort  Worth. 

Walborn,  Kenneth  B.,  Fort  Worth. 
♦Walker,  James  N.,  Fort  Worth. 

Walker,  Webb,  Fort  Worth. 

Wallace,  Edw.  Frank,  Arlington. 
♦Wallace,  Jno.  L.,  Jr.,  Fort  Worth. 
Waltrip,  P.  M.,  Jr.,  Fort  Worth. 

Ward,  Irvan  M.,  Fort  Worth. 

Webb,  Wm.  S.,  Fort  Worth. 

♦West,  W.  B.,  Fort  Worth. 

♦White,  R.  J.,  Fort  Worth. 

♦Wier,  E.  M.,  Fort  Worth. 

♦Wiggins,  Jno.  A.,  Jr.,  Fort  Worth. 
♦Williams.  Harold  M.,  Fort  Worth. 
Wilson,  Stephen  W.,  Fort  Worth. 

Wise,  J.  R.,  Fort  Worth. 

Wood,  Wm.  W.,  Jr.,  Fort  Worth. 
♦Woodward,  C.  S.,  Arlington. 

Woodward,  M.  Lee  (Hon.),  San  Angelo. 
Woodward.  Valin  R.,  Arlington. 

Worrall,  Cyrus  L.,  Fort  Worth. 

Wright,  J.  Walker,  Fort  Worth. 

Wyss,  Herbert  E.,  Keller. 

Zbranek,  L.  J.,  Fort  Worth. 

TAYLOR-JONES 
♦Adams,  Clinton  E.,  Abilene. 

Adamson,  W.  B.,  Abilene. 

Alexander,  J.  M.  (Hon.),  Abilene. 

Bailey,  S.  W.,  Abilene. 

Barnett,  W.  H.  (Hon.),  Abilene. 
Beckman,  M.  A.,  Dallas. 

Bessire,  Milton  C.,  Abilene. 

Boehning,  Harold  H.,  Abilene. 

Bowyer,  Mack  F.,  Abilene. 

♦Boyd,  Virginia  H.,  Abilene. 

Bridges,  James  P.,  Abilene. 

♦Burditt,  J.  N.,  Abilene. 

Burns,  Coleman  C.,  Abilene. 

Buzbee,  H.  Ray,  Abilene. 

Campbell,  M.  E.  (Hon.),  Abilene. 

Cash,  W.  Auda  V.,  Abilene. 

♦Cockrell,  Earl  R.,  Abilene. 

♦Cowgill,  David  M.,  Abilene. 

Crow,  Jack  A.,  Abilene. 

♦Duff,  J.  C.,  Anson. 

Estes,  J.  M.,  Abilene. 

♦Estes,  Sol  B.,  Abilene. 

Gardner,  Chester  B.,  Merkel. 

♦Gibson,  John  P.,  Abilene. 

Grubbs,  L.  F.,  Abilene. 

Hamilton,  Hinton  H.,  Abilene. 

♦Hedrick,  T.  Wade,  Abilene. 

Hocott,  Joseph  F.,  Hamlin. 
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♦Hodges,  Frank  C.,  Abilene. 

Hollis,  L.  W.,  Jr.,  Abilene. 

Hollis,  Scott  W.,  Abilene. 

Hooks,  Jim  M.,  Abilene. 

♦Johnson,  L.  F.,  Abilene. 

*Kirkpatrick,  R.  B.,  Abilene. 

Leggett,  C.  B.  (Hon.),  Abilene. 

Little.  O.  W.,  Abilene. 

♦Magee,  J.  D.,  Abilene. 

McCreight,  Wm.  J.,  Anson. 

McDonald,  Donald  H.,  Abilene. 

McFadden,  C.  A.,  Abilene. 

McNeil,  Melba  (In.),  San  Antonio. 
Merrick,  James  Estes,  Abilene. 

Metz,  Louis  F.,  Stamford. 

Middleton,  Edwin  E.  (In.),  Abilene. 
Pattillo,  Guy  L.,  Abilene. 

Pickard,  Luther  J.,  Abilene. 

*Pittard,  Knox,  Jr.,  Anson. 

Pope,  A.  J.,  Abilene. 

Porter,  Bruce  M.,  Abilene. 

Prichard,  C.  L.,  Abilene. 

Pryor,  Geo.  E.,  Jr.,  Stamford. 

Ramsey,  Wayne  V.,  Abilene. 

Rhodes,  Ben  F.  (Hon.),  Abilene. 

Sadler,  Wm.  T.,  Merkel. 

Seale,  Wm.  Hubert,  Abilene. 

♦Sellers,  Erie  D.  (Pres.),  Abilene. 

Smith,  Wm.  Marshall,  Abilene. 

*Snow,  Wm.  R.,  Abilene. 

Strole,  Donald  G.,  Abilene. 

Taylor,  Floyd  D.,  Abilene. 

Thurman,  Geo.  D.,  Abilene. 

Tull,  Raymond  H.,  Abilene. 

Varner,  R.  W.,  Abilene. 

Webster,  L.  J.  (Sec’y),  Abilene. 

Weir,  Wm.  C.,  Hamlin. 

Whiting,  Edward  T.  (Mil.),  Washington, 
D.  C. 

♦Williams,  Chas.  F.,  Abilene. 

Williams,  W.  H.  (In.),  New  York,  N.  Y. 
Williamson,  Lee  T.,  Abilene. 

WICHITA 

Adams,  Walter  B.,  Jr.,  Wichita  Falls. 
Adams,  Walter  B.,  Sr.,  Wichita  Falls. 
Allen,  Charles  Curtis,  Wichita  Falls. 
Anderson.  Karl  A..  Wichita  Falls. 
Arrington,  John  H.,  Wichita  Falls. 
Atkinson.  Curtis,  Wichita  Falls. 

Bailey,  Edward  B.,  Wichita  Falls. 

Bates,  Benj.  C.  (In.),  Wichita  Falls. 
Bebb,  Edwin  Corlett,  Dallas. 

Box,  Otho  H.,  Jr.,  Wichita  Falls. 
Bradford,  Clarence  T.,  Burkburnett. 
Brown,  Chas.  H.,  Wichita  Falls. 

Buchanan,  Martha  B.,  Wichita  Falls. 
Carpenter,  Phillip  A.,  Burkburnett. 
Caskey,  Marion  W.,  Wichita  Falls. 

Colby,  Malcolm  Y.  (In.),  Wichita  Falls. 
Clark,  Gordon  G.,  Iowa  Park. 

Collard,  Felix  R..  Jr..  Wichita  Falls. 
♦Collins,  Bailey  R.,  Wichita  Falls. 

Collins,  Robt.  Paul,  Wichita  Falls. 

Cox,  Emelious  Aubrey,  Wichita  Falls. 
*Crump,  Wm.  E.,  Wichita  Falls. 

Dailey,  Robt.  L.  (Pres.),  Wichita  Falls. 
Dorbandt,  Barton  W.,  Wichita  Falls. 
Egdorf,  Otto  C.,  Wichita  Falls. 

Fish,  Pascal  E.,  Electra. 

Glover,  Leonard  A.,  Wichita  Falls. 

Glover,  Milton  H.,  Wichita  Falls. 

Hall.  Joseph  D.,  Wichita  Falls. 

Hargrave,  Robt.  L.,  Jr.,  Wichita  Falls. 
Harper,  John  W.,  Jr.,  Wichita  Falls. 
Harrison,  Wm.  G.,  Jr.,  Wichita  Falls. 
Hartsook,  Chas.  R.,  Wichita  Falls. 
Heyman,  Julius  A.,  Wichita  Falls. 
Holland,  Lewis  B.,  Wichita  Falls. 
Humphrey,  Irving  L.,  Jr.,  Wichita  Falls. 
Jacobi,  Rudolph  E.,  Wichita  Falls. 
Johnson,  James  A.,  Wichita  Falls. 
♦Kanatser,  Joseph  E.,  Wichita  Falls. 

Kennedy,  Henry  Grady,  Wichita  Falls. 
*Kiel.  Oliver  B.,  Wichita  Falls. 

Kimbrough,  Ormand  T.,  Wichita  Falls. 
Knox,  Roland  F.,  Wichita  Falls. 

Landon,  Fred  R.,  Wichita  Falls. 

Lea,  Austin  W.  (In.),  San  Francisco,  Cal. 
Leach,  Austin  F.,  Wichita  Falls. 

Ledbetter.  Wm.  Harry,  Wichita  Falls. 

Lee,  James  T.,  Wichita  Falls. 

Little,  James  A.,  Wichita  Falls. 

Little,  Raymond  D.  (In.),  McKinney. 
Lovett,  James  Poe,  Olney. 

Lowry,  Wm.  P.,  Wichita  Falls. 

Lynch,  Thos.  C.,  Wichita  Falls. 

Maltry,  Emile,  Jr.,  Wichita  Falls. 

Manar,  Roger  W.,  Wichita  P’alls. 
♦Mangum,  Carl  E.,  Wichita  Falls. 

Mansur,  Harl  D.,  Jr.,  Wichita  Falls. 
Mast,  John  R.  (Sec’y),  Wichita  Falls. 
Maxfield,  Jack  Eldred,  Wichita  Falls. 
McConchie,  Richard  D.,  Wichita  Falls. 


McFatridge,  Keith  W..  Wichita  Falls. 
♦Meredith,  Duane,  Wichita  Falls. 

Meredith.  Elisha  F.,  Olney. 

Monroe,  Chas.  W..  Electra. 

Nail,  James  B..  Wichita  Falls. 

Nelson,  Richard  L.,  Wichita  Falls. 

Ogden,  Wm.  H.,  Electra. 

Parker,  Wm.  L.,  Wichita  Falls. 

Parmley,  Tim  H.,  Electra. 

Parmley,  Van  S.,  Mangum,  Okla. 

Parnell,  Luther  D.,  Wichita  Falls. 
Pasternack,  Joseph  G.,  Wichita  Falls. 
Pierce,  Alexander  W.,  Wichita  Falls. 
Powers,  Stephen  A.,  Wichita  Falls. 
Powers,  William  L.,  Wichita  Falls. 
Prichard,  Horace  D..  Wichita  Falls. 
Reagan,  John  R.,  Wichita  Falls. 

Reser,  Wayne  A..  Wichita  Falls. 
Rosenblatt,  William,  Wichita  Falls. 
Rundell,  William  K.,  Wichita  Falls. 
Seibold,  George  J.,  Wichita  Falls. 
Simmons,  Lillard  N.,  Wichita  Falls. 
♦Small,  David  Edgar,  Wichita  Falls. 

Smith,  M.  Zenos,  Wichita  Falls. 

Smith.  Percy  K.,  Wichita  Falls. 

Stripling,  Louis  F.,  Wichita  Falls. 
Sullivan,  Harley  C.,  Burkburnett. 

Trimble,  Orman  H.,  Wichita  Falls. 
*Whiting,  Walter  B.,  Wichita  Falls. 
Wilson,  Chas.  Howe  (In.  l.  Wichita  Falls. 
♦Wilson,  Claude  David,  Wichita  Falls. 
Wilson,  Oscar  W.,  Wichita  Falls. 

WILBARGER 

Borchardt,  Alvin  Lee,  Vernon. 

Coleman,  William  C.,  Vernon. 
Featherston,  E.  W.  (Sec’y),  Vernon. 
Hollar,  Emory  D.,  Vernon. 

Lemee,  Raymond  A.,  Vernon. 

Miller,  Bradford  W.  (Pres.),  Vernon. 
Moore,  William  R.,  Vernon. 

Muirhead,  James  J.,  Vernon. 

Restivo,  Jack  L.,  Vernon. 

Rogers,  Albert  C.,  Vernon. 

Shipman,  Joe.,  Vernon. 

Slaugenhop,  J.  J.,  Vernon. 

YOUNG-JACK-ARCHER 
Divine,  Blaine  (Sec’y),  Graham. 

Fillmore.  Rollin  S.,  Amarillo. 

♦Gowan,  R.  E.  L.,  Graham. 

Griffin,  B.  B.,  Graham. 

♦Griffin,  H.  E.,  Graham. 

Harrell,  Fred  S.,  Olney. 

*McClure,  C.  C.,  Jacksboro. 

McKinney,  Hugh  C.  Olney. 

Oates,  K.  D.,  Graham. 

Padgett,  W.  O.,  Graham. 

Rosser,  Virgil  O.,  Jr.,  Graham. 

Winstead,  D.  Edgar,  Graham. 

Woods,  David  R.  (Pres.),  Olney. 

Woods,  John  E.,  Jacksboro. 

FOURTEENTH  DISTRICT 

Dr.  C.  C.  Nash,  Dallas,  Councilor 
COLLIN 

♦Alexander,  F.  A.  D.,  McKinney. 

Bryant,  Vernon  M.  (In.),  McKinney. 
Bullen,  Bernard  C.,  McKinney. 

Bussey,  Thomas  B.  (In.),  McKinney. 
Carswell,  James,  Jr.,  McKinney. 

Collins,  J.  S.,  Celina. 

Conn,  Julian  H.  (In.),  McKinney. 

Corry,  A.  C.,  Farmersville. 

Davis,  Robt.  L.  (Pres.),  McKinney. 
Duff,  P.  A.,  McKinney. 

Earl,  Alfred  R.  (In.),  McKinney. 

Elson,  Leo  ( In. ) /McKinney. 

Erwin,  J.  C.,  Jr.,  McKinney. 

Finney,  James  W.  (In.),  McKinney. 
Frieberg,  Milton,  Tyler. 

Friedman,  Benjamin,  McKinney. 

Greif,  Emmett  W.,  (In.),  Houston. 
Gridley,  Roger  W.  (In.),  McKinney. 
Hayes,  Robert  P.,  McKinney. 

Hooper,  John  M.,  McKinney. 

♦Hubner,  Alan  E.  (In.),  McKinney. 
Johnson,  James  L.  (In.),  McKinney. 

Kay,  Jerome  H.  (In.),  McKinney. 

Kraeft,  Nelson  H.  (In.),  McKinney. 
Lampert,  Ernest  (In.),  McKinney. 

Lecky,  John  D.  (In.),  McKinney. 

Lovell,  Barney  Kenneth.  McKinney. 
Mamin,  Harry  (In.),  Athens. 

McKenzie,  Chas.  E.  (In.),  McKinney. 
Miller,  Sidney  (In.),  McKinney. 

Mitchell,  Glen  C.,  McKinney. 

Mitchell,  Oliver  T.,  Plano. 

Morrow,  R.  E..  McKinney,  R.  F.  D.  2. 
North.  John  Paul,  McKinney. 

Orr,  Charles  Wm.  (In.),  McKinney. 

Saye,  W.  L.,  Frisco. 

Schneider,  Chas  F.  (In.),  McKinney. 


Shumway,  Chas.  M.,  McKinney. 

Stafford.  Frederick  B.,  Trenton. 

Truett,  Harvey  K.,  McKinney. 

Walker,  Robert  N.,  Celina. 

Wickenden,  Thos.  C.  (In.),  Paterson,  N.  J. 
Wright,  Will  C.,  Farmersville. 

♦Wysong,  Charley  E.  (Sec'y),  McKinney. 
Wysong,  H.  Dudley,  McKinney. 

Wysong,  W.  Scott,  Jr.,  McKinney. 
Wysong,  W.  Scott,  Sr.,  McKinney. 

COOKE 

♦Atchison.  James  W.,  Gainesville. 

Cirone,  Vincent  C.  (Sec’y),  Gainesville. 
Hawk,  Hiram  Patterson,  Gainesville. 

Mills,  Charles  K.  (Pres.),  Gainesville. 
Myrick,  Thomas  S.  Muenster. 

Thayer,  Claude  B.,  Gainesville. 

Thomas,  Ira  L.,  Gainesville. 

Wallace,  Virgle  W.,  Gainesville. 

♦Whiddon;  Rufus  C.,  Gainesville. 
Yarbrough,  Silas  M.,  Gainesville. 

DALLAS 

Abramson,  John  H.  (Mil.),  Dallas. 

♦Acker,  Julian  H.  (In.),  Dallas. 

Adams,  George  (Mil.),  Dallas. 

Addison,  Jack  Jenkins,  Dallas. 

Addison,  R.  P.,  Dallas. 

Alcorn,  Robt.  S (In.),  Dallas. 

Alexander,  Jo  C.,  Dallas. 

♦Alexander,  Lee  J.,  Dallas. 

Alexander,  Samuel  A.,  Dallas. 

Alfieri,  Anthony  L.,  Dallas. 

Allday.  Louie  E.,  Dallas. 

♦Allen,  Burton  W.,  Dallas. 

Allison,  Joe  M.,  Dallas. 

Allison,  Wilfred  J.,  Dallas. 

Altick,  Frank  J.,  Dallas. 

Altman,  Wm.  A.,  Dallas. 

Anderson,  Leonard  R.,  Dallas. 

Andres,  Reuben  (In.),  McKinney. 
Armbrust,  Chas.  A.,  Jr.  (In.),  McKinney. 
Arnold,  Geo.  K.  (Mil.),  Dallas. 

Arnold,  Lawrence  E..  Dallas. 

Aronoff,  B.  L.,  Dallas. 

Aronson.  H.  S.,  Dallas. 

♦Ashby,  John  E.,  Dallas. 

♦Ashworth,  Chas.  T.,  Dallas. 

Aten,  Eugene  L..  Dallas. 

Atkinson,  Geo.  N.  (In.),  McKinney. 

Ault,  Chas.  A.,  Jr.,  Dallas. 

Austin,  Dale  J.,  Dallas. 

Austin,  Frank  H.,  Dallas. 

♦Bagwell,  John  S.,  Dallas. 

Bailes,  Porter  M.,  Jr.  (In.),  Dallas. 
Baird,  Sydney  S.,  Dallas. 

Baird,  Wm.  LeRoy,  Dallas. 

Baker,  Bryant  O.,  Dallas. 

Baker,  John  O.,  Dallas. 

Baldwin,  Alvin,  Jr.,  Dallas. 

Barnes,  Bruce  S.  (In.),  Dallas. 

Barnes,  Dorsey  K..  Dallas. 

Barnes,  Thos.  S.,  Dallas. 

Barnett,  Wm.  E.,  Dallas. 

Barr,  Wm.  T.,  Dallas. 

Barton,  Robt.  M.,  Dallas. 

♦Bass,  James  W..  Dallas. 

Bassett,  Wallace  H.  (In.).  Dallas. 

Bates,  Harriet  Hegar,  Dallas. 

Baxter,  James  H.  (In.),  New  York  City. 
♦Beall,  John  R..  Dallas. 

Beaver,  N.  B.,  Dallas. 

Beckering,  Henry  H.,  Dallas. 

♦Beddoe,  Robt  E.  (Hon.),  Galveston. 

♦Bell,  Marvin  D.,  Dallas. 

Bennett,  Katharine  P.,  Dallas. 

Bennett,  Thos.  R.,  Jr.,  (In.),  Dallas. 
Berk,  Ira  J.,  Dallas. 
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Hackney,  U.  P.,  Dallas. 

Hale,  Martha  Helen,  Dallas. 

Haley,  Arvel  Edwin  (In.),  Dallas. 
Haley,  Wm.  E.,  Dallas. 

Halpern,  Salmon  R.,  Dallas. 

Hampton,  J.  A.,  Dallas. 
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♦Holt,  J.  O.  S.,  Jr.,  Dallas. 

Hood,  Marianna,  Dallas. 

Hopkins.  May  Agnes,  Dallas. 

Horn,  Fred  W.,  Grand  Prairie. 
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Jackson,  Michael  C.,  Dallas. 

Jackson,  Reuben  W.,  Dallas. 
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Jones,  Geo.  M.,  Jr.,  Dallas. 

♦Jones,  J.  Guy,  Dallas. 
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Katz,  S.  M.,  Dallas. 

Keene,  Albert  H.,  Richardson. 
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♦Kidd,  Frank  H.,  Jr.,  Dallas. 
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♦Lamberth,  Ivey  E.  (In.),  McKinney. 
Lancaster,  Mary  Agnes,  Dallas. 
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186 


TEXAS  STATE  JOURNAL  OF  MEDICINE 


June 


Lindsay,  G.  A.,  Dallas. 

Lipschultz,  Bernard  M.,  Dallas. 
Lipscomb,  Cuvier  P.  (In.),  Dallas. 
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♦Luecke,  P.  E.,  Dallas. 

Lumpkin,  Walter  L.  (Mil.),  Dallas. 
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Maupin,  W.  A.  (Hon.),  Rowlett. 
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♦Kitchens,  Walter  L.,  Texarkana. 

McGee,  Ellis  B.,  New  Boston. 

McGee,  Joel  R.,  New  Boston. 

Parson,  George  W.,  Texarkana. 

Priest,  Perry  D.,  Texarkana. 

Roberts,  A.  Warren,  Texarkana. 

Robison,  James  Travis,  Texarkana. 
♦Smith,  Charles  A.,  Texarkana. 

*Spinka,  Frances  P.,  Texarkana. 

Stuart,  Charles  C.  (Sec’y),  Texarkana. 
Tate.  J.  Brooks,  Texarkana. 

♦Teasley,  Gerald  H.,  Texarkana. 

♦Tyson,  Joe  E.,  Texarkana. 

Witt,  Mary  E.,  Texarkana. 

CAMP 

Bates,  Joe  K.  (Sec’y),  Pittsburg. 
Johnson,  R.  L.,  Pittsburg. 

♦Lacy,  Robert  Y.  (Pres.),  Pittsburg. 
Mitchell,  J.  H.,  Pittsburg. 

Reitz,  P.  A.,  Pittsburg. 

CASS-MARION 

Allen,  James  I.,  Bloomburg. 

Brooks,  Jesse  M.  (Sec’y),  Atlanta. 
Brooks,  M.  James,  Jr.,  Atlanta. 
Campbell,  James  H.,  Linden. 

Davis,  Charles  E.,  Linden. 

DeWare,  Jesse  M.,  Ill,  Jefferson. 
Grumbles,  Ernest  W.  (Pres.),  Atlanta. 
Hartzo,  James  D..  McLeod. 

Jenkins,  Homer  L.  D.,  Hughes  Springs. 


♦Nichols,  Joe  D.,  Atlanta. 

Starnes,  Adolphus  E.,  Hughes  Springs. 
Steed,  T.  M.,  Hughes  Springs. 

Taylor,  Orval  R.,  Linden. 

♦Terry,  Wm.  S.,  Jr.,  Jefferson. 

Woods,  Andrew  J.,  Jefferson. 

GREGG 

Adams,  Chas.  C.,  Longview. 

Adams,  Joe  E.,  Kilgore. 

Allums,  Loraine  L.  (Pres.),  Kilgore. 
Andres,  Ben,  Longview. 

Await,  Elmer  W.,  Longview. 

Bloom,  Charles  S.,  Gladewater. 

Colvin,  Paul  V.,  Longview. 

Cook,  Hardy,  Longview. 

Crawford,  Ralph  C.,  Longview. 

Downs,  Seth  R.,  Kilgore. 

Dworin,  J.  W.,  Longview. 

*Elkins,  Oliver  W.,  Longview. 

♦Farrar,  Wm.  P.,  Longview. 

Fleming,  John  W.,  Jr.,  Kilgore. 

Hancock,  A.  R.,  Gladewater. 

Hardwick,  Robt.  S.,  Longview. 

Hunter,  Buel  R.,  May. 

*Hurst,  V.  R.,  Longview. 

Jones,  Ernest  Lee,  Longview. 

Leake,  Bain,  Gladewater. 

Markham,  Louis  N.,  Longview. 

McKellar,  G.  G.,  Longview. 

Moser,  Emil  R.,  Gladewater. 

Nichols,  Carl,  Gladewater. 

*Niehuss,  Henry  H.,  Longview. 

Price,  R.  O.,  Kilgore. 

Richardson,  Chas.  T.,  Kilgore. 

♦Roberts,  Joe  D.,  Longview. 

Robertson,  R.  H.,  Jr.,  Kilgore. 

Ross,  Howard  A.,  Longview. 

Routon,  Wm.  Mack,  Kilgore; 

Rushing,  Garland  S.,  Longview. 

Simmons,  D.  C.,  Kilgore. 

Slade,  Robt.  E.  (In.)  (Sec’y),  Longview. 
Stratton,  F.  L.,  Kilgore. 

Swinney,  B.  A.,  Longview. 

Van  Sickle,  R.  J.,  Longview. 

♦Velinsky,  Morris,  Kilgore. 

Vines,  C.  L.,  Kilgore. 

Watkins,  E.  O.,  Greggton. 

Wensley,  John  E.,  Longview. 

HARRISON 

Bennett,  Wm.  H.,  Marshall. 


Carter,  Ray  H.,  Marshall. 

Davis,  Carrol  C.,  Marshall. 

Granbery,  Richard  G.,  Marshall. 

Harris,  James  H.,  Marshall. 

Heidelberg,  Chas.  H.,  Marshall. 

Holcomb,  Norman  F.,  Marshall. 

Kemper,  Thomas  W.,  Marshall. 

* Littlejohn,  Frank  S.,  Marshall. 

McCurdy,  Carl,  Marshall. 

♦Mondrik,  Frank  V.,  Marshall. 

♦Padgett,  Harold  O.,  Marshall. 

Phillips,  Arch  J.,  Marshall. 

Redding,  Leman  M.,  Marshall. 

Rice,  Lee  R.  (Sec’y),  Marshall. 

♦Tenney,  Samuel  W.,  Marshall. 

Wyatt,  Charles  A.,  Marshall. 

MORRIS 

♦Baber,  Dunbar  R.,  Daingerfield. 

Jenkins,  Don  Juan  (Pres.),  Daingerfield. 
Moore,  Rufus  D.,  Jr.,  Omaha. 

Rutledge.  Lowell  E..  Daingerfield. 

Smith,  William  M.  (Sec’y),  Naples. 

Truitt,  Crawford  S.,  Daingerfield. 

RED  RIVER 

Marx,  Melvin,  Jr.  (Sec’y).  Clarksville. 
Payne,  Ross  W.,  Clarksville. 

Reed,  Charles  B.,  Clarksville. 

Watson,  Nowlin  (Pres.),  Clarksville. 
Wright,  James  L .,  Clarksville. 

TITUS 

Ball,  James  E.,  Mt.  Pleasant. 

♦Bassett,  T.  R.,  Mt.  Pleasant. 

Ellis,  John  M.,  Jr.,  St.  Louis,  Mo. 

Fender,  Ernest  L.,  Jr.  (Pres.),  Mt.  Pleas- 
ant. 

Moore,  R.  L.,  Mt.  Pleasant. 

Smith,  A.  A.,  Talco. 

Taylor.  Willis  A.,  Mt.  Pleasant. 

Taylor,  Wm.  A.  (Sec’y),  Mt.  Pleasant. 

UPSHUR 

Childress,  Harmon  J.,  Gilmer. 

♦Daniels,  John  G.,  Gilmer. 

Fenlaw,  Joseph  L.,  Gilmer. 

Marshall,  Thomas  E.,  Gilmer. 

McClelland,  Gene  Allen  (Sec’y),  Gilmer. 
Ragland,  Hugh  M.,  Gilmer. 

♦Ragland,  Madison  S.  (Pres.),  Gilmer. 


Texas  State  Journal  of  Medicine 


President,  Tate  Miller,  Dallas 
President-Elect,  G.  V.  Brindley,  Temple 
Treasurer,  T.  H.  Thomason,  Fort  Worth 
Secretary-Editor,  Harold  M.  Williams 
Asst.  Editor,  Harriet  Cunningham,  B.  J.,  M.  A. 


Board  of 
Trustees 


!T.  C.  Terrell,  Chmn.,  Fort  Worth 
E.  A.  Rowley,  Sec’y.,  Amarillo 
J.  B.  McKnight,  Sanatorium 
M.  M.  Minter,  San  Antonio 
F.  J.  L.  Blasingame,  Wharton 


Editorial  Offices:  1404  W.  El  Paso  Street,  Fort  Worth  3,  Texas. 


1.  Ralph  H.  Homan,  El  Paso 

2.  R.  B.  G.  Cowper,  Big  Spring 

3.  H.  H.  LaTSON,  Amarillo 

4.  O.  N.  Mayo,  Brownwood 

5.  Cary  Poindexter,  Crystal  City 


COUNCILORS 

6.  W.  E.  Whigham,  McAllen 

7.  William  M.  Gambrell,  Austin 

8.  James  H.  Wooten,  Jr.,  Columbus 

9.  H.  W.  Cummings,  Jr.,  Houston 
10.  L.  C.  Powell,  Beaumont 


11.  J.  M.  Travis,  Jacksonville 

12.  J.  Wilson  David,  Corsicana 

13.  R.  G.  Baker,  Fort  Worth 

14.  C.  C.  Nash,  Dallas 

15.  Joe  D.  Nichols,  Atlanta 


Vol.  XLIV  July,  1948  No.  3 

DEVOTED  TO  THE  INTERESTS  OF  THE  MEDICAL  PROFESSION  AND  PUBLIC  HE ALTH  IN  TEXAS 


Removal  of  the  Central  Office  to  Austin 

will  take  place  in  August  in  conformity  with 
a resolution  adopted  by  the  House  of  Dele- 
gates at  the  Houston  meeting.  The  resolution 
provided  that  the  central  office  and  Library 
of  the  State  Medical  Association  should  be 
moved  from  Fort  Worth  to  Austin  prior  to 
the  next  session  of  the  Legislature.  The 
Board  of  Trustees,  meeting  May  30-31  in 
Austin,  made  arrangements  for  housing  the 
offices  and  recommended  that  the  move  be 
made  by  September  1. 

Travis  County  Medical  Society  is  donating 
a beautiful  lot  in  Austin  on  which  to  erect 
the  headquarters  building,  but  temporarily 
the  offices  and  Library  will  occupy  an  old 
mansion  at  700  Guadalupe.  The  house,  a 
sturdily  constructed  stone  building  four 
stories  in  height,  is  at  the  corner  of  Guada- 
lupe and  Seventh  Street,  only  three  blocks 
from  Congress  Avenue  and  the  Austin  Hotel. 
Originally  a home,  the  building  for  some 
years  housed  the  Elks  Club  and  during  the 
war  served  as  headquarters  for  the  Red 
Cross.  The  house  is  not  fireproof  and  con- 
tains only  slightly  more  floor  space  than  the 
building  now  occupied  by  the  State  Medical 
Association  headquarters  in  Fort  Worth. 
However,  it  is  anticipated  that  the  rented 
house  can  be  made  to  serve  satisfactorily 
until  the  Association’s  own  building  can  be 
completed. 

The  House  of  Delegates  in  voting  the  move 
to  Austin  also  authorized  and  requested  the 
Board  of  Trustees  “to  develop  plans  and 
specifications  for  the  erection  of  a suitable 
home  office  building  and  library”  and  re- 


quested the  President  to  appoint  “a  special 
committee  for  the  purpose  of  formulating  a 
basic  policy  for  the  proper  and  fitting  recog- 
nition of  members  of  the  State  Medical  As- 
sociation of  Texas  whose  interest  in  and  serv- 
ices to  organized  medicine  in  Texas  has  been, 
or  should  be,  recognized  as  outstanding  and 
worthy  of  fitting  memorial,”  naming  Dr. 
Holman  Taylor  and  Dr.  R.  B.  Anderson  as 
deserving  favorable  consideration  in  this  re- 
spect. It  is  hoped  that  steps  will  be  taken  in 
the  near  future  to  fulfill  the  directives  in 
these  resolutions  so  that  an  entirely  adequate 
building  can  be  provided  within  a compara- 
tively short  time.  As  indicated  above,  a lot 
is  already  available  through  the  gift  of 
Travis  County  Medical  Society.  Facing 
Lamar  Boulevard,  a tree-lined  street  which 
is  to  become  a through  north-south  highway, 
the  lot  covers  about  185  by  150  feet  at  the 
corner  where  Nineteenth  Street  is  being  cut 
through.  Opposite  the  lot  and  extending  for 
some  blocks  is  a city  park.  Air  space,  park- 
ing facilities,  and  pleasant  surroundings  thus 
seem  assured. 

The  move  will  be  made  gradually  begin- 
ning early  in  August  so  that  essential  work 
will  not  be  too  badly  disrupted.  However,  it 
is  obvious  that  making  preparations  for  such 
a change  and  getting  settled  in  the  new  loca- 
tion will  require  considerable  time  and  effort 
on  the  part  of  the  central  office  staff.  Mem- 
bers writing  in  for  service  are  requested  to 
keep  in  mind  that  mail  may  be  delayed  in 
reaching  the  proper  person,  that  files  may  be 
out  of  order  and  temporarily  misplaced,  and 
that  the  immediate  demands  for  accomplish- 
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ing  the  move  may  supersede  all  but  the  most 
urgent  business.  The  staff  will  do  its  best  to 
carry  on  its  routine  work  without  interrup- 
tion, but  all  concerned  will  appreciate  the  un- 
derstanding of  those  whose  business  must 
necessarily  be  delayed.  It  is  respectfully  sug- 
gested that  requests  which  can  be  held  until 
later  not  be  called  to  the  attention  of  the 
central  office  during  the  period  of  the  move. 

It  is  believed  that  business  can  be  handled 
most  expeditiously  if  mail  is  sent  to  the  Fort 
Worth  address  until  August  15  and  after  that 
date  to  700  Guadalupe,  Austin. 

The  Transactions  and  Membership  List  of 
the  Woman’s  Auxiliary  to  the  State  Medical 
Association  are  published  in  this  issue  of  the 
Journal,  thus  making  an  issue  of  particular 
interest  to  the  women  who  are  of  great  im- 
portance to  the  medical  profession  in  Texas. 
The  attention  of  members  of  the  Association 
as  well  as  of  the  Auxiliary  is  directed  to  the 
transactions  of  the  recent  annual  meeting  of 
the  Auxiliary  in  Houston,  for  the  reports  con- 
tained therein  show  the  energy  and  effective 
support  which  the  women  are  contributing  to 
improve  health  conditions  and  to  aid  their 
physician  husbands. 

Of  unusual  interest  in  this  year’s  publica- 
tion of  reports  is  a tabular  compilation  show- 
ing the  financial  contributions  and  program 
activities  of  each  of  the  organized  auxiliaries 
in  the  state.  (See  pages  258-259.)  Submitted 
as  the  report  of  the  Historian,  this  table  is  a 
concise  summary  of  the  work  of  the  auxiliary 
groups  during  the  past  year,  though  obvious- 
ly much  of  the  influence  of  the  auxiliaries 
cannot  be  transferred  to  a statistical  table, 
particularly  as  it  relates  to  public  relations 
for  the  physicians. 

Student  Nurse  Recruitment  continues  to 
be  a problem.  The  increased  need  for  ade- 
quately trained  nurses  apparently  has  leveled 
off  and  the  demand  continues  without  suf- 
ficient nurses  to  fill  the  need.  As  a conse- 
quence, hospitals,  physicians,  nurses  them- 
selves, and  various  other  groups  affected  by 
the  shortage  are  attempting  to  make  nursing 
careers  more  attractive  and  nursing  training 
more  easily  obtainable  so  that  more  young 
women  will  enter  schools  of  nursing  next  fall. 

The  American  Hospital  Association,  with 
the  cooperation  of  the  Advertising  Council, 
a nonprofit  organization  which  represents 
the  nation’s  advertising  industry,  this  year 
is  conducting  its  second  annual  campaign  to 
enroll  student  nurses.  Backing  the  program 
are  the  American  Medical  Association,  the 
American  College  of  Surgeons,  the  American 
Red  Cross,  the  United  States  Public  Health 
Service,  and  the  National  Committee  on 


Careers  in  Nursing.  The  American  Nurses’ 
Association  is  also  cognizant  of  the  problem 
and  has  directed  its  primary  attention  toward 
securing  better  working  conditions  for 
nurses  so  that  nursing  will  appear  to  be  a 
more  attractive  profession  to  young  women 
planning  their  careers. 

In  Texas  various  programs  are  under  way 
to  encourage  student  nurse  enrollment.  For 
example,  Parkland  Hospital  in  Dallas  has 
decided  that  the  situation  is  of  sufficient  im- 
portance that  nurses  must  be  trained  regard- 
less of  the  financial  arrangements  which  may 
be  necessary  for  that  purpose.  Effective  in 
September,  Parkland  Hospital  School  of 
Nursing  will  eliminate  all  tuition  and  will  of- 
fer a stipend  to  each  student  enrolled  in  the 
school.  Students  will  receive  $20  per  month 
for  the  first  and  second  years  and  $30  per 
month  for  the  third  year.  The  only  expense 
will  be  $125  for  uniforms,  and  arrangements 
have  been  made  to  provide  loans  to  cover 
that  expense.  So  far  as  is  known,  Parkland 
Hospital  is  the  only  nursing  school  in  the 
state  to  take  such  a step. 

Another  Texas  group  which  has  been  and 
is  continuing  to  be  active  in  support  of  in- 
creased enrollment  in  nursing  schools  is  the 
Woman’s  Auxiliary  of  the  State  Medical  As- 
sociation. Several  county  auxiliaries  have 
held  programs,  frequently  in  conjunction 
with  a social  affair,  for  high  school  senior 
girls  to  encourage  them  to  become  nurses, 
and  others  are  contributing  funds  for  schol- 
arships for  student  nurses. 

Now  is  the  time  for  young  women  to  de- 
cide to  enter  nursing  schools  next  fall,  and 
members  of  the  State  Medical  Association 
can  make  opportunities  to  encourage  their 
friends  and  patients  to  make  that  decision. 

The  World  Health  Organization  Is  Meeting 

in  Geneva,  Switzerland,  with  the  assurance 
that  the  United  States  is  ready  to  partici- 
pate in  its  program.  Since  publication  of  an 
editorial  in  the  May  issue  of  the  Journal 
(page  7),  the  Congress  has  passed  and  the 
President  has  signed  a joint  resolution  pro- 
viding for  membership  and  participation  of 
this  country  in  the  World  Health  Organiza- 
tion, but  action  was  so  delayed  that  represen- 
tatives of  the  United  States  are  in  attendance 
at  the  first  session  of  the  organization  as 
observers  instead  of  as  members. 

Under  provisions  of  the  resolution  as 
passed,  the  President  of  the  United  States 
designates  three  delegates  and  appropriate 
alternates  to  attend  specified  sessions  of  the 
World  Health  Organization.  When  the  United 
States  becomes  entitled  to  designate  a person 
to  serve  on  the  executive  board  of  the  or- 
ganization, the  President  has  the  right  to 
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name  a representative  with  the  advice  and 
consent  of  the  Senate,  provided  the  represen- 
tative is  a graduate  of  a recognized  medical 
school  and  has  spent  not  less  than  three  years 
in  active  practice  as  a physician  or  surgeon. 
The  representative  is  entitled  to  be  paid  at  a 
rate  of  $12,000  per  year  and  an  alternate, 
also  designated  by  the  President,  is  entitled 
to  $10,000  per  year  for  such  periods  as  the 
President  specifies.  The  resolution  also  pro- 
vides that  the  contribution  of  the  United 
States  should  not  exceed  $1,920,000  per  year 
and  a sum  not  to  exceed  $83,000  per  year  for 
paying  expenses  incident  to  the  United 
States’  participation.  Another  provision  is 
that  the  United  States  is  not  committed  by 
anything  in  the  constitution  of  the  World 
Health  Organization  to  enact  special  legisla- 
tion regarding  matters  referred  to  in  the 
constitution. 

The  representatives  appointed  to  attend 
the  meeting  in  Geneva  are  Dr.  James  R. 
Miller,  Hartford,  Conn.,  a member  of  the 
board  of  trustees  of  the  American  Medical 
Association;  Dr.  Thomas  Parran,  formerly 
surgeon  general  of  the  U.  S.  Public  Health 
Service;  and  Dr.  Martha  Eliot,  associate 
chief  of  the  U.  S.  Children’s  Bureau. 

Cooperative  Hospital  Standards  Welcomed. 

— A wave  of  interest  of  unanticipated  in- 
tensity seems  to  have  resulted  from  the  an- 
nouncement that  the  House  of  Delegates  at 
the  annual  session  of  the  State  Medical  As- 
sociation approved  the  seven-point  set  of 
standards  recommended  for  the  operation  of 
cooperative  hospitals  in  rural  areas. 

These  standards,  which  were  set  up  at  a 
joint  meeting  of  the  Rural  Health  Committee 
and  a special  Committee  on  Cooperative 
Hospitals  of  the  State  Medical  Association, 
and  the  Texas  Council  on  Rural  Health,  were 
discussed  in  an  editorial  on  page  5 in  the 
May  issue  of  the  Texas  State  Journal  of 
Medicine.  Copies  of  this  editorial  were  made 
available  to  the  Texas  Council  on  Rural 
Health  which  met  in  Dallas  on  June  4,  under 
the  chairmanship  of  Mr.  Eugene  Butler. 

As  a result  of  the  discussion  which  took 
place  at  that  meeting  concerning  problems 
in  rural  health  and  cooperative  hospitals,  it 
became  apparent  that  materials  which  could 
serve  as  a guide  in  planning  programs  for 
rural  groups  over  the  state  would  be  of  some 
assistance.  To  meet  this  need,  it  has  been 
necessary  to  secure  1,500  reprints  of  the  edi- 
torial in  the  May  Journal  for  distribution 
among  county  agents,  county  home  demon- 
stration agents,  and  various  home  economic 
groups  associated  with  and  cooperating  with 
the  combined  agricultural  extension  services 


of  Texas  A.  and  M.  College  and  related  or- 
ganizations. 

In  brief,  the  interest  in  matters  pertinent 
to  rural  health,  and  incidentally  cooperative 
hospitals,  is  such  that  the  medical  profession 
of  Texas  is  afforded  an  opportunity  which  is 
without  precedent  to  be  of  direct  community 
service  to  the  rural  inhabitants  of  this  state. 
Willingness  on  the  part  of  members  of  the 
medical  profession  to  cooperate  in  providing 
adequate  medical  care  for  rural  areas  has 
been  “welcomed  with  open  arms.”  Failure  on 
the  part  of  the  physicians  of  Texas  to  rec- 
ognize the  degree  of  appreciation  demon- 
strated, or  the  presentation  by  them  of  an 
attitude  that  might  be  interpreted  as  “non- 
chalant” could  result  in  serious  repercus- 
sions. Particularly,  this  would  be  true  in 
terms  of  public  relations. 


POLIOMYELITIS  IN  THE  TROPICS 

Poliomyelitis,  a disease  of  northern  climates,  has 
recently  become  a problem  in  the  tropics.  Epidemics 
have  been  reported  in  Malta,  Mauritius,  St.  Helena, 
South  Africa,  Singapore,  and  Japan,  Dr.  A.  J. 
Rhodes,  from  the  School  of  Hygiene,  University  of 
Toronto,  Toronto,  Canada,  reported  at  the  Inter- 
national Congresses  on  Tropical  Medicine  and  Ma- 
laria in  Washington,  D.  C.,  in  May. 

Dr.  Rhodes  pointed  out  that  since  the  clinical 
diagnosis  of  this  disease  is  so  difficult,  it  has  been 
impossible  to  obtain  all  the  facts  and  the  total  num- 
ber of  cases  in  the  tropical  and  sub-tropical  areas. 
However,  it  is  evident  that  the  disease  has  become 
widespread  in  the  tropics. 

Poliomyelitis  in  the  tropics  differs  from  that  in 
temperate  climates — such  as  the  United  States — in 
several  ways:  (1)  In  tropical  countries,  the  ma- 
jority of  cases  occur  in  children  under  5 years  of 
age,  whereas  in  temperate  countries,  the  incidence  is 
greater  among  older  children.  (2)  Colored  people 
have  been  held  to  be  more  resistant  to  this  infec- 
tion than  people  of  the  white  races  and  less  often 
develop  the  paralytic  form  of  the  disease.  (3)  Large 
epidemics  seldom  occur  in  the  tropics.  In  temperate 
climes,  epidemics  are  characteristic  of  this  disease. 


SYPHILIS  RECORDS  AVAILABLE 

The  Veterans  Administration  has  announced  that 
the  majority  of  syphilis  records  of  Army  personnel 
who  were  treated  for  this  disease  while  in  active 
service  are  in  its  custody  and  will  be  made  available 
to  physicians  who  are  treating  such  veterans  pro- 
vided authorization  for  the  release  of  the  data  is 
given  by  the  veteran.  The  details  of  treatment,  re- 
sults of  spinal  fluid  examinations,  and  blood  ser- 
ologies are  incorporated  in  the  records. 

Requests  for  the  resumes  accompanied  by  an 
authorization  for  the  release  of  the  data,  dated  and 
signed  by  the  veteran,  should  be  addressed  to  the 
Dermatology  and  Syphilology  Section,  Veterans  Ad- 
ministration, Munitions  Building,  Washington  25, 
D.  C.  The  veteran’s  service  serial  number  and  other 
identifying  information,  such  as  the  date  of  enlist- 
ment, date  of  discharge,  rank,  and  organization 
should  be  included. 

Resumes  will  be  furnished  approximately  two 
weeks  after  the  requests  are  received. 
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ORIGINAL  ARTICLES 


RELATION  OF  THE  GENERAL  PRACTI- 
TIONER TO  THE  OVER-ALL 
HEALTH  PROGRAM 
WINGATE  M.  JOHNSON,  M.D. 

WINSTON-SALEM,  NORTH  CAROLINA 

“Over-all”  means,  according  to  Webster, 
“including  everything.”  The  same  author- 
ity says  that  “health”  comes  from  an  Anglo- 
Saxon  word  meaning  “whole.”  The  defini- 
tion given  is  : “The  state  of  being  hale,  sound, 
or  whole,  in  body,  mind,  or  soul;  well-being; 
especially,  state  of  being  free  from  physical 
disease  or  pain.”  “Program”  comes  from 
two  Greek  words  meaning  “to  write  before,” 
and  is  defined  as  “a  plan  of  future  proce- 
dure.” 

These  definitions  emphasize  the  compre- 
hensive nature  of  the  term,  “over-all  health 
program.”  Such  a program  should  bring 
into  the  picture  not  only  doctors,  both  pri- 
vate practitioners  and  public  health  officers, 
but  should  embrace  hospitals  and  commu- 
nity health  centers  as  well  as  nurses  and 
dentists.  A potent  influence  in  the  over- 
all health  program  is  the  type  of  voluntary 
hospital  insurance  which  originated  in  Texas 
with  a group  of  school  teachers  and  has 
grown  to  the  enormous  nationwide  Blue 
Cross.  More  recently  the  voluntary  medical 
care  plans  which  began  on  the  west  coast — 
in  Washington,  Oregon,  and  California — 
have  spread  to  most  of  the  other  states. 

The  over-all  health  program  should  also 
include  such  combination  lay  and  medical  or- 
ganizations as  the  American  Cancer  Society, 
the  American  Heart  Association,  the  Nation- 
al Foundation  for  Infantile  Paralysis,  the 
National  Tuberculosis  Association,  and  other 
similar  groups.  Even  nonprofessional  or- 
ganizations such  as  Alcoholics  Anonymous 
have  a contribution  to  make.  Last  named, 
but  by  no  means  least  in  importance,  are  the 
medical  schools. 

Since  the  objective  of  a health  program  is 
soundness  or  wholeness  in  body,  mind,  and 
soul,  and  since  the  general  practitioner  is  the 
only  man  capable  of  viewing  and  of  treat- 
ing the  human  body,  mind,  and  soul  as  a 
whole,  it  would  appear  that  he  should  be  the 
key  man  in  the  program.  What  Dr.  G.  Canby 
Robinson  said  some  years  ago  is  quite  true 
today : “There  is  need  of  placing  greater 
emphasis  on  the  study  and  treatment  of  the 
patient  as  a whole  in  these  days  of  advanc- 
ing specialization,  as  the  development  of  the 

From  the  Department  of  Internal  Medicine,  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  College  and  the  North 
Carolina  Baptist  Hospital. 

Read  before  the  Section  on  General  Practice,  State  Medical 
Association  of  Texas,  Annual  Session,  Houston,  April  27,  1948. 


general  physician  is  required  as  a means  of 
improving  the  quality  and  breadth  of  medical 
care.  The  task  of  resurrecting  the  family 
physician  in  a modern  form  should  be  a rec- 
ognized obligation  of  medical  education.  He 
should  combine  the  knowledge  and  methods 
of  the  internist,  the  psychiatrist,  the  hygien- 
ist, and  the  medical  social  worker.  The  study 
of  the  patient  as  a total  individual  in  relation 
to  his  surroundings  at  home  and  at  work  is 
essential  for  the  education  of  the  general 
physician.”6 

RESPONSIBILITY  OF  GENERAL  PRACTITIONER 

The  general  practitioner  has  a dual  respon- 
sibility in  the  over-all  health  program.  His 
first  obligation,  of  course,  is  to  his  own  pa- 
tients. Scarcely  less  important,  however,  is 
his  job  as  a representative  of  the  medical 
profession  in  the  public  eye.  Indeed,  the 
physician’s  obligations  to  his  patients  and  to 
the  public  may  be  so  closely  knit  as  to  be 
inseparable,  especially  in  the  realm  of  pre- 
ventive medicine. 

Obligation  to  Patients. — The  personal 
health  needs  of  the  individual  and  his  fam- 
ily can  best  be  met  by  the  family  doctor.  It 
has  been  stated  that  a competent  general 
practitioner  is  capable  of  caring  for  85 
per  cent  of  the  ills  for  which  people  consult 
doctors.  This  statement  was  corroborated 
some  years  ago  by  the  findings  of  five  family 
doctors  in  Winston-Salem  who  pooled  their 
experience  with  200  consecutive  patients 
each.  Of  the  1,000  individuals  listed,  848 — 
or  84.8  per  cent — could  be  cared  for  with  the 
equipment  to  be  found  in  a doctor’s  handbag.2 
The  general  practitioner  is  needed  to  care 
for  this  large  proportion  of  the  illnesses  to 
which  human  flesh  is  heir,  and  the  individ- 
ual patient  and  his  family  are  entitled  to 
the  feeling  of  security  which  goes  with  the 
knowledge  that  their  own  doctor  is  available 
when  they  need  him. 

The  family  physician  is  often  able  to  help 
his  patients  with  their  emotional  problems 
as  well  as  their  physical  ailments.  We  hear 
much  these  days  about  psychosomatic  medi- 
cine, and  the  more  we  know  of  human  na- 
ture the  more  we  realize  that  treatment  of 
the  psyche  is  as  important  as  treatment  of 
the  soma.  Plato  knew  whereof  he  spoke 
when  he  said,  twenty-four  centuries  ago : “If 
the  head  and  the  body  are  to  be  well,  you 
must  begin  by  curing  the  soul  . . . This  is  the 
reason  why  the  cure  of  so  many  diseases  is 
unknown  to  the  physicians  of  Hellas  because 
they  are  ignorant  of  the  whole,  which  ought 
to  be  studied  also;  for  the  part  can  never  be 
well  unless  the  whole  is  well.” 

The  growing  importance  and  value  of  psy- 
chiatry are  recognized,  but  it  is  physically 
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impossible  to  have  a psychiatrist  treat  every 
psychoneurotic  patient.  Most  mental  hy- 
giene should  come  within  the  realm  of  the 
family  doctor ; he  can  appreciate  deviations 
from  the  normal  in  his  patients  better  than 
could  a stranger. 

One  of  the  most  important  services  a fam- 
ily doctor  can  render  his  patients  is  in  mar- 
riage counseling,  and  he  is  the  logical  one  for 
this  role.  When  a couple  come  to  him  for  a 
blood  test — a “connubial  Kahn’’  or  a “wed- 
ding Wassermann,’’  as  we  call  it — he  can 
take  the  opportunity  to  have  a fatherly  talk 
with  each  one.  A few  well  chosen  words  of 
advice  at  that  time  may  help  the  couple  to 
avoid  some  of  the  difficulties  of  adjustment 
that  make  the  first  year  of  marriage  pro- 
verbially the  hardest. 

Another  branch  of  medicine  which  is  as- 
suming more  and  more  importance  in  the 
over-all  health  program  is  geriatrics,  the  care 
of  older  patients.  The  proportion  of  older 
people  in  the  population  is  steadily  increas- 
ing. It  has  been  estimated  that  in  the  days 
of  the  Roman  Empire  the  average  life  span 
was  between  23  and  27  years.  In  1900  it 
was  only  47  years ; now  it  is  67.  These  fig- 
ures mean  that  man’s  life  expectancy  has 
been  lengthened  as  much  within  this  century, 
not  yet  half  over,  as  in  the  preceding  two 
thousand  years.  The  same  definition  that 
has  been  applied  to  pediatrics — “general 
practice  with  an  age  limit” — might  well  be 
given  for  geriatrics.  It  is  doubtful  that  the 
specialty  of  geriatrics  will  ever  rival  pedi- 
atrics in  popularity ; hence  the  general  prac- 
titioner might  as  well  become  familiar  with 
the  ailments  peculiar  to  old  age. 

For  the  family  doctor  to  meet  fully  his 
obligation  to  his  patients,  it  is  necessary  for 
him  to  have  access  to  a hospital.  The  pas- 
sage of  the  Hill-Burton  Hospital  Construc- 
tion Act  should  do  much  to  overcome  the 
shortage  of  hospital  beds,  and  to  put  hos- 
pitals where  they  are  most  needed.  If  more 
hospitals  are  built  in  small  towns  or  rural 
areas,  young  men  will  be  encouraged  to  go 
into  these  communities  for  general  practice. 

One  of  the  most  pressing  problems  before 
the  medical  profession  today  and  one  that  is 
of  vital  importance  in  the  over-all  health  pro- 
gram is  the  regrettable  tendency  of  some  hos- 
pitals to  close  their  doors  to  men  who  are  not 
certified.  The  American  Medical  Associa- 
tion and  its  subsidiary  organizations  have 
recognized  the  danger  of  this  trend  and  are 
doing  all  within  their  power  to  counteract  it. 
The  family  doctor  needs  the  hospital  for  the 
treatment  of  many  of  his  patients.  The  hos- 
pital needs  the  general  practitioner  to  help 
in  teaching  the  members  of  its  house  staff 
to  view  the  patient  as  a whole  person,  rather 


than  a collection  of  unrelated  parts.  If  the 
general  practice  of  medicine  is  to  attract  the 
numbers  of  young  men  who  are  so  sorely 
needed  in  its  ranks,  it  is  essential  that  fam- 
ily doctors  have  a hand  in  their  hospital 
training. 

Another  urgent  reason  for  granting  hos- 
pital privileges  to  the  general  practitioner  is 
tied  up  with  the  voluntary  hospital  and  med- 
ical care  plans,  which  are  an  important  part 
of  the  over-all  health  program.  These  plans 
are  the  most  effective  answer  that  the  med- 
ical profession  can  offer  to  the  threat  of  na- 
tionalized compulsory  sickness  insurance 
schemes.  The  family  doctor,  more  than  any 
other  member  of  our  profession,  has  it  in  his 
power  to  sell  voluntary  health  insurance  to 
the  public.  If  he  is  forced  to  surrender  his 
patients  after  they  are  admitted  to  a hospital, 
however,  the  general  practitioner  is  not  apt 
to  be  enthusiastic  in  promoting  such  insur- 
ance. 

Obligation  to  Public. — The  general  practi- 
tioner is  apt  to  be  so  engrossed  in  the  care 
of  persons  who  are  already  sick  that  it  is 
hard  for  him  to  realize  the  importance  of  pre- 
ventive medicine  and  to  see  the  possibilities 
which  lie  in  it.  One  of  the  most  interesting 
of  these  possibilities,  from  the  standpoint  of 
the  practicing  physician,  has  been  pointed  out 
by  Dr.  George  Harrell : “Recent  discussions, 
which  sometimes  have  generated  considera- 
ble heat,  have  centered  around  the  allegedly 
inadequate  number  of  doctors  and  the  poor 
distribution  of  medical  care.  These  argu- 
ments have  neglected  an  old  folk-saying 
which  may  be  applicable : ‘An  ounce  of  pre- 
vention is  worth  a pound  of  cure.’  An  effec- 
tive program  for  the  prevention  of  disease 
would  increase  the  efficiency  of  the  practic- 
ing physician,  make  his  life  more  pleasant, 
and  give  him  the  time  which  he  needs  to  pro- 
vide better  care  for  his  patients.”3 

One  of  the  duties  of  the  family  doctor  to 
the  public,  as  well  as  to  his  patients,  is  to  co- 
operate with  the  health  department  by  re- 
porting communicable  diseases  and  by  seeing 
that  his  families  receive  all  the  necessary  im- 
munizations. Someone  has  said  that  Den- 
mark’s enviable  health  record  is  due  to  the 
fact  that  every  health  officer  is  a physician 
and  every  physician  a health  officer. 

By  the  prompt  diagnosis  and  proper  han- 
dling of  contagious  diseases  in  the  individuals 
and  families  under  his  care,  the  family  doc- 
tor may  prevent  their  spread  over  entire 
communities  and  may  save  numerous  lives. 
To  quote  Dr.  Harrell  again,  “A  single  patient 
with  an  infectious  disease  may  possibly  ex- 
pose the  community  to  an  epidemic.”3  In 
1942,  60  students  in  a Honolulu  High  School 
developed  typhoid  fever  within  a period  of 
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less  than  four  weeks.  All  the  cases  but  one 
were  traced  to  a food  handler  in  the  school 
cafeteria.4 

In  my  own  county  of  Forsyth  a case  of 
typhoid  fever  in  a child  was  traced  to  the 
86-year-old  great  grandmother,  who  had  had 
typhoid  fifty  years  before  and  who  had  taken 
over  the  cooking  for  the  family  during  a 
brief  illness  of  the  child’s  mother.  Live  ty- 
phoid germs  in  abundance  were  found  in  a 
stool  specimen  from  the  old  lady,  and  she  was 
discouraged  from  further  culinary  efforts. 
Here  an  alert  family  doctor,  in  cooperation 
with  the  health  department,  had  it  in  his 
power  to  avert  a community  epidemic. 

The  doctor,  especially  the  general  practi- 
tioner, has*  always  been  recognized  as  a com- 
munity leader.  Because  of  the  powerful  in- 
fluence he  has  with  his  patients,  his  coopera- 
tion in  furthering  health  measures  is  essen- 
tial. Although  public  health  officers  are  ex- 
pected to  take  the  lead  in  campaigns  to  in- 
form the  public  of  the  advantages  of  immu- 
nization against  smallpox,  typhoid,  diph- 
theria, whooping  cough,  tetanus,  and  now, 
possibly,  influenza  and  tuberculosis,  such 
campaigns  would  have  hard  sledding  with- 
out the  cooperation  of  the  general  practi- 
tioner. 

Public  drives  against  cancer,  heart  disease, 
tuberculosis,  and  other  diseases  cannot  suc- 
ceed unless  they  have  the  backing  of  the  fam- 
ily physicians  in  the  community.  Just  now  it 
is  a debatable  question  whether  the  current 
campaign  against  cancer  is  doing  more  harm 
or  good,  because  of  the  tremendous  number 
of  cancerphobias  being  created.  In  time, 
however,  the  furor  will  subside  and  gains 
will  be  chalked  up.  There  was  a time  when 
the  public  was  so  germ-conscious  that  many 
people  would  carry  spare  handkerchiefs  to 
use  in  turning  doorknobs.  Even  now  there 
are  many  women  who  will  never  ride  on 
subway  cars  or  other  public  conveyances 
without  wearing  gloves,  not  so  much  for 
style  as  for  protection  against  spirochetes 
and  other  microscopic  menaces  to  health.  In 
such  health  propaganda  campaigns,  as  well 
as  in  various  other  well-meant  but  often  mis- 
guided efforts  to  give  laymen  postgraduate 
courses  in  medicine,  the  sane  counsel  and 
steadying  influence  of  the  family  doctor  is 
needed  to  steer  his  patients  between  the 
Scylla  of  hysterical  alarm  and  the  Charybdis 
of  ignorant  indifference. 

One  of  the  least  pleasant  of  a doctor’s  du- 
ties is  to  quench  the  false  hopes  which  arise 
when  his  patients  read  of  a new  cure  for  can- 
cer, leukemia,  arthritis,  or  the  common  cold. 
It  is  a dull  month  for  the  Associated  Press 
when  some  enterprising  reporter  does  not  un- 
cover at  least-one  cancer  cure,  an<^  within  the 


past  few  years  one  well-known  writer  of 
popular  medical  articles  alone  has  found  and 
proclaimed  to  the  world  at  least  two  sure- 
fire remedies  for  arthritis.  The  family  doc- 
tor knows  that  “Hope  deferred  maketh  the 
heart  sick,”  and  that  it  is  cruel  to  portray 
mirages  as  miracles. 

The  family  doctor,  more  than  any  special- 
ist or  health  officer,  has  it  in  his  power  to 
influence  legislation  dealing  with  medical 
practice.  North  Carolina  takes  just  pride  in 
having  been  the  first  state  in  the  union  to 
enact  a law  making  diphtheria  vaccination 
compulsory;  in  having  the  first  legalized 
birth  control  clinic  in  the  country;  and  in 
being  one  of  the  first  states  to  require  a neg- 
ative blood  test  for  a marriage  license.  Cred- 
it for  these  and  many  other  progressive 
health  measures  belongs  largely  to  a general 
practitioner,  the  late  Dr.  Tom  Long,  who  for 
many  years  served  in  the  state  senate.  Usu- 
ally his  approval  meant  the  passage  of  a bill 
dealing  with  health  matters,  while  his  dis- 
approval was  its  death  knell.  His  fellow  leg- 
islators trusted  him  because  he  was  honest; 
they  listened  to  him  because  he  knew  the 
wishes  of  the  medical  men  of  the  state;  and 
they  respected  him  because,  as  secretary  of 
the  state  medical  society,  he  wielded  a tre- 
mendous influence  with  doctors  all  over  the 
state,  and  through  them  with  their  voting  pa- 
tients. During  the  1941  session  of  the  legis- 
lature he,  like  Texas’  Holman  Taylor,  died 
in  harness.  The  Associated  Press  truly  said 
of  him  that  he  was  the  “author  of  a large 
portion  of  North  Carolina’s  ‘Good  Health’ 
legislation.” 

It  requires  a great  personal  and  profes- 
sional sacrifice  for  a doctor  to  serve  in  a 
state  or  national  legislative  body,  and  not 
many  physicians  care  for  such  experience. 
The  occasional  one  who  has  the  flair  for 
political  adventure  and  can  afford  the  finan- 
cial loss  involved  should  be  encouraged,  how- 
ever, for  he  can  wield  much  influence  in 
health  legislation.  Doctors  who  have  no  po- 
litical aspirations  can  still  serve  their  com- 
munities on  the  school  board  or  board  of 
health  or  as  county  commissioners.  In  such 
positions  they  can  give  valuable  advice  on 
health  matters,  advice  which  will  usually  be 
heeded. 

Organized  medicine  cannot  afford  to  be- 
come actively  partisan  in  any  political  cam- 
paign, but  it  should  encourage  its  members  to 
exert  their  influence  as  individuals  with  the 
candidates  for  various  offices.  Most  law- 
makers have  family  doctors  and  are  ready  to 
listen  to  their  advice  on  medical  matters.  It 
is  doubtful  if  any  other  profession  has  more 
potential  political  influence  than  ours.  Those 
who  would  force  upon  our  country  the  regi- 
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merited  type  of  medicine  favored  by  commu- 
nists and  socialists  know  and  fear  the  in- 
fluence of  practicing  physicians,  especially 
general  practitioners.  This  fear  explains  the 
systematic  campaign  that  is  being  engineered 
by  federal  employees  (and  largely  financed 
by  tax  money)  to  weaken  the  confidence  of 
the  public  in  their  doctors.  The  report  of  the 
Harness  Committee5  should  be  read  for  an 
exposition  of  the  methods  employed  by  Falk 
and  his  followers,  who  are  responsible  for  the 
various  bills  which  have'  been  introduced  and 
which  will  be  introduced  to  socialize  the  prac- 
tice of  medicine. 

GENERAL  PRACTITIONER’S  OPPORTUNITY 

It  cannot  be  too  strongly  emphasized  that 
the  general  practitioners  of  the  country  have 
a far  greater  opportunity  and  responsibility 
in  the  over-all  health  program  than  have 
either  the  health  officers  or  the  specialists. 
It  is  of  little  use  to  educate  the  public  to  see 
a doctor  at  the  first  sign  of  cancer  or  tuber- 
culosis or  heart  disease  if  the  physician  who 
is  consulted — and  most  often  he  is  the  fam- 
ily doctor — dismisses  the  patient  with  a su- 
perficial examination  and  a prescription  for 
a “tonic.”  The  wonder-working  prophylac- 
tic and  therapeutic  measures  which  are  being 
developed  so  rapidly  now  cannot  save  a pa- 
tient’s life  unless  his  doctor  has  kept  up  with 
medical  progress  so  that  he  knows  when  and 
how  to  use  them.  Only  by  constant  study 
and  real  devotion  to  his  calling  can  the  gen- 
eral practitioner  discharge  his  obligation  to 
his  patients  and  live  up  to  his  opportunity 
in  the  over-all  health  program. 

Last  December  I learned  with  a thrill  of 
pride  that  a poll  taken  among  the  class  which 
graduated  from  the  Bowman  Gray  School  of 
Medicine  in  1947  showed  that  more  than 
two-thirds  of  its  forty-eight  members 
planned  to  become  family  doctors.  I was 
particularly  interested  to  learn  from  the  edi- 
tor of  the  yearbook  that  many  of  those 
who  expected  to  specialize,  or  were  still  un- 
decided, said  that  they  did  not  feel  they  were 
good  enough  to  undertake  the  job  of  a gen- 
eral practitioner.  These  young  men  realized 
that  it  would  require  constant  application  to 
be  able  to  give  their  patients  the  benefit  of 
the  progress  that  medicine  is  constantly  mak- 
ing. 

All  members  of  the  medical  profession — 
specialists,  health  officers,  and  general  prac- 
titioners— are  playing  on  the  same  team,  and 
the  more  closely  we  cooperate,  the  more  read- 
ily we  can  attain  “the  ultimate  goal  of  op- 
timum health  for  the  individual  and  the  com- 
munity.”1 
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IT’S  HEALTH  ROUNDUP  TIME  IN 
TEXAS 

HAVEN  EMERSON,  M.  D. 

NEW  YORK,  NEW  YORK 

If  it  were  not  for  the  postwar  shortage 
of  trained  personnel,  Texas  would  probably 
present  no  serious  problem  in  the  adminis- 
trative organization  of  local  health  services 
for  the  entire  area  and  population  of  the 
state.  Texas  is  one  of  the  forty-three  states 
that  have  failed  to  complete  the  basic  struc- 
ture of  local  government  by  which  the  science 
of  preventive  medicine  can  be  applied 
through  departments  of  health.  Perhaps 
Texans  will  accept  from  a neighbor,  a tem- 
porary guest  within  the  borders  of  the  state, 
a report  on  the  present  situation  and  de- 
sirable practical  means  of  its  improvement. 
What  I offer  is  not  a personal  opinion  or  in- 
dividual contribution  to  the  public  health 
philosophy  and  program  of  this  government 
and  society  but  is  the  expression  of  a number 
of  the  most  influential  professional  organiza- 
tions in  our  nation  to  which  we  have  learned 
to  look  for  exact  facts  and  for  leadership  and 
direction  in  matters  of  public  health. 

We  find  ourselves  still  unprepared  for  the 
day-by-day  protection  of  our  own  families, 
schools,  homes,  and  shops  as  we  were  unready 
to  meet  the  emergencies  of  military  organi- 
zation and  industrial  production  for  national 
defense.  It  was  this  rather  humiliating  fact 
that  roused  the  American  Medical  Associa- 
tion in  July,  1942,  the  American  Public 
Health  Association  in  October,  1942,  the 
State  and  Provincial  Health  Officers  of 
North  America  in  March,  1943,  the  State  and 
Territorial  Health  Officers  in  September, 

1946,  and  a gathering  of  sixty-five  of  the 
nationwide  health  and  civic  agencies  of  the 
United  States  in  Princeton  in  September, 

1947,  to  declare  in  almost  identical  resolu- 
tions their  conviction  that  the  foundation  of 
all  constructive  health  protection  was  the 
local  health  department,  that  national  self- 
protection in  the  biologic  and  sanitary  sense 
demanded  total  coverage  of  the  national  area 
and  every  community  of  our  population  with 
units  of  health  jurisdiction  under  full-time, 
professionally  trained  medical  direction,  and 

Read  at  a public  meeting,  State  Medical  Association  of  Texas, 
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that  the  achievement  of  this  goal  was  first 
in  order  of  importance  as  the  basis  of  na- 
tional health. 

There  is  no  difference  of  opinion  among 
competent  students  of  government  or 
throughout  the  professions  that  serve  the 
sciences  on  which  human  health  depends  as 
to  the  desirable  pattern  of  organization,  the 
essential  functions  to  be  performed  at  the 
three  levels  of  government,  the  cost  to  the 
taxpayers  necessary  for  effective  and  eco- 
nomical service,  or  as  to  the  results  which 
such  local  health  units  would  bring  in  terms 
of  life  and  its  enjoyment. 

Precisely  what  these  generalities  amount 
to  is  the  following:  The  six  basic  functions 
of  official*  local  public  health  service  are  the 
same  the  world  around.  These  include  all  the 
necessary  technical  and  professional  activi- 
ties sufficient  to  make  full  use  of  our  present 
knowledge  of  health  protection  and  are 
briefly  described  as : 

1.  Vital  Statistics  (the  reporting,  verifi- 
cation, tabulation,  interpretation,  and  publi- 
cation of  births,  notifiable  diseases,  and 
deaths,  that  is,  the  accounting  or  bookkeeping 
of  life) . 

2.  Control  of  Communicable  Diseases  (in- 
cluding those  of  long  duration  such  as  tuber- 
culosis, syphilis,  malaria,  and  hookworm  dis- 
ease) . 

3.  Environmental  Sanitation  (the  control 
of  water,  human  wastes,  food  and  its  prep- 
aration, service  and  storage,  and  the  working 
conditions  of  all  occupations). 

4.  Public  Health  Laboratory  Service  (by 
which  prompt  and  accurate  diagnostic  and 
analytical  tests  can  be  provided  to  make  items 
2 and  3 effective). 

5.  Hygiene  of  Maternity,  Infancy,  and 
Childhood  (to  include  all  resources  of  protec- 
tion and  health  education  from  the  license  to 
marry,  until  the  offspring  have  reached  their 
own  years  of  physiologic  and  mental  ma- 
turity) . 

6.  Public  Health  Education  (for  all  the 
public  and  for  all  appropriate  purposes  not 
already  met  by  existing  agencies  devoted 
exclusively  to  education) . 

These  six  functions  and  no  more  and  no 
less  suffice  to  apply  existing  knowledge 
through  local  government  to  achieve  optimum 
health  in  any  community. 

The  cost  of  such  a service  with  due  respect 
to  quality  of  personnel,  civil  service  or  merit 
system  of  public  employment,  and  economy  of 
organization  will  be  $1.50  per  capita  if  the 
present  inflated  level  of  salaries  and  living 
costs  prevails.  In  1942,  $1  per  capita  sufficed 
for  the  same  activities  of  local  government. 
The  average  in  1942  in  the  various  states 


was  61  cents  per  capita  or  less  than  9 cents 
per  $100  of  spendable  income.  The  range 
was  from  24  cents  per  capita  in  North  Da- 
kota to  $1.10  per  capita  in  New  Jersey  and 
$1.59  in  the  District  of  Columbia.  There  were 
three  states  besides  North  Dakota  where  less 
than  30  cents  per  capita  was  spent  for  local 
health  work,  (Iowa  25  cents,  Kansas  27 
cents,  and  South  Dakota  28  cents)  and  two 
states  that  spent  between  90  cents  and  $1 
per  capita  (New  York  99  cents,  and  Cali- 
fornia 94  cents). 

In  Mississippi,  with  the  lowest  per  capita 
property  valuation  and  spendable  income,  57 
cents  per  capita  was  spent  for  local  health 
services.  In  Texas  the  expenditure  was  40 
cents  per  capita  or  less  than  8 cents  of  every 
$100  of  spendable  income  (eleven  states 
spending  less  and  thirty-six  spending  more). 

There  are  communities  like  Detroit  where 
$2.50  per  capita  is  spent  for  local  health 
services,  but  I am  discussing  now  the  mini- 
mum essential  services  and  their  cost,  not 
the  most  generous  provision  which  might 
well  be  made. 

A community  of  less  than  50,000  persons 
cannot  afford  to  employ  the  personnel  nec- 
essary to  carry  out  the  six  basic  functions 
described  above.  The  minimum  personnel  for 
a local  health  department  in  such  a popula- 
tion unit  will  consist  of  sixteen  persons  em- 
ployed on  a full-time  basis:  1 medical  offi- 
cer of  health,  1 public  health  or  sanitary 
engineer,  1 assistant  nonprofessional  sani- 
tarian, 10  public  health  nurses  (one  of  whom 
is  of  supervisory  grade),  and  3 persons  for 
secretarial  and  clerical  services.  Not  less 
than  80  per  cent  of  the  total  budget  is  best 
allocated  for  salaries,  the  remainder  being 
spent  for  transportation,  supplies,  and  so 
forth.  It  is  taken  for  granted  that  suitable 
quarters  will  be  provided  by  local  govern- 
ment. 

If  any  local  community,  city,  county,  vil- 
lage, or  town  has  too  small  a population  to 
support  the  minimum  essential  staff  of  a 
local  health  department  as  above  outlined, 
there  should  be  authorization  under  permis- 
sive state  law  to  combine  for  purposes  of 
health  jurisdiction  with  adjacent  commu- 
nities. There  are  such  permissive  laws  in  all 
but  a dozen  states,  though  in  a number  of 
them  the  laws  need  strengthening.  There 
are  thus  created  city,  county,  multi-county, 
and  district  units  of  local  health  administra- 
tion. State  laws  have  in  the  past  authorized 
a total  of  about  38,000  units  of  local  govern- 
ment to  establish  their  own  autonomous 
boards  or  departments  of  health.  There  are 
in  fact  at  present  as  many  as  18,000  of  such 
local  health  organizations,  many  of  them  on 
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part  time,  with  health  officers  inadequately 
supported  to  provide  any  substantial  health 
protection.  Professional  opinion  based  on 
thorough  study  of  all  the  states  is  that  not 
more  than  1,200  local  health  units  are  needed 
to  serve  all  the  people  and  cover  the  areas  of 
the  forty-eight  states. 

SITUATION  IN  TEXAS 

Let  us  see  how  this  pattern  fits  the  ac- 
tual situation  of  Texas  today.  In  1940  the 
six  and  a half  million  people,  distributed  to 
the  extent  of  about  25  persons  per  square 
mile,  were  authorized  by  the  state  law  that 
deals  with  the  duties  of  county  and  city 
health  officers  to  establish  895  local  health 
jurisdictions,  one  in  each  of  the  254  counties, 
in  each  of  the  331  cities,  and  in  the  310  towns 
of  the  state.  Fortunately  this  authorization 
has  not  been  availed  of,  representing  as  it 
does  an  outmoded  and  fantastic  extreme  of 
decentralization  suitable  perhaps  to  an  era 
of  horseback  medicine  and  an  immature  con- 
ception of  the  use  of  the  sciences  as  a func- 
tion of  local  government. 

Under  the  wise  and  progressive  leadership 
of  your  present  state  health  officer,  Dr. 
George  W.  Cox,  and  with  the  cooperation  of 
his  staff  and  officers  of  local  government 
there  have  been  developed  forty-eight  units 
of  local  health  jurisdiction  covering  fifty-six 
counties  and  many  of  their  contained  cities 
and  towns  and  serving  a little  more  than  one- 
half  of  the  present  expanding  population  of 
the  state. 

With  tax  funds  for  support  and  suitable 
personnel  available  it  is  believed  that  the  re- 
maining 194  counties  could  be  well  covered 
by  about  thirty  additional  units,  giving  the 
people  of  the  state  a modern,  well-knit  and 
economical  organization  of  about  seventy- 
seven  units  at  the  local  level,  without  which 
no  effective  state  or  federal  health  service 
is  more  than  a gesture  of  good  will. 

The  committee  on  local  health  units  of  the 
American  Public  Health  Association  in  its 
report  of  1945  recommended  a total  of  eighty 
local  administrative  units  for  Texas,  but  fur- 
ther study  by  the  Texas  State  Department  of 
Health  has  reduced  this  estimate  of  the  prac- 
tical needs  by  three  and  with  this  opinion  the 
Association  is  in  entire  accord. 

It  is  generally  recognized  that  the  first  and 
most  constructive  obligation  of  any  state  de- 
partment of  health  is  to  develop  public  opin- 
ion and  official  support  for  such  local  health 
organization  as  will  deliver  to  the  ultimate 
consumer,  the  families,  school  children,  shops 
and  factories  throughout  the  state,  the  per- 
sonal guidance  and  official  enforcement  of 
sanitary  law  upon  which  the  health  of  the 
people  depends. 


Health  protection  cannot  be  provided  for 
the  people  of  the  United  States  by  the  fed- 
eral government  except  in  respect  to  interna- 
tional sanitary  conventions  and  interstate 
commerce  control,  because  each  sovereign 
state  retains  its  own  police  powers,  and  health 
protection  is  included  under  the  general  pro- 
vision of  police  powers  of  the  states. 

The  federal  government  cannot  engage  in 
any  state  or  local  health  work  except  at  the 
invitation  and  with  the  specific  consent  of 
the  governor  of  the  state  concerned.  The  fed- 
eral health  agencies  serve  consultative,  ad- 
visory, standardizing,  educational,  and  re- 
search functions,  but  the  actual  services 
within  a state  must  be  provided  by  state  or 
local  government. 

State  laws  delegate  to  local  jurisdictions 
the  functions  of  public  health  service,  re- 
taining at  the  state  capitol  such  advisory, 
regulatory,  consultative,  and  supervisory 
powers  as  are  defined  in  the  public  health 
acts  of  the  state  legislature. 

The  actual  work  of  public  health  as  a 
function  of  government  is  done  in  the  local 
community  by  persons  paid  by  and  respon- 
sible to  the  elected  officers  of  local  govern- 
ment. It  is  the  day-by-day,  person-to-per- 
son,  house-to-house  contact  between  the  staff 
of  the  local  health  department  and  the  peo- 
ple of  the  community  that  constitutes  mod- 
ern effective  public  health  service. 

Every  member  of  the  staff  of  the  local 
health  department  is  a health  educator  and 
every  act  of  supervision,  enforcement  of  san- 
itary law,  or  advice  in  personal,  shop,  school, 
or  home  hygiene  must  carry  with  it  a les- 
son, must  teach  the  principles  of  healthy  liv- 
ing, and  must  enlist  the  eager  cooperation 
and  active  interest  of  the  person  or  fam- 
ily or  employee  concerned. 

In  the  interest  of  good  administration  and 
economy  it  is  assumed  that  cities  and  towns 
within  single  or  multi-county  units  will  be 
included  in  the  same  single  unit  of  health 
jurisdiction.  If  the  provision  of  such  unit  or- 
ganization as  is  here  proposed  is  accepted 
in  principle,  it  would  be  according  to  our 
democratic  habit  of  development  to  create 
public  opinion  and  demand  for  completion  of 
the  job  now  well  advanced. 

If  in  the  course  of  the  past  eighty-three 
years  since  the  first  multi-county  Metro- 
politan Board  of  Health  of  the  City  of  New 
York  was  established  in  1865  we  have  pro- 
vided full-time  local  health  departments  to 
serve  67  per  cent  of  our  population  as  of 
July  1,  1947,  is  it  not  timely  that  we  should 
now  complete  the  job  for  the  care  of  the  more 
than  40,000,000  of  our  fellow  Americans  who 
today  live  in  communities  lacking  anything 
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realistic  and  competent  in  the  way  of  public 
health  protection? 

And  may  I say  in  passing  that  I am  using 
the  term  public  health  in  the  technical  and 
professional  sense  and  not  as  a popular  jour- 
nalistic or  political  phrase.  By  public  health 
services  I mean  the  application  of  the  sci- 
ences of  preventive  medicine  through  gov- 
ernment for  social  ends,  as  distinct  from  med- 
ical care  of  the  sick  which  consists  of  facil- 
ities and  services  of  diagnosis  and  treat- 
ment of  the  individual  patient  by  physicians 
or  medical  institutions.  All  private  medical 
practice  includes  a large  content  of  individ- 
ually applied  preventive  medicine.  This  lat- 
ter is  not  public  health  work,  which  is  con- 
cerned with  the  mass,  with  the  community 
rather  than  with  the  ills  of  persons  or  their 
guidance  to  health  by  physicians  as  private 
practitioners. 

It  will  be  found,  I am  informed,  that  about 
half  of  the  population  of  Texas  are  now  liv- 
ing in  communities  both  urban  and  rural 
which  lack  the  simplest  basic  services  of  a 
local  health  department.  To  be  half  free 
and  half  slaves  to  ignorance  and  neglect  of 
the  resources  of  modern  preventive  medical 
science  is  not  a condition  for  the  people  of 
any  one  of  our  forty-eight  federated  com- 
monwealths. Texans  are  not  so  unfortunate 
as  are  the  people  of  Iowa  where  only  about  5 
per  cent  of  the  population  is  served  by  full- 
time local  health  departments,  nor  is  Texas 
among  the  states  that  have  organized  such 
health  facilities  for  every  county  and  their 
entire  populations  (Alabama,  Delaware, 
Maryland,  New  Mexico,  and  South  Carolina) . 

How  do  we  go  about  the  undertaking? 
Where  do  we  begin?  What  shall  be  the  goal 
in  time  and  quantity? 

PLAN  FOR  DEVELOPMENT 

There  is  an  order  of  development  built 
out  of  the  experience  of  such  states  as  Flor- 
ida, Illinois,  California,  and  Michigan.  First 
comes  a review  of  state  laws  to  learn  what 
is  lacking  to  permit  convenient  collaboration 
of  adjacent  communities  for  health  service, 
subject  to  approval  by  the  State  Department 
of  Health.  Next  in  importance  is  protection 
against  political  maneuvering  in  the  selec- 
tion and  retention  of  qualified  health  per- 
sonnel. Third  is  such  structure  of  law  levy- 
ing and  appropriating  tax  monies  for  sup- 
port of  local  health  departments  as  will  as- 
sure at  least  the  $1.50  per  capita  annually 
for  the  health  department  for  a well  bal- 
anced program  of  duties  and  services,  and 
for  such  assistance  through  the  allocation  of 
funds  by  the  State  Department  of  Health 
from  either  state  or  federal  sources  as  may 
be  needed  to  supplement  local  tax  monies  in 


economically  disadvantaged  sections  of  the 
state. 

If  the  local  governing  or  appropriating 
body  of  an  impoverished  community  cannot 
contribute  more  than  50  per  cent  of  the 
budget  for  local  health  service,  the  remain- 
der, in  the  ratio  of  perhaps  30  per  cent  and 
20  per  cent,  may  be  forthcoming  from  state 
and  federal  grants,  respectively.  It  is  pre- 
cisely for  this  purpose  that  the  so-called  Sal- 
tonstall-Hill  bill  to  aid  local  health  depart- 
ments has  been  introduced  recently  in  Con- 
gress with  the  active  support  of  the  27,000 
parent-teachers  associations  and  of  the  Amer- 
ican Public  Health  Association,  the  State  and 
Territorial  Health  Officers,  the  National 
Health  Council,  and  other  influential  health 
and  civic  organizations. 

In  Illinois  some  seventeen  pieces  of  legis- 
lation were  found  desirable  to  facilitate  the 
all-out  drive  for  coverage  of  the  state  with 
local  health  departments.  Similar  action 
was  taken  in  California  and  New  York  even 
to  the  extent,  in  the  former,  of  specifying  the 
functions  and  to  some  extent  the  quality  of 
health  services  expected  of  local  health  de- 
partments. 

It  must  be  clearly  within  the  law  that  it 
is  a major  function  of  the  state  department 
of  health  to  plan  for,  promote,  and  assist  in 
every  way  the  development  of  well  organized, 
staffed,  and  financed  local  health  units. 

All  of  this  enabling,  permissive,  and  de- 
scriptive regulatory  legislation  is  a matter 
primarily  for  the  state  health  officer  to  or- 
ganize and  support  with  popular  assistance 
through  the  legislature. 

This  brings  us  to  the  second  functional 
structure  to  be  created,  a statewide  public 
health  council  or  committee  to  act  as  the 
spearhead  of  public  demand  and  opinion.  In 
some  states  such  a state  committee  on  local 
health  services  has  been  appointed  by  the 
governor.  Elsewhere  such  a group  has  been 
created  by  cooperative  interest  of  citizens, 
farmer  or  Grange,  labor,  professional  and 
press  organizations,  women’s  clubs,  and  so 
forth.  Such  a committee  has  been  found 
indispensable  for  progress  in  the  field  of  leg- 
islative appropriation  policies  and  for  follow- 
ing through  to  see  that  local  governing  bodies 
avail  themselves  of  the  opportunity  of  co- 
operative action. 

The  next  step  is  the  specific  proposal  by 
local  citizen  groups  that  city  councils,  county 
commissioners,  and  other  executive  officers 
of  government  take  the  necessary  steps  to 
create  units  of  health  jurisdiction  large 
enough  in  population  to  support  efficient  and 
economical  services  as  above  described. 

Science  has  outstripped  the  mechanism  of 
social  organization.  Democracy  has  bun- 
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gled  in  putting  new  knowledge  to  work.  The 
village  and  township  road  commissioners 
have  been  succeeded  by  state  highway  engi- 
neers. Union  and  consolidated  schools  are 
replacing  the  one  room,  one  teacher  multi- 
grade school.  We  still  have  40,000,000  peo- 
ple living  in  the  colonial  or  pioneer  stage  of 
public  health  services  because  grandparents 
think  that  what  was  good  enough  for  them 
will  suffice  for  following  generations. 

The  future  is  in  the  hands  of  the  healthy 
of  today. 

Let  us  prove  by  democratic  action  that  we 
want  and  insist  upon  having  for  all  our  fel- 
low Americans  the  best  service  which  the 
sciences  of  preventive  medicine  can  provide. 
Only  through  local  initiative,  local  sense  of 
responsibility,  local  support  can  the  structure 
of  national  health  be  built.  Texans  must  stop 
looking  to  Washington  for  direction,  policies, 
grants-in-aid,  and  personnel  assistance,  and 
instead  take  the  fate  of  this  state  and  its 
people’s  health  into  their  own  hands.  Texans 
have  the  professional  leadership.  They  have 
abundant  wealth  for  so  elementary  a func- 
tion of  representative  government.  There 
has  been  lacking  the  will  to  finish  the  job, 
the  ambition  for  an  adequate  service  for 
health.  May  God  speed  the  people  of  Texas 
to  achievement  of  this  goal. 

156  East  79th  Street,  New  York  21. 
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Before  health  programs  can  be  organized 
to  meet  local,  state,  or  national  needs,  it  is 
necessary  that  there  be  a more  definite  un- 
derstanding of  the  functions  of  local,  state, 
and  federal  health  agencies.  During  the  war 
with  rapid  changes  in  population,  serious 
health  problems  often  arose  within  a short 
time  and  in  areas  where  local  governments 
were  totally  unprepared  to  meet  the  wartime 
needs  of  the  area.  It  became  necessary  in  the 
interest  of  national  defense  for  the  state  and 
federal  governments  to  provide  at  the  local 
level  services  that  they  should  never  be  ex- 
pected to  provide  in  normal  times.  It  is 
highly  important  that  all  the  agencies  in- 
volved begin  to  try  to  plan  programs 
at  their  respective  level  which  are  con- 
sistent with  good  administrative  practices. 
Local  health  departments  should  assume 
their  generally  accepted  responsibilities  as 
soon  as  possible  and  state  and  federal  health 
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departments  should  withdraw  from  those 
health  activities  which  are  the  functions  of 
the  local  health  departments. 

During  the  war  it  was  rightly  contended 
that  in  the  interest  of  national  defense,  it 
was  much  more  important  that  the  health 
needs  of  the  locality,  state,  or  nation  be  met 
than  it  was  to  determine  the  responsibilities 
for  providing  the  required  services.  It  has 
been  contended  by  some  that  even  in  peace- 
time where  a locality  does  not  provide  the 
required  health  protection  services,  it  is  the 
responsibility  of  the  state  to  provide  them, 
and  if  a state  does  not  meet  its  responsibili- 
ties in  a public  health  way,  the  federal  gov- 
ernment should  meet  them.  Such  a policy  in 
the  end  will  impose  a heavy  burden  of  taxa- 
tion and  a pyramiding  of  health  expendi- 
tures upon  the  populous  areas  or  cities  where 
health  consciousness  has  been  most  develop- 
ed. In  other  words,  the  burden  for  providing 
health  services  for  all  localities  in  the  state 
or  all  states  of  the  United  States  will  fall 
upon  those  sections  of  the  country  where  the 
people  are  most  willing  to  pay  for  health 
services.  It  is  believed  that  more  would  be 
achieved  if  a higher  percentage  of  the  fed- 
eral and  state  funds  available  was  spent  in 
educating  those  states  and  localities  where 
health  consciousness  has  not  been  developed 
to  assume  their  own  responsibilities  rather 
than  in  providing  services  for  them.  It  is  ad- 
mitted that  it  may  be  necessary  for  the  state 
to  provide  some  services  at  the  local  level  in 
order  to  educate  people  to  appreciate  the 
benefits  to  be  derived  from  an  adequate 
health  program. 

A lot  has  been  said  in  the  past  about  the 
ability  of  a locality  or  a state  to  pay.  In  many 
cases  a willingness  to  pay  and  an  ability  to 
pay  have  been  confused.  In  Texas  we  have  a 
condition  where  most  of  the  assessed  prop- 
erty values  and  most  of  the  taxable  indus- 
tries are  located  in  the  larger  cities.  There 
is  a tendency  for  county  governments  to 
assess  taxes  as  low  as  possible  in  order  to 
send  as  little  money  to  the  state  as  possible. 
The  larger  cities  must  assess  their  properties 
higher  to  support  other  essential  municipal 
services.  It  should  be  borne  in  mind  that 
whatever  money  the  State  Department  of 
Health  provides  to  establish  local  health 
units  will  come  to  a large  extent  from  fed- 
eral grants  or  taxes  from  the  larger  cities  of 
the  state,  and  it  is  believed  these  cities  should 
receive  in  return  from  the  State  Department 
of  Health  grants-in-aid  or  services  somewhat 
commensurate  with  their  contribution  to  the 
program.  Some  of  the  tax  money  obtained 
from  cities  by  state  or  federal  taxation  could 
be  returned  to  the  cities  by  grants-in-aid  for 
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the  control  of  special  diseases  or  conditions 
which  are  state  or  national  in  character  as 
well  as  local,  such  as  tuberculosis,  syphilis, 
and  cancer.  It  is  unfair  to  the  large  cities  of 
this  country  to  impose  taxes  to  maintain  local 
health  units  in  sparsely  populated  counties 
where  health  programs  cannot  be  operated 
upon  an  economical  basis  and  where  the  rela- 
tive needs  will  not  compare  with  the  needs 
for  such  a program  in  a more  populous  area. 
The  grants-in-aid  cannot  be  based  entirely 
upon  need  or  ability  to  pay  where  assessed 
valuation  is  used  as  a criterion  for  such  de- 
termination because  low  valuation  may  be 
due  to  the  manipulation  of  county  officials 
in  order  to  save  state  taxes  and  a reflection 
of  apathy  toward  public  health.  Local  income 
has  been  suggested  as  a criterion  for  de- 
termination of  ability  to  pay.  This  may  not 
be  a good  index  because  the  area  may  be 
characterized  by  a high  absentee  ownership 
rate. 

ESSENTIALS  FOR  EFFECTIVE  PROGRAM 

A health  program  whether  it  be  local, 
state,  or  national  must  begin  with  the  people. 
There  are  some  basic  essentials  which  are 
necessary  to  an  effective  health  program  at 
either  the  state  or  local  level. 

1.  There  must  be  a thorough  appreciation 
upon  the  part  of  the  people  of  the  area  of 
the  need  for  and  the  value  of  established 
procedures  of  health  protection  and  health 
promotion.  This  understanding  of  the  value 
and  need  of  health  protection  must  be  suf- 
ficient to  motivate  the  people  to  seek  the 
services  from  those  qualified  to  render  them. 
It  must  be  sufficiently  broad  in  scope  to  pro- 
vide sufficient  backing  and  maintenance  of 
a strong,  official,  full-time  health  depart- 
ment to  serve  as  a backbone  for  the  develop- 
ment of  adequate  health  protection  and 
health  promotion  services. 

2.  There  must  be  within  the  area  a suf- 
ficient number  of  professional  persons,  phy- 
sicians, dentists,  nurses,  engineers,  veterin- 
arians, and  so  forth,  willing  and  capable  of 
rendering  the  necessary  services  in  health 
protection  and  health  promotion. 

3.  The  health'  department  must  be  in  po- 
sition to  provide  or  see  that  necessary  pre- 
ventive services  are  provided  for  those  who 
are  unable  to  secure  them  through  their  own 
resources. 

4.  There  should  be  a program  of  environ- 
mental sanitation  to  provide  adequate  pro- 
tection against  environmental  factors  over 
which  the  individual  has  little  or  no  control. 

5.  To  achieve  this  a strong,  adequately 
staffed,  full-time  health  department  is  a first 
requisite  for  the  attainment  of  the  other  basic 
essentials  of  a modern  health  program.  To 


the  statement  with  reference  to  professional 
personnel  it  might  be  added  that  a sufficient 
number  of  people  must  reside  in  the  locality 
and  that  sufficient  capital  must  be  forthcom- 
ing from  some  source  to  justify  the  person- 
nel. It  is  conceivable  that  there  may  be 
enough  people  without  the  necessary  capital 
available  locally  but  it  is  unfair  to  the  tax 
paying  public  to  collect  state  taxes  from  large 
cities  where  there  exists  population  and  capi- 
tal to  support  a health  unit  where  there  is 
neither  population  nor  capital  sufficient  to 
permit  an  economical  administration  of  a 
public  health  program.  It  is  generally  agreed 
that  it  is  not  economical  to  attempt  to  admin- 
ister a full-time  balanced  health  program  to 
population  units  of  less  than  from  50,000  to 
60,000  people.  Except  under  most  unusual 
conditions,  where  the  population  is  less,  there 
is  not  sufficient  aggregation  of  the  popula- 
tion to  create  health  hazards. 

LOCAL  LEVEL 

The  vast  majority  of  public  health  services 
should  be  provided  at  the  local  level.  A local 
health  department  should  provide  profession- 
al services  necessary  for  the  control  of  com- 
municable diseases,  promote  a definitive  pro- 
gram for  the  control  of  infant  and  maternal 
mortality,  and  maintain  the  necessary  statis- 
tical division  not  only  for  the  registration  of 
deaths  and  births  but  for  the  proper  analysis 
of  vital  statistics  necessary  to  the  determina- 
tion of  the  needs  of  the  community  and  for 
measuring  accomplishments  in  public  health 
services.  It  should  also  maintain  a division 
of  environmental  sanitation  for  the  control 
of  local  water  supplies,  sewage  disposal,  or 
any  other  environmental  health  problems 
which  the  community  finds  it  necessary  to 
meet  upon  a collective  basis. 

To  afford  a proper  distribution  of  profes- 
sional services  to  the  public,  an  adequate 
nursing  service  is  indispensable. 

Every  health  department  should  have  a 
program  for  health  education  even  if  the 
department  is  not  sufficiently  large  to  pro- 
vide an  expert  in  health  education.  In  com- 
munities not  sufficiently  large  to  employ  an 
educational  director,  a large  amount  of  the 
public  health  education  must  be  done  through 
physicians,  nurses,  sanitarians,  and  other 
health  department  employees  who  are  in 
close  contact  with  the  public.  A local  health 
department  should  also  provide  or  see  to  the 
provision  of  necessary  medical  care  for  per- 
sons unable  to  secure  it  through  their  own 
resources. 

There  are  many  public  health  services 
which  must  be  purchased  at  the  state  level. 
There  are  a number  of  services  which  are 
not  economical  to  provide  or  administer  at 
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the  local  level.  There  are  many  laboratory 
tests  which  are  expensive  and  which  are  not 
used  frequently  enough  to  justify  a local 
health  department  to  provide  but  are  essen- 
tial to  a well  rounded  local  health  program. 
It  is  therefore  necessary  to  have  the  support 
of  a good  state  department  of  health  and 
a good  national  health  service  to  pro- 
vide adequate  local  services.  There  are 
some  services  which  it  may  not  be  eco- 
nomical to  administer  upon  a state  level  and 
which  it  is  best  to  provide  at  the  national 
level.  It  may  be  that  the  volume  is  not 
sufficient  to  justify  even  the  state  de- 
partment of  health  equipping  itself  with 
necessary  personnel  and  facilities  to  serve 
the  limited  area  of  a state.  A good  ex- 
ample of  such  services  may  be  laboratory 
services.  In  many  cases  it  would  not  be  sound 
for  a local  health  department  to  provide  all 
the  services  and  it  may  not  be  practical  for 
the  state  to  provide  all  of  them,  but  the  serv- 
ices may  be  sufficiently  important  that  it  is 
imperative  for  them  to  be  provided  some- 
where ; in  this  case  it  should  be  at  the  nation- 
al level. 

A good  example  of  such  services  is  an  in- 
dustrial hygiene  program.  Certain  elements 
of  an  industrial  hygiene  program  can  be  ad- 
ministered from  the  local  level  but  it  may  be 
impractical  and  not  economical  to  provide 
some  types  of  special  services  through  local 
health  departments.  In  such  cases  it  is  neces- 
sary that  the  state  provide  an  industrial  hy- 
giene program  sufficient  to  meet  the  special 
needs  in  the  different  communities  of  the 
state  or  make  arrangements  with  the  federal 
health  service  to  provide  the  necessary  serv- 
ices. It  would  seldom  be  practical  for  a local 
health  department  to  employ  a full-time  en- 
tomologist but  when  the  services  of  an  en- 
tomologist are  needed  it  may  become  impera- 
tive and  absolutely  essential  to  supply  such 
services.  In  these  instances,  the  local  health 
department  should  be  able  to  call  upon  the 
state  department  of  health  to  provide  the 
services.  The  state  department  of  health  with 
a much  larger  area  and  a larger  population 
could  use  the  services  of  an  entomologist  ef- 
fectively in  its  research  program  and  to 
render  consultant  services  to  communities 
when  it  is  needed. 

If  a local  health  department  is  to  maintain 
an  adequate  division  of  vital  statistics,  it  is 
necessary  that  it  be  supported  by  a first  class 
statistical  division  in  the  state  department 
of  health.  The  death  rates  and  morbidity 
rates  for  a given  locality  cannot  be  corrected 
or  interpreted  unless  the  local  department  re- 
ceives reliable  and  current  reports  from  a 


state  division  of  vital  statistics  and  the  state 
epidemiologist. 

There  are  any  number  of  situations  which 
may  arise  in  a locality  which  may  require 
the  consulting  services  of  experts  of  a type 
which  it  would  be  impractical  for  a local 
health  department  to  employ.  It  is  the  func- 
tion of  the  state  department  of  health  to  pro- 
vide, if  possible,  the  best  consulting  services 
available  or,  if  it  cannot  supply  them  itself 
upon  an  economical  basis,  to  obtain  them 
through  some  arrangement  with  the  federal 
government. 

STATE  LEVEL 

Briefly,  the  major  functions  of  a state 
health  department  should  be : 

1.  To  formulate  rules  and  regulations, 
plans  and  policies  which  will  tend  to  assure 
the  greatest  degree  of  health  protection  and 
health  promotion  for  the  people  of  the  state. 

2.  To  promote  the  establishment  of  full- 
time health  departments  in  all  areas  over  the 
state  which  do  not  have  such  departments. 

3.  To  render  consultation  and  advisory 
field  services  to  local  full-time  health  units. 

4.  To  accomplish  the  most  effective 
means  of  raising  the  level  of  performance  in 
local  health  departments. 

5.  To  render  to  local  areas  in  addition  to 
emergency  services  and  consultation  and  ad- 
visory services  only  such  direct  services  as 
are  unfeasible  or  uneconomical  of  local  pro- 
curement, such  as  highly  technical  engineer- 
ing services,  specialized  epidemiologic  serv- 
ice, analyses  of  vital  statistics,  industrial  hy- 
giene services,  and  certain  public  health  lab- 
oratory examinations. 

6.  To  provide  such  regulatory  and  licens- 
ing functions  as  may  be  prescribed  by  the 
state  or  as  are  necessary  from  a state  level. 

7.  To  create  public  opinion  which  will 
lead  to  an  appreciation  of  the  needs  for  full- 
time health  departments  for  the  benefit  of 
the  state  and  the  community. 

8.  To  conduct  research  designed  to  im- 
prove administrative  practices  and  to  plan 
or  direct  the  supervision  and  the  stimulation 
and  guidance  of  an  effective  program  for  the 
provision  of  medical  and  hospital  care. 

9.  To  provide  the  machinery  for  the  co- 
ordination of  the  activities  of  the  local  units. 
The  state  health  department  should  encour- 
age as  much  uniformity  in  enforcement  and 
administration  as  practical.  The  use  of  health 
regulations  to  create  local  business  monop- 
olies should  be  discouraged ; such  regulations 
are  injurious  to  business  and  public  health 
progress. 

In  the  promotion  of  county  health  units  or 
local  health  services,  it  is  important  that  the 
state  department  of  health  sell  the  needs  of 
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such  a health  program  to  the  community. 
The  community  should  consider  the  health 
program  as  its  own ; one  that  the  state  is 
helping  with  but  not  something  which  is  giv- 
en by  the  state  department  of  health  and  ad- 
ministered from  the  state  capitol.  The  per- 
sonnel should  develop  a primary  obligation 
immediately  to  the  population  and  to  the  unit 
it  serves.  The  personnel  should  be  selected  by 
local  officials  and  the  local  government 
should  be  made  to  feel  responsible  for  the 
operation  of  the  unit.  Where  possible  the 
salaries  should  be  paid  through  the  local  gov- 
ernment unit.  It  is  the  function  of  the  state 
department  of  health  to  see  that  certain 
standards  are  met  in  the  selection  of  the  per- 
sonnel anch  in  the  administration  of  services 
but  when  a local  health  unit  is  established 
it  should  be  administered  locally.  The  state 
department  of  health  should  exercise  only 
such  supervision  as  necessary  to  insure  the 
selection  of  qualified  personnel  and  the  prop- 
er expenditure  of  state  and  federal  monies 
for  public  health  purposes.  As  a rule  the  local 
people  are  much  more  cognizant  of  the  health 
needs  than  state  officials.  They  know  much 
better  what  the  people  will  accept  and 
how  to  sell  a public  health  program  to  a 
locality.  The  people  usually  have  confidence 
in  the  local  mayor  or  county  judge  or  they 
would  never  have  been  elected  to  their  posi- 
tions. A health  program  of  any  kind  can  best 
be  made  to  fit  the  community  rather  than 
the  community  made  to  fit  a public  health 
plan  originated  in  some  school  of  public 
health.  After  the  local  people  have  been  suf- 
ficiently educated  as  to  what  constitutes  ac- 
cepted public  health  procedures  they  can  be 
depended  upon  to  administer  them  more 
economically  and  more  to  the  satisfaction  of 
the  public  than  a state  or  federal  agency. 

There  are  many  arguments  offered  for 
consolidation  of  city-county  health  units  or 
for  the  state  taking  over  certain  health  re- 
sponsibilities. The  argument  is  often  heard 
that  a pathologic  bacillus  knows  nothing 
about  city  limits  or  county  boundaries;  we 
might  even  go  further  and  say  that  the 
bacillus  knows  nothing  about  state  boun- 
daries. This  argument  could  be  used  for  the 
abolition  of  all  state  health  departments.  We 
might  go  still  further  and  say  that  a bacillus 
does  not  know  a national  boundary.  This 
argument  could  be  used  for  abolition  of 
national  health  departments  and  the  admin- 
istration of  all  health  activities  by  an  inter- 
national agency.  When  we  talk  of  consolida- 
tion and  abolition  of  health  administrative 
units,  it  should  be  remembered  that  the  prac- 
tical phases  of  administration  may  be  more 
important  than  the  peculiarities  of  bacteria. 


It  is  important  that  cities  and  counties  where 
each  has  less  than  50,000  population  con- 
solidate to  form  an  economical  administra- 
tive unit.  In  cities  and  counties  where  the 
populations  are  larger  or  the  population  of 
either  city  or  county  is  over  60,000  the  only 
reason  for  such  consolidation  is  that  the  com- 
bined unit  can  have  more  highly  qualified  key 
personnel  and  make  their  services  available 
at  the  local  level.  It  also  gives  the  unit  a 
larger  budget  and  permits  greater  flexibility 
of  administration. 

FEDERAL  LEVEL 

There  are  many  problems  such  as  stream 
pollution  where  a river  or  stream  may  pass 
through  several  states  or  form  a state  boun- 
dary where  the  assistance  of  the  federal  gov- 
ernment is  indispensable.  The  federal  govern- 
ment has  an  important  function  of  providing 
services  which  it  is  impractical  to  provide  at 
the  state  or  local  level.  It  is  important  also 
that  the  federal  government  devote  a lot  of 
time  to  studies  and  research  for  the  purpose 
of  evaluating  certain  types  of  health  services. 
Information  gained  from  these  studies  can  be 
used  for  the  improvement  of  local  and  state 
health  departments.  Another  important  func- 
tion of  the  federal  health  agencies  is  the  co- 
ordination of  activities  of  the  state  health 
departments  to  achieve  maximum  accom- 
plishments with  the  state  and  federal  facili- 
ties available. 

There  is  need  of  a thorough  understanding 
and  agreement  as  to  what  services  and  the 
amount  of  these  services  which  should  be 
provided  at  the  federal,  state,  and  local  levels. 
Without  such  understanding  it  is  impossible 
for  the  federal,  state,  or  local  governments 
to  prepare  a sensible  budget  based  upon 
health  needs.  Unless  there  is  some  agreement 
of  the  functions  of  health  programs  at  the 
different  levels,  unnecessary  pyramiding  of 
expenditures  will  occur.  A lot  of  damage  will 
be  done  to  public  health  appropriations  in 
general. 

The  only  test  of  whether  or  not  a service 
should  be  provided  at  a local,  state,  or  nation- 
al level  should  be  whether  or  not  it  is  feasible 
or  economically  sound  for  the  local  health 
department  to  provide  the  services.  Where  it 
is  feasible  and  economically  sound  from  the 
standpoint  of  overhead  and  cost,  all  health 
services  should  be  provided  at  the  local  level 
and  community  consciousness  should  be  stim- 
ulated to  the  point  to  appreciate  and  support 
the  necessary  health  protection  and  promo- 
tion services. 

ABSTRACT  OF  DISCUSSION 

Dr.  Harold  M.  Williams,  Fort  Worth:  I think  Dr. 
Bass  covered  the  high  points  of  this  rather  broad  sub- 
ject in  an  excellent  manner.  There  are  a few  points 
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about  the  responsibilities  and  duties  of  official  health 
agencies,  however,  that  I would  like  to  emphasize. 
One  of  these  is  the  responsibility  of  the  local  health 
unit  to  the  community  which  it  serves. 

The  first  responsibility  of  the  city  or  county 
health  department  is  to  the  people  of  the  city  or 
county,  the  taxpayers  and  the  local  governmental 
authorities.  Policies  must  be  in  keeping  with  the 
general  policies  of  the  city  or  county  governing  body 
but  must  conform  to  the  best  accepted  public  health 
practices.  The  state  law  governing  health  practices 
and  policies  of  the  state  health  department  must 
also  be  taken  into  consideration,  as  was  brought  out 
in  Dr.  Bass’s  paper.  Also,  if  any  local  health  agency 
wishes  to  serve  its  community  to  the  fullest  extent, 
there  must  be  the  full  approval  by  the  local  medical 
society  of  the  entire  program.  However  you  may 
look  at  it,  the  public  health  in  its  final  analysis  is 
dependent  on  the  members  of  the  medical  profession. 
The  doctor  always  has  been  and  always  will  be,  I 
trust,  the  guardian  of  the  health  of  the  people. 

Another  matter  relative  to  the  general  duties  of 
health  agencies  is  the  importance  of  health  educa- 
tion in  their  programs.  Again,  this  is  more  impor- 
tant from  the  local  angle  than  at  state  and  federal 
levels,  but  all  three  have  a great  responsibility  in 
making  the  public  aware  of  the  need  of  good  health 
and  the  devious  means  it  can  be  attained  and  kept 
through  a well  conducted  public  health  program. 
Every  contact  by  any  member  of  a health  agency 
should  be  primarily  an  educational  experience.  This 
is  a person  to  person  contact  and  if  the  service  is 
given  in  an  appropriate  manner,  it  is  the  best  of  all 
means  of  health  education.  In  addition  there  is  the 
responsibility  to  use  all  publicity  and  health  infor- 
mation disseminating  facilities  available,  such  as  the 
press,  radio,  distribution  of  literature,  talks,  motion 
pictures,  and  classes. 

Every  public  health  worker  should  realize  that  no 
matter  what  his  particular  duty  in  the  health  or- 
ganization may  be,  to  prevent  disease  and  promote 
health  is  his  main  objective  and  everything  he  does 
and  says  should  be  to  further  that  end. 

Dr.  L.  P.  Walter,  Austin:  I recently  attended  a 
meeting  of  the  National  Association  of  State  Di- 
rectors of  Local  Health  Services  in  Topeka,  Kan. 
During  the  conference  we  inspected  the  Topeka 
Health  Department,  which  handles  indigent  medical 
care.  In  Texas  it  is  not  the  policy  of  standard  health 
units  to  include  indigent  medical  care.  What  is  your 
reaction  of  this  policy? 

Dr.  Bass,  closing:  Dr.  Williams  is  correct  when  he 
says  that  if  a local  health  service  wishes  to  serve 
the  community  with  maximum  efficiency,  it  should 
have  the  approval  of  the  local  medical  society.  The 
support  of  competent  and  influential  physicians  in 
the  community  is  essential  to  the  success  of  a local 
health  program.  However,  the  health  officer  is  a 
public  official  and  is  directly  responsible  to  the  gov- 
ernment that  employs  him.  He  should  not  permit,  if 
possible  to  avoid  it,  antagonistic  groups  in  the  local 
medical  society  to  block  progress  in  public  health 
contrary  to  the  wishes  and  best  interest  of  the  ma- 
jority of  the  people.  Many  physicians  who  have 
opposed  health  programs  in  the  beginning  have  ap- 
proved them  after  observing  the  results. 

Dr.  Walters  l-equested  an  opinion  of  health  depart- 
ment responsibility  in  the  medical  care  of  the 
indigent.  It  is  believed  that  the  health  officer  should 
satisfy  himself  that  an  adequate  service  for  indigents 
is  available.  Where  there  is  a city-county  hospital, 
care  should  be  provided  by  a physician  or  physicians 
from  the  hospital.  In  other  counties,  it  should  be  pro- 
vided by  a county  physician  or  the  health  officer.  It 
is  most  important  that  this  service  be  available  and 
of  much  less  importance  who  does  it. 


STATISTICAL  DATA  IN  PREVENTIVE 
MEDICINE  AND  PUBLIC  HEALTH 
ADMINISTRATION 

L.  P.  WALTER,  M.  D„  M.  P.  H. 

Director,  Local  Health  Services 
State  Health  Department 
AUSTIN,  TEXAS 

City  health  officers,  county  health  officers, 
and  health  unit  directors  realize  the  value  of 
statistical  data.  The  importance  of  statistics 
was  greatly  emphasized  during  the  last  war, 
and  every  day  now  local  newspapers  carry 
stories  about  wars  and  rumors  of  wars. 
When  the  radio  is  tuned  to  a favorite  com- 
mentator, he  will  frequently  quote  statistics 
about  the  population  of  various  countries, 
and  their  relationship  to  future  wars.  Bac- 
terial warfare  and  adequate  public  health 
defenses  are  widely  discussed.  Official  pub- 
lic health  departments  render  an  important 
service  in  furnishing  reliable  statistics  to 
diplomats  and  leaders  when  wars  are  dis- 
cussed. 

Statistics  are  classified  facts  respecting 
any  particular  class  or  interest,  especially 
those  facts  which  can  be  stated  in  numbers. 
Most  official  health  departments  think  in 
terms  of  vital  statistics  when  the  word 
“statistics”  is  mentioned.  Too  little  thought 
is  given  to  the  statistics  which  relate  to  cost 
accounting.  The  statistical  data  which  are 
available  in  the  business  office  should  be 
carefully  studied  and  evaluated,  as  well  as 
the  material  which  exists  in  the  Vital  Statis- 
tics Division,  in  order  to  correlate  the  activi- 
ties and  develop  sound  public  health  pro- 
grams which  are  balanced  and  place  the  em- 
phasis where  it  is  needed  most. 

Vital  statistics  is  the  numerical  registra- 
tion and  tabulation  of  population,  marriages, 
births,  deaths,  and  diseases,  coupled  with 
analyses  of  the  resulting  numerical  phenom- 
ena. Accounting  draws  from  the  results  fur- 
nished by  the  bookkeeper  inferences  as  to 
the  condition  and  conduct  of  a business.  Cost 
accounting  is  any  system  of  accounts  which 
reveals  the  cost  elements  incident  to  produc- 
tion. In  the  new  economy  in  the  United 
States,  which  is  based  on  an  open  market  and 
free  competition,  the  importance  of  cost  ac- 
counting, as  related  to  vital  statistics,  will  be 
greatly  emphasized.  Especially  will  these  two 
activities  receive  important  attention  in  the 
expenditure  of  public  funds,  since  all  official 
health  departments  should  conduct  their  pro- 
gram in  such  a way  that  the  taxpayer  can 
always  see  that  he  is  receiving  full  value  for 
money  expended.  The  main  objective  of  a 
health  department,  of  course,  is  to  reduce 
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morbidity  and  mortality,  but  at  the  same 
time,  in  the  efforts  to  lower  morbidity  and 
mortality,  accurate  accounting  records  can 
be  maintained. 

Can  you  prove  that  you  are  spending  pub- 
lic health  funds  wisely?  In  your  various 
clinics  can  you  justify  your  choice  of  proce- 
dure in  operation,  since  full-time  personnel, 
part-time  personnel,  and  fee  for  service  ar- 
rangements are  frequently  possible?  Do  your 
clinics  and  activities  reduce  morbidity  and 
mortality?  Can  private  enterprise  solve  the 
problems  satisfactorily?  Can  you  prove  that 
the  public  clinic  is  necessary?  These  ques- 
tions can  only  be  answered  with  accurate 
statistics. 

In  most  small  and  large  health  units  or 
health  departments,  facilities  and  personnel 
necessary  for  procuring  and  using  statistical 
data  have  already  been  secured.  It  is  de- 
sirable but  not  absolutely  necessary  to  secure 
the  services  of  a qualified  public  health  stat- 
istician. In  a small  health  unit  or  health  de- 
partment, it  is  a comparatively  simple  pro- 
cedure for  the  health  officer  and  his  clerk  to 
assemble,  tabulate,  and  analyze  the  neces- 
sary statistics  relating  to  both  vital  statistics 
and  cost  accounting.  In  some  of  the  larger 
health  departments,  a bureau  of  statistics, 
properly  equipped,  will  be  necessary.  Some  of 
the  large  departments  can  justify  the  use  of 
punch-card  machines,  International  Business 
machines,  and  mechanical  and  electrical  cal- 
culators. The  equipment  and  personnel  nat- 
urally will  depend  on  the  volume  of  the  statis- 
tical material  involved.  In  the  official  health 
units  in  the  State  of  Texas  at  this  time,  the 
lack  of  facilities  and  personnel  do  not  seem 
to  be  a great  problem  in  securing  the  de- 
sirable data.  The  main  difficulty  is  the  lack 
of  interest  and  emphasis  on  this  important 
activity. 

For  reliable  information,  all  basic  statis- 
tical material  must  be  accurately  recorded, 
and  in  the  business  office  of  a health  unit 
or  health  department  it  is  mandatory  that  all 
figures  be  recorded  accurately  in  order  to 
secure  a balance.  Some  health  departments 
receive  funds  for  operating  expenses  from 
more  than  ten  different  sources,  which  are 
both  official  and  voluntary  agencies.  Each 
agency  should  be,  and  usually  is,  concerned 
about  the  expenditures  of  its  funds.  The  of- 
ficial agencies  require  periodic  auditing  by 
official  auditors.  For  example,  in  the  State 
Department  of  Health,  the  books  are  audited 
by  official  state  auditors,  by  federal  audi- 
tors from  the  U.  S.  Children’s  Bureau,  and 
by  the  U.  S.  Public  Health  Service.  In  other 
words,  in  the  accounting  department  where 
numbers  are  recorded,  it  is  absolutely  neces- 


sary that  all  statistics  be  correct  in  order  to 
meet  the  demands  which  are  made  on  the 
department  by  the  various  auditors  and  of- 
ficial agencies.  In  the  Vital  Statistics  Di- 
vision, however,  although  the  basic  data  is 
queried  for  accuracy,  absolute  mathematical 
accuracy  is  practically  impossible.  The  goal, 
however,  in  vital  statistics  should  be  attain- 
ment of  absolute  statistical  accuracy.  When 
this  accuracy  is  achieved,  morbidity  and 
mortality  data  can  better  be  correlated  with 
cost  accounting  in  the  expenditure  of  funds. 
One  health  officer  has  proposed  that  special- 
ized tuberculosis  control  funds  be  allocated 
on  the  basis  of  known  active  tuberculosis 
cases  as  proved  by  reliable,  laboratory 
sputum  examinations,  which  are  positive  for 
tuberculosis  bacilli. 

ALLOCATION  OF  FUNDS 

Recently  there  has  been  considerable  dis- 
cussion concerning  the  allocation  of  state  and 
federal  funds  to  local  health  departments.  It 
has  been  generally  agreed  that  no  one  form- 
ula or  no  single  set  of  criteria  will  be  ap- 
plicable to  all  states,  since  the  problems 
which  exist  in  morbidity  and  mortality  vary 
greatly  throughout  the  United  States.  During 
the  past  year  the  State  Health  Department 
has  allocated  funds  to  the  state-participating 
health  units  on  the  following  basis:  No  unit 
will  receive  over  $50,000  in  one  year,  and  at 
least  50  per  cent  of  the  funds  for  the  operat- 
ing expenses  of  the  unit  must  come  from 
local  sources. 

The  Texas  State  Department  of  Health 
has  on  file  and  has  studied  all  formulas 
which  are  used  in  the  United  States  at  this 
time  in  the  allocation  of  funds.  In  all  of  these 
formulas,  accurate  statistical  data  must  be 
utilized.  The  most  frequently  used  formula 
is  based  on  population.  The  next  most  fre- 
quently used  formula  is  based  on  assessed 
valuation.  The  third  type  of  formula  which 
is  sometimes  used  is  based  on  a ratio  de- 
veloped on  the  factors  which  concern  popula- 
tion, assessed  valuation,  ability  to  pay,  and 
public  health  needs.  There  is  no  perfect 
formula  which  will  satisfy  everybody,  al- 
though some  type  of  formula  is  desirable  to 
insure  equitable  allocation  of  funds. 

The  following  item  is  taken  from  the  rules 
governing  the  subsidy  of  funds  for  county 
health  departments  in  Illinois : “The  county 
health  department  will  use  a record  system 
approved  by  the  Illinois  Department  of  Pub- 
lic Health.  That  portion  of  the  record  system 
which  deals  with  finances  shall  be  consistent 
with  recognized  accounting  principles,  and 
shall  adequately  reflect  information  to  fur- 
nish necessary  reports  that  may  be  required 
by  the  state  or  federal  agencies.  Having  met 
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these  requirements,  subsidy  will  be  granted 
upon  request  to  counties  maintaining  full- 
time health  departments.” 

This  requirement  is  typical  of  those  used 
by  the  states  in  grants-in-aid  to  county 
health  departments.  The  equitable  expendi- 
ture of  state  and  local  funds  throughout  the 
various  cities  and  counties  necessitates  accu- 
rate accounting  and  vital  statistics  data.  All 
of  us  will  agree  that  public  health  funds 
should  be  expended  in  such  a way  that  they 
will  do  the  maximum  good  in  reducing  mor- 
bidity and  mortality  in  the  state  as  a whole, 
and  in  various  districts  and  cities  within  a 
county. 

The  most  valuable  instrument  yet  devised 
for  determining  the  efficacy  of  a public 
health  program  is  the  Evaluation  Schedule, 
recommended  and  used  by  the  State  Health 
Department.  The  Evaluation  Schedule  has 
been  extremely  useful  in  improving  the 
quality  and  increasing  the  quantity  of  public 
health  work  in  many  sections  of  Texas  dur- 
ing the  last  four  years.  The  statistical  data 
which  are  secured  from  the  vital  statistics 
and  accounting  sections  of  the  Evaluation 
Schedule  will  show  where  the  public  health 
problem  exists,  and  they  will  further  show 
what  attempt  is  being  made  to  solve  the  prob- 
lem. Several  health  officers  have  made  lan- 
tern slides  from  “Health  Practice  Indices” 
to  use  in  their  health  education  endeavors. 
The  slides  taken  from  “Health  Practice  In- 
dices” are  useful  in  showing  interested  of- 
ficial and  voluntary  agencies  the  relative 
standing  of  a particular  community  when 
compared  with  other  communities  of  com- 
parable size  in  Texas,  and  with  others 
throughout  the  United  States.  When  the  facts 
are  known  by  the  interested  agencies,  neces- 
sary action  is  frequently  stimulated  toward 
correction  of  the  irregularities  in  the  pro- 
gram. 

Texas  is  among  the  leaders  in  the  states 
in  the  use  of  the  Evaluation  Schedule  for 
the  betterment  of  public  health  practices. 
Last  year  only  one  state  from  the  entire 
country,  Michigan,  surpassed  Texas  in  the 
number  of  schedules  submitted  to  the  Ameri- 
can Public  Health  Association.  Excellent  co- 
operation has  been  manifested  by  local 
health  units,  and  health  departments,  in  se- 
curing the  necessary  statistical  data. 

In  the  forty-seven  state-participating 
health  units  throughout  the  state,  approxi- 
mately $3,000,000  in  public  funds  are  ex- 
pended annually.  Approximately  70  per  cent 
of  these  funds  come  from  local  appropriat- 
ing agencies,  27  per  cent  from  the  federal 
government,  and  3 per  cent  from  the  state. 


Extensive  demands  are  now  being  made  by 
the  people  and  prominent  professional  or- 
ganizations for  health  units  to  cover  the  en- 
tire state.  Such  desirable  service  will  require 
over  $6,000,000. 

If  proper  statistics  are  recorded  and 
analyzed,  all  guess  work  should  be  eliminated 
in  the  planning  of  public  health  programs. 
The  health  officer,  after  he  has  properly 
analyzed  the  health  conditions  in  his  jurisdic- 
tion. may  frequently  forecast  with  some  de- 
gree of  accuracy  the  number  of  births,  infant 
deaths,  maternal  deaths,  the  number  of  cases, 
and  deaths  from  various  diseases.  He  will 
also  be  able  to  determine  the  amount  of 
money  necessary  for  meeting  the  problems 
which  may  arise. 

We  all  know  that,  within  reasonable  limi- 
tations, public  health  is  a purchasable  com- 
modity, but  each  health  officer  must  realize 
that  accurate  statistical  and  public  health 
information  is  necessary  to  stimulate  action 
to  meet  the  needs  of  communities.  For  ex- 
ample, during  recent  years  there  has  been  an 
acute  shortage  of  professional  and  technical 

Table  1. — Turnover  in  Texas  Public  Health 


Personnel. 

1944-1945 

1945-1946 

Appointments  

_ 547 

551 

Separations  

479 

535 

public  health  personnel.  The  problem  is  to 
determine  how  many  public  health  workers 
have  separated  from  the  service,  and  then  to 
determine  the  reason  for  their  action.  Table 
1,  compiled  by  the  Texas  State  Department 
of  Health  Merit  System,  shows  briefly  the 
extent  of  turnover  according  to  approved 
personnel  actions.  This  simple  analysis  re- 

Table  2. — Texas  Births  and  Deaths,  1931-1945. 

(Rates  Per  1,000  Estimated  Population.) 

Estimated 


Population 

r~ — Live  Births — 

r Deaths 

Year 

July  1 

No. 

Rate 

No. 

Rate 

1931 

5,906,559 

108,878 

18.4 

55,930 

9.5 

1932 

5,961.180 

107,421 

18.0 

hi  fill 

9.7 

1933 

6,014,348 

107,950 

17.9 

58,948 

9.8 

1934 

6,053,257 

116,603 

19.3 

59,731 

9.9 

1935 

6,123,086 

114,721 

17.7 

61,663 

10.1 

1936 

6,191,516 

111,602 

18.0 

65,803 

10.6 

1937 

6,250,000 

116,057 

18.6 

65,448 

10.5 

1938 

6,300,956 

121,156 

19.2 

60,208 

9.6 

1939 

6,360,232 

121,049 

19.0 

60,218 

9.5 

1940 

6,423,577 

126,687 

19.7 

62,503 

9.7 

1941 

6,580,420 

137,056 

20.8 

60,424 

9.2 

1942 

6,718,612 

144,026 

21.4 

59,068 

8.8 

1943 

6,971,522 

163,176 

23.4 

61,807 

8.9 

1944 

6,879,588 

164,033 

23.8 

61,239 

8.9 

1945 

6,786,740 

156,025 

23.0 

58,628 

8.6 

veals  a tremendous  turnover  in  public  health 
personnel. 

There  are  four  motives  which  activate 
most  people.  They  are  interested  in  an  ade- 
quate salary.  They  want  their  proper  status 
in  a community,  with  prestige  and  recogni- 
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tion.  They  desire  an  opportunity  for  pro- 
fessional advancement  and  creative  thought. 
They  want  security,  and  they  also  wish  an 
opportunity  to  render  service.  When  per- 
sons are  not  offered  a reasonable  salary, 
proper  status,  or  opportunities  for  security 
and  service,  they  will  naturally  leave  the 
work  which  they  are  doing  and  seek  more 
desirable  fields  of  endeavor.  This  simple 
analysis  of  personnel  shows  the  problem  that 
exists,  and  points  the  way  toward  a solution 
of  the  problem. 


will  show  that  an  adequate  appropriation  adequately 
spent  will  largely  pay  for  itself  in  savings  in  police 
protection,  fire  protection,  and  general  relief. 

Dr.  J.  W.  Bass,  Dallas:  What  basis  did  the  State 
Health  Department  use  in  setting  $50,000  as  the 
maximum  for  grants-in-aid  to  cities? 

Dr.  Walter,  closing:  The  State  Health  Department 
formulated  the  figure  by  trial  and  error  over  a 
period  of  many  years  after  taking  into  consideration 
the  total  amount  of  funds  available  for  allotment  to 
cities  and  counties.  The  grants-in-aid  depend  upon 
the  total  amount  of  appropriations  allotted  to  the 
State  Health  Department  by  the  state  and  federal 
governments. 


Table  3. — Texas  Mortality  from  Selected  Cases,  1935-19^5. 
(Death  Rates  Per  100,000  Estimated  Population.) 


Cause  of  Death 

1935 

1936 

1937 

1938 

1939 

1940 

1941 

1942 

1943 

1944 

1945 

All  causes  - 

.1007. 1 

1062.8 

1047.1 

955.5 

946.8 

973.0 

918.2 

879.2 

886.6 

890.2 

863.9 

Typhoid  & paratyphoid  fever- 

8.8 

6.5 

6.3 

6.2 

4.4 

3.4 

2.1 

1.4 

1.2 

1.1 

0.8 

Meningitis,  epidemic  — 

1.4 

2.1 

1.5 

0.6 

0.8 

0.6 

0.4 

0.5 

0.8 

1.6 

1.0 

Scarlet  fever  

1.0 

1.0 

0.8 

0.5 

0.3 

0.3 

0.1 

0.2 

0.1 

0.2 

0.1 

Whooping  cough  _ - 

3.4 

2.2 

5.9 

5.9 

3.7 

3.9 

3.4 

2.9 

3.8 

1.4 

1.4 

Diphtheria  

7.6 

5.6 

3.9 

3.8 

3.0 

2.3 

2.4 

2.4 

2.1 

1.9 

2.4 

Tuberculosis  

. 68.6 

70.6 

68.6 

65.5 

61.5 

59.1 

56.0 

43.1 

47.1 

44.6 

43.1 

Dysentery  — 

7.2 

6.2 

8.0 

5.7 

6.5 

10.1 

5.2 

5.2 

5.9 

6.4 

5.6 

Diarrhea,  enteritis,  >2  yrs 

. 29.0 

26.5 

31.0 

24.6 

27.5 

30.4 

16.1 

17.8 

20.0 

22.2 

17.6 

Diarrhea,  enteritis,  <2  yrs. 

8.0 

7.3 

7.0 

6.0 

6.0 

6.4 

3.7 

5.7 

5.8 

5.3 

3.7 

Malaria  

. 10.5 

8.0 

5.8 

4.1 

2.8 

2.7 

2.4 

1.4 

0.8 

1.1 

0.7 

. 10.4 

10.5 

10.4 

9.5 

13.1 

14.4 

12.1 

11.8 

11.6 

11.0 

10.2 

Influenza  

. 38.9 

52.6 

52.3 

24.3 

23.7 

26.9 

29.3 

13.2 

13.2 

17.7 

9.8 

Measles  

2.6 

2.7 

3.5 

1.8 

1.4 

3.4 

1.2 

1.5 

0.6 

2.6 

0.3 

Poliomyelitis,  acute  

0.8 

0.6 

2.0 

0.7 

0.8 

0.6 

0.7 

0.7 

2.4 

0.8 

2.0 

Lethargic  encephalitis  — 

0.5 

0.4 

0.6 

0.4 

0.4 

0.3 

0.3 

0.2 

0.3 

0.1 

0.2 

Typhus  fever  

0.2 

0.4 

0.4 

0.4 

0.6 

0.5 

0.7 

0.9 

0.9 

0.9 

0.9 

. 68.0 

72.7 

71.9 

72.9 

75.0 

78.6 

79.0 

80.4 

79.7 

81.8 

87.6 

Diabetes  mellitus  — — 

. 11.6 

12.6 

12.5 

11.9 

12.7 

14.4 

13.1 

12.8 

14.0 

14.5 

13.7 

Pellagra  

_ 10.6 

11.5 

9.2 

8.6 

6.3 

5.5 

4.8 

3.8 

3.9 

2.6 

2.5 

. 64.3 

69.2 

68.4 

69.4 

70.1 

71.7 

68.9 

70.2 

69.8 

69.6 

73.4 

Heart  disease  — 

. 151.2 

166.0 

168.2 

170.6 

174.3 

186.5 

188.7 

188.2 

188.1 

193.7 

192.4 

Pneumonia  

. 83.2 

99.5 

85.4 

69.0 

60.3 

56.2 

50.0 

41.4 

40.7 

43.0 

37.7 

Nephritis  

. 57.6 

61.0 

59.4 

56.5 

62.9 

65.6 

59.7 

59.0 

59.1 

55.4 

50.5 

Maternal  deaths  

. 13.6 

12.5 

10.7 

10.7 

9.3 

9.1 

7.5 

6.8 

6.4 

6.3 

5.3 

Congenital  malformations 

7.8 

7.7 

7.4 

8.0 

8.5 

8.1 

8.0 

10.3 

10.0 

12.0 

10.1 

Diseases  peculiar  to  1st  yr. ... 

. 50.2 

48.0 

49.4 

46.6 

48.9 

50.8 

56.1 

53.4 

55.4 

54.4 

53.1 

Senility  

- 17.8 

18.8 

18.8 

17.2 

16.9 

17.8 

14.7 

16.3 

16.4 

16.3 

15.1 

Suicide  

. 11.8 

12.6 

12.8 

11.6 

11.3 

12.1 

9.8 

9.5 

6.8 

7.2 

8.2 

Homicide  — 

. 14.0 

14.4 

13.6 

12.0 

10.6 

9.6 

9.1 

10.2 

8.9 

8.1 

9.6 

All  accidents  

. 78.6 

81.4 

87.4 

72.3 

68.1 

72.0 

74.2 

70.3 

79.7 

77.1 

75.9 

Auto  accidents,  primary 

. 29.4 

31.1 

32.5 

27.2 

24.3 

25.7 

29.0 

19.8 

17.3 

18.9 

20.6 

Other  motor  vehicle  accidents  0.9 

1.1 

1.1 

1.1 

1.0 

1.6 

1.2 

1.4 

1.3 

1.4 

1.7 

Other  accidents  - 

. 48.3 

49.2 

53.8 

44.0 

42.8 

44.7 

44.0 

49.1 

61.1 

56.8 

53.6 

All  other  causes — — 

. 167.9 

171.6 

164.1 

158.2 

155.2 

149.6 

138.6 

127.6 

131.0 

129.3 

129.0 

In  establishing  and  maintaining  the  proper 
vital  statistics  and  cost  accounting  systems, 
the  goal  of  lowering  morbidity  and  mortality 
rates  should  always  be  kept  before  public 
health  personnel.  The  statistical  data  in 
tables  2 and  3 will  clearly  show  the  public 
health  problems  which  exist  in  Texas  today. 

ABSTRACT  OF  DISCUSSION 

Dr.  R.  B.  Wolford,  Dallas:  I consider  this  one  of 
the  most  important  papers  I have  heard  at  this 
meeting,  for  it  is  only  by  the  proper  use  of  statistics 
that  we  can  know  what  we  are  accomplishing.  We 
earlier  health  officers  did  not  think  much  of  statis- 
tics, but  we  have  been  made  to  realize  that  they  are 
important. 

I want  to  emphasize  two  points.  First,  if  statistics 
are  properly  analyzed  and  made  available  so  that 
the  people  at  home  can  intelligently  talk  to  their 
legislators  about  public  health  before  they  go  to 
Austin,  I believe  that  we  will  get  better  appropria- 
tions. The  second  is  going  a little  further  with  the 
thought  expi’essed  by  Dr.  George  W.  Cox  in  another 
paper  before  this  section:  “The  less  money  spent 
for  public  health  today,  means  more  money  spent 
for  relief  tomorrow.”  I fully  believe  that  statistics 


WAR’S  EFFECT  ON  CHILDREN 
A $20,000  research  grant  to  the  International 
Committee  on  Mental  Hygiene  for  use  in  a study  of 
the  effect  of  war  on  children  has  been  awarded 
under  the  National  Mental  Health  Act,  according 
to  Oscar  R.  Ewing,  Federal  Security  Administrator. 
This  study  will  be  made  under  the  direction  of  Dr. 
David  Levy,  professor  of  psychiatry,  Columbia  Uni- 
versity, New  York,  and  will  be  presented  at  the 
International  Congress  on  Mental  Health  to  be 
held  in  London  in  August,  1948. 

HEALTH  EDUCATION  FELLOWSHIPS 
The  American  Cancer  Society  has  authorized  the 
expenditure  of  $10,000  for  fellowships  in  health  edu- 
cation, according  to  the  May,  1948,  issue  of  Cancer 
News.  The  proposed  plan  is  to  offer  eight  fellow- 
ships of  $2,500  each  (to  be  borne  half  by  the  society 
and  half  by  the  state  division)  for  graduate  study  in 
any  of  the  approved  schools  of  public  health:  Yale 
University  and  the  state  universities  of  California, 
Michigan,  Minnesota,  and  North  Carolina.  The  na- 
tional office  will  name  a committee  to  make  final 
selections  from  names  submitted  by  state  divisions. 
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EPIDEMIOLOGY  AND  RECENT  DEVEL- 
OPMENTS IN  POLIOMYELITIS 
JOSEPH  G.  MOLNER,  M.D. 

Deputy  Commissioner  and  Medical  Director, 

Detroit  Department  of  Health 

DETROIT,  MICHIGAN 

Poliomyelitis  as  a disease  has  attracted  the 
attention  of  lay  individuals,  laboratory  work- 
ers, and  members  of  the  medical  profession 
for  well  over  a century  and  a half.  The  rec- 
ognition of  the  existence  of  the  disease  is 
noted  by  many  as  dating  back  to  1600  B.  C. 
Actually  the  first  good  clinical  description 
of  the  disease  is  made  by  Underwood  in  a pa- 
per entitled  “Debility  of  the  Lower  Extrem- 
ities” published  by  J.  Matthews  in  London, 
England,  in  1789. 

In  recent  years  a great  deal  of  renewed 
interest  has  been  manifest  in  this  disease  and 
for  that  matter  few  diseases  can  boast  as 
much  interest  as  has  been  centered  around 
poliomyelitis.  This  interest  has  centered 
primarily  around  the  mode  of  transmission 
of  the  disease,  its  prevention  and  treatment. 
Considerable  progress  has  been  made  in  these 
particular  fields,  but  the  sum  total  of  our 
knowledge  of  the  disease  is  still  limited — lim- 
ited at  least  from  the  point  of  view  of  prac- 
tical application. 

ETIOLOGY 

Although  there  are  proponents  of  the  bac- 
terial etiology  of  the  disease,  it  is  generally 
recognized  that  the  causative  agent  is  a virus. 
There  is  also  general  agreement  that  the 
poliomyelitis  virus  is  a neurotropic  virus 
which  probably  is  disseminated  through  the 
body  by  passage  along  the  nerve  fibers.  More 
specifically,  Toomey18’ 19  has  expressed  the 
belief  that  the  virus  travels  best  along  non- 
medullated  or  gray  nerve  fibers. 

In  1909  Flexner  and  Lewis7  described  a 
virus  as  the  etiologic  agent  of  this  disease 
and  described  in  detail  their  experimental 
work  with  the  M.  Rhesus  monkey.  By  cere- 
bral inoculation  of  macerated  spinal  cord  tis- 
sue, experimental  animals  developed  a dis- 
ease closely  simulating  infantile  paralysis. 
The  isolation  of  this  virus  and  the  experi- 
mental work  described  have  been  repeated 
and  confirmed  many  times  since. 

PORTAL  OF  ENTRY 

. Although  it  is  generally  agreed  that  the 
virus  of  poliomyelitis  is  a neurotropic  virus 
which  enters  the  central  nervous  system  by 
traveling  along  nerve  tracts,  there  has  been 
no  agreement  as  to  ways  and  means  by 
which  this  virus  reaches  the  nerve  tracts. 
There  are  two  concepts  which  may  be  men- 
tioned as  to  the  portal  of  entry  of  the  virus, 
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namely,  the  nasopharynx  and  the  intestinal 
tract. 

Toomey18’ 19  is  the  principal  proponent  of 
the  gastro-intestinal  route  of  entry.  By  ex- 
perimental inoculation  of  the  virus  into  the 
gastro-intestinal  tract,  Toomey  was  able  to 
produce  a disease  in  monkeys  which  simu- 
lated poliomyelitis.  However,  he  was  ob- 
liged to  create  severe  stagnation  of  the  gas- 
tro-intestinal tract  before  he  could  promote 
the  development  of  this  condition  in  his  ex- 
perimental animals.  Other  investigators  are 
of  the  opinion  that  such  unusual  stagnation 
is  probably  nonexistent  normally  and  there- 
fore the  gastro-intestinal  work  of  Toomey 
and  his  associates  should  be  looked  upon  as 
additional  good  scientific  information  with- 
out a great  deal  of  practical  application  value. 

Sabin  and  his  associates17  are  proponents 
of  the  olfactory  route  of  entry.  This  theory 
probably  has  more  supporters  than  any  other 
theory.  Proponents  of  it  point  out  that  the 
virus  has  been  isolated  from  the  nasopharynx 
of  patients  and  apparently  healthy  carriers; 
further  that  the  epidemiologic  characteris- 
tics of  the  disease  suggest  a droplet  type  of 
infection.  Supporters  of  this  theory  also 
point  out  the  ease  with  which  entrance  into 
the  olfactory  system  might  be  brought  about 
through  the  nasopharynx.  Certainly  the 
virus  has  been  isolated  in  acute  cases  from 
the  nasopharynx.  All  of  these  ideas  taken 
together  are  strongly  suggestive  of  the  naso- 
pharyngeal route  of  entry  of  the  virus. 

ESCAPE 

The  escape  and  liberation  of  the  virus  from 
the  human  body  have  been  repeatedly  studied 
and  innumerable  publications  are  available 
for  study.11  The  virus  of  poliomyelitis  has 
been  isolated  from  the  stools  and  nasophar- 
ynx of  apparently  healthy  carriers  in  addi- 
tion to  persons  acutely  ill  with  the  disease. 
The  virus  in  the  nasopharynx  is  usually  pres- 
ent only  for  relatively  short  periods  of  time. 
The  virus,  however,  may  be  present  in  the 
gastro-intestinal  tract  weeks  before  the  on- 
set of  clinical  symptoms5  and  for  months 
after  the  acute  symptoms  have  subsided. 
There  is  of  course  a question  which  arises  in 
the  minds  of  investigators  as  to  whether  or 
not  the  primary  localization  of  the  virus  is 
in  the  upper  respiratory  tract  and  the  gastro- 
intestinal localization  is  secondary  and  is 
brought  about  by  the  swallowing  of  sputum 
contaminated  with  the  virus. 

RESERVOIRS 

Although  extensive  research  work  has  been 
directed  at  the  recognition  of  reservoirs  of 
this  virus,  there  is  but  one  definite  reservoir 
known,  namely,  that  of  the  human  being. 
The  reported  recovery  of  the  virus  of  polio- 
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myelitis  from  a mouse  found  dead  in  a home 
where  there  had  been  a case  of  poliomyelitis 
only  adds  greater  confusion  to  an  already 
confused  situation.  To  the  best  of  my  knowl- 
edge, this  finding  has  not  been  repeated. 
Fowls,  birds,  rodents,  and  various  other  ani- 
mals have  been  examined  but  without  a sat- 
isfactory recognition  of  the  poliomyelitis 
virus. 

The  virus  has  been  isolated  from  sewage13 
and  it  has  been  shown  that  it  will  resist10  the 
effect  of  chlorine  in  concentrations  of  0.5  per 
1,000,000  parts  for  over  a half  hour.  There 
have  been  variously  reported  outbreaks 
which  according  to  the  epidemiologic  evi- 
dence woyld  tend  to  incriminate  food  and 
milk,  but  all  of  these  factors  are  affected  by 
missing  links  of  information  and  the  fact  re- 
mains, as  has  been  repeatedly  pointed  out, 
that  the  pattern  of  behavior  of  poliomyelitis 
is  such  that  it  does  not  correspond  with  the 
characteristic  behavior  of  food  or  water- 
borne infections. 

The  recognition  of  the  virus  in  the  naso- 
pharyngeal secretions  of  persons  affected 
with' the  disease  and  the  recognition  of  the 
virus  in  sewage11- 13- 16  and  its  presence  in  the 
stools  of  apparently  healthy  persons11  lend 
emphasis  to  the  significance  of  the  human 
reservoir.  The  repeated  recognition  of  the 
virus  in  apparently  healthy  human  carriers 
and  the  rapid  development  of  the  carrier 
state  is  reported  by  Brown,  Francis,  and 
Pearson.3  Certainly  the  report  of  the  recog- 
nition of  the  virus  of  poliomyelitis  nineteen 
days  before  the  development  of  clinical  symp- 
toms in  the  stool  of  an.  apparently  healthy 
person6  is  a notable  contribution  to  the  knowl- 
edge of  poliomyelitis. 

MODE  OF  TRANSMISSION 

There  is  no  definite  agreement  as  to  the 
mode  of  transmission  of  this  disease.  The 
virus  of  poliomyelitis  has  been  isolated  from 
the  nasopharyngeal  washings  of  apparently 
healthy  persons  as  well  as  those  suffering 
from  the  disease.  It  has  been  isolated  from 
sewage,  from  food,  and  from  the  gastroin- 
testinal tract  of  flies.  This  wealth  of  infor- 
mation only  lends  further  confusion  to  the 
possible  ways  and  means  by  which  this  dis- 
ease is  transmitted.  It  has  also  been  pro- 
posed only  because  of  some  epidemiologic 
evidence  that  possibly  the  disease  is  trans- 
mitted by  insect  vectors. 

Certainly  the  epidemiologic  characteristics 
of  the  disease  are  such  that  they  do  not  coin- 
cide with  water  or  food-borne  diseases. 
Water  and  food-borne  epidemics  are  usually 
explosive  in  nature  and  affect  large  numbers 
of  people  simultaneously.  Usually  epidemics 
of  poliomyelitis  are  progressive,  develop 


gradually,  show  evidences  of  radial  spread, 
and  reach  their  peaks  within  several  weeks 
from  the  date  of  onset.  The  distribution  of 
cases  within  the  area  affected  is  scattered 
with  occasional  aggregation,  while  in  water- 
borne epidemics  the  distribution  is  more  uni- 
form. The  attack  rate  of  poliomyelitis  in 
urban  epidemics  seldom  exceeds  1 per  1,000 
and  in  rural  epidemics  the  attack  rates  sel- 
dom exceed  3 per  1,000.  In  food  and  water- 
borne outbreaks  the  attack  rate  among  ex- 
posed persons  is  usually  much  higher. 

Food  and  water  as  modes  of  transmission 
cannot  be  discounted  completely  because  as 
has  been  noted  many  times  the  rate  of  in- 
fection with  poliomyelitis  virus  probably  far 
exceeds  the  incidence  of  reported  cases.  Pro- 
ponents of  the  food  and  water-borne  mode  of 
transmission  therefore  have  this  extremely 
important  argument  in  their  favor. 

Probably  the  oldest  and  best  theory  of  the 
mode  of  transmission  of  poliomyelitis  is  that 
of  person  to  person  contact  and  droplet  in- 
fection. Certainly  the  number  of  persons 
succumbing  to  the  disease  who  have  had  con- 
tact with  other  cases  is  statistically  signifi- 
cant. In  investigation  which  has  been  car- 
ried on  evidence  of  contact  with  cases  has 
been  reported  as  high  as  from  60  to  80  per 
cent.  There  are,  however,  contradictions  to 
this  method  of  transmission.  The  low  sec- 
ondary attack  rate,  intra-familially  and  ex- 
tra-familially,  is  certainly  suggestive  of  some 
important  extrinsic  or  intrinsic  factors  lim- 
iting the  occurrence  of  secondary  cases.  There 
is  also  the  important  fact  that  additional 
cases  in  families  and  households  may  develop 
in  subsequent  years  in  persons  who  escaped 
the  first  exposure. 

AGE,  SEX,  AND  RACE  DISTRIBUTION 

The  disease  affects  primarily  persons  be- 
tween the  ages  of  5 and  14  years  with  a rea- 
sonably high  incidence  under  4 and  with 
greatest  concentration  of  cases  between  5 
and  9 years.  The  disease,  however,  does  af- 
fect persons  of  any  age  and  I have  had  the 
experience  of  seeing  a patient  70  years  of 
age,  and  have  seen  poliomyelitis  in  a newborn 
infant. 

By  sex,  the  distribution  of  the  disease 
shows  a somewhat  greater  incidence  among 
males  than  among  females,  the  ratio  being 
approximately  1.4  males  to  1 female.  A 
great  deal  has  been  said  and  written  about 
the  racial  distribution  of  poliomyelitis.  I 
and  my  associates  have  not  been  able  to  show 
any  difference  in  the  race  distribution  of 
poliomyelitis.  By  individual  epidemics  dif- 
ference of  significant  amount  has  been  noted, 
but  over  a period  of  many  years  the  attack 
rate  among  Negroes  and  whites  is  approxi- 
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mately  the  same.  The  differences  which 
have  been  noted  in  attack  by  race  were  due 
probably  to  geographic  or  area  location  of  the 
epidemic. 

The  rural  as  against  the  urban  incidence 
of  the  disease  is  noteworthy.  In  the  most 
severe  urban  outbreaks  the  incidence  of  the 
disease  seldom  exceeds  1 per  1,000  popula- 
tion while  in  rural  areas  when  epidemics  oc- 
cur the  attack  rates  are  2 or  3 times  as  great 
as  in  urban  areas.  As  a matter  of  fact  the 
disease  shows  a much  greater  incidence  in 
the  rural  areas  than  in  the  urban.  The  rural 
incidence  of  poliomyelitis  is  so  much  greater 
that  it  is  frequently  referred  to  as  primarily 
a rural  disease.  The  Henderson  County  out- 
break of  1945  in  Tennessee  is  a good  illustra- 
tion. 

SEASONAL  VARIATION 

There  is  a definite  seasonal  variation  of 
the  disease.  It  has  been  repeatedly  noted  that 
poliomyelitis  has  an  apparent  selective  oc- 
currence both  as  to  season  and  individuals. 
Epidemics  seem  to  occur  in  summer  and  early 
fall  and,  as  previously  noted,  clinical  or  para- 
lytic poliomyelitis  affects  but  a small  propor- 
tion of  persons  who  live  in  the  epidemic  area. 

The  seasonal  variation  is  of  significant 
epidemiologic  importance  because  coupled 
with  this  seasonal  variation  is  the  fact  that 
the  incidence  of  paralytic  disease  in  areas 
where  seasonal  changes  are  not  so  radical  is 
considerably  lower  than  in  the  more  temper- 
ate climates  where  the  seasons  each  year 
change  radically.  This  has  brought  about 
the  conjecture  that  possibly  there  is  some- 
thing in  the  physiology  of  the  human  being 
which  in  part  at  least  is  related  to  the  possi- 
bility of  successful  and  clinical  invasion  of 
the  virus.  In  other  words,  the  prognostica- 
tion is  that  a certain  percentage  of  the  peo- 
ple in  these  areas  fail  to  make  adequate 
physiologic  adjustments  with  the  varying 
climatic  changes  with  the  end  result  that  the 
infection  with  poliomyelitis  virus  results  in 
manifest  disease.  On  the  other  hand  the  per- 
son whose  physiology  follows  a more  ade- 
quate pattern  of  adjustment  becomes  infect- 
ed but  escapes  clinical  disease. 

PREDISPOSING  FACTORS 

There  is  considerable  evidence  to  suggest 
that  there  is  a hereditary  predisposition  to 
poliomyelitis  and  that  the  clinical  disease  is 
prone  to  recur  in  families.  This  factor  is 
cited  while  attention  is  drawn  also  to  the  fact 
that  the  incidence  of  secondary  cases  in 
households  during  the  same  epidemic  is 
rather  infrequent.  In  a survey  of  the  inci- 
dence of  poliomyelitis  in  families,  Aycock 
pointed  out  that  51  per  cent  of  the  cases  gave 
a history  of  disease  among  relatives  while 


only  5 per  cent  of  his  controls  gave  a similar 
history.2- 1 

Further  investigations  by  other  workers, 
notably  Adair  and  his  associates,1  confirm 
this  familial  predisposition  to  poliomyelitis. 
There  have  been  attempts  by  Aycock  and 
Draper  to  associate  the  disease  with  endo- 
crine imbalance  and  to  point  out  that  cer- 
tain constitutional  types3  are  more  apt  to  ac- 
quire clinical  poliomyelitis  than  are  others. 
Aycock  further  suggests  that  susceptibility 
may  reside  in  a subclinical  endocrine  dif- 
ference and  more  particularly  a subclinical 
difference  between  periods  of  growth  and 
development.  These  theories,  needless  to  say, 
cannot  be  completely  ignored,  but  evidence 
to  the  contrary  is  proposed  by  other  investi- 
gators. 

Aycock  also  points  out  that  there  appears 
to  be  a predisposition  to  attacks  of  poliomye- 
litis among  pregnant  women.  He  noted  that 
poliomyelitis  is  associated  with  pregnancy 
about  four  times  as  frequently  as  it  might 
be  expected  in  nonpregnant  persons.  A 
closer  examination  of  this  relationship  shows 
that  the  greatest  risk  occurs  in  the  second 
and  third  trimester  of  pregnancy.21 

Here  again  Aycock  draws  attention  to  the 
fact  that  this  may  be  associated  with  some 
endocrine  disturbance.  Experiments  have 
been  attempted  by  Jungblut  to  associate  the 
incidence  of  the  disease  with  vitamin  C defi- 
ciency. Helms9  has  proposed  that  vitamin  B 
is  the  major  factor  for  increased  susceptibil- 
ity for  the  virus,  but  Weaver20  in  his  experi- 
mentation with  cotton  rats  was  unable  to 
show  any  relationship  between  vitamin  B de- 
ficiency and  the  poliomyelitis  virus. 

It  is  conceivable,  therefore,  that  the  endo- 
crines  and  vitamins,  or  the  lack  of  endocrines 
or  vitamins,  may  be  associated  with  suscep- 
tibility to  clinical  poliomyelitis.  If  there  is 
an  intimate  association  it  is  not  yet  clearly 
understood. 

It  seems  obvious  from  the  overwhelming 
amount  of  available  information  that  the  in- 
cidence of  infection  with  poliomyelitis  virus 
far  exceeds  the  reported  incidence  of  clinical 
disease. 

It  has  also  been  noted  by  some  investiga- 
tors that  trauma,  over-exertion,  and  exhaus- 
tion are  predisposing  to  clinical  poliomye- 
litis. This  supposition  must  be  questioned 
because  although  trauma  may  be  definite, 
the  degree  of  trauma  may  be  variable  or  at 
least  the  interpretation  placed  upon  the  se- 
verity of  such  trauma  by  the  investigator  is 
variable.  Also,  exhaustion  and  over-exertion 
are  relative  terms.  In  the  Detroit  studies 
virtually  no  correlation  existed  between  these 
factors  and  the  incidence  of  the  disease.  The 
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incidence  of  severe  poliomyelitis  among  re- 
cently tonsillectomized  persons,  however,  is 
quite  significant.  For  example,  there  is  evi- 
dence to  indicate  that  recently  tonsillecto- 
mized children  develop  bulbar  poliomyelitis 
much  more  frequently  than  those  children 
who  have  not  recently  been  tonsillectomized.0 
There  are,  of  course,  persons  who  do  not 
agree  with  this.  But  the  evidence  is  over- 
whelmingly in  favor  of  the  proponents  of  the 
predisposing  effect  of  tonsillectomies  to  the 
development  of  bulbar  poliomyelitis.8 

CARRIERS 

As  has  been  previously  noted  the  incidence 
of  infection  with  poliomyelitis  virus  far  ex- 
ceeds the- incidence  of  clinical  cases.5' 11  I and 
my  associates  were  able  to  show  that  in  one 
outbreak  involving  an  institution  caring  for 
children  between  infancy  and  10  years  of 
age  several  persons  without  any  clinical 
symptoms  were  found  to  be  carriers  of  the 
virus  of  poliomyelitis.  A nurse  and  a physi- 
cian in  addition  to  several  of  the  children 
who  had  intimate  contact  with  cases  were 
found  to  be  positive.  It  seems  quite  possible 
that  persons  with  abortive  and  subclinical 
cases  may  carry  the  virus  for  varying  periods 
of  time.  Brown  and  his  associates,  for  ex- 
ample, were  able  to  show  that  a person  who 
developed  clinical  poliomyelitis  had  actually 
harbored  the  virus  of  poliomyelitis  in  his 
stools  nineteen  days  before  the  onset  of  the 
first  clinical  symptoms. 

PREVENTION 

The  concepts  of  prevention  of  poliomyelitis 
have  varied  many  times  even  within  the  past 
decade.  Vaccines  have  been  developed  which 
have  been  most  unsuccessful.  Prophylactic 
spraying  of  the  nasopharynx  with  various 
and  sundry  chemicals  has  proved  to  be  a total 
failure.  As  a matter  of  fact  there  are  ob- 
servers who  believe  that  both  the  vaccine 
and  the  nasal  spraying  had  actually  the  op- 
posite effect  of  that  which  was  expected. 

The  closing  of  schools,  the  avoidance  of 
crowds,  and  the  isolation  of  the  patient  and 
contacts  appear  to  have  the  effect  of  only  a 
placebo.  Certainly  the  wide  and  general  dis- 
tribution of  the  virus  in  nature  and  among 
human  beings  particularly  precludes  the  pos- 
sibility of  any  effective  means  of  avoiding 
possible  infection.  Based  upon  these  facts 
the  rules  and  regulations  for  the  control  of 
communicable  diseases  have  brought  about  a 
change  in  attitude  towards  the  isolation  of 
poliomyelitis  cases  and  contacts.  Presently 
but  few  states  isolate  cases  and  contacts. 

The  only  significant  statement  which  a per- 
son can  make  as  far  as  prophylaxis  of  polio- 
myelitis is  concerned  is  that  up  to  this  time 
nothing  has  been  found  to  be  effective  and  the 


only  encouraging  statement  which  can  be 
made  is  that  clinical  and  research  efforts  are 
ever  expanding  in  the  hope  of  finding  some 
effective  ways  and  means  through  which  pre- 
ventive measures  may  be  exercised. 

This  statement  is  made  advisedly  and  with 
recognition  of  the  fact  that  in  recent  months 
the  poliomyelitis  virus  has  been  isolated  in 
almost  pure  form.12’ 13 

This  new  accomplishment  has  been  high- 
ly publicized  as  the  almost  certain  first  step 
toward  the  availability  of  an  active  immu- 
nizing agent.  There  are  many  more  scien- 
tific hurdles  to  consider  and  solve,  however, 
before  an  effective  active  immunizing  agent 
can  be  considered  as  well  on  the  way  to  avail- 
ability. Not  the  least  of  these  hurdles  is  the 
possibility  of  several  strains  of  the  virus,  the 
possible  lack  of  cross  immunity,  and  the  pos- 
sibility that  such  a virus  even  though  avail- 
able in  pure  form  might  be  antigenically 
weak. 
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ABSTRACT  OF  DISCUSSION 

Dr.  J.  M.  Coleman,  Austin:  Dr.  Molner  has,  through 
the  breadth  of  his  approach  to  this  subject,  directed 
attention  to  the  fact  that  in  the  epidemiology  of 
poliomyelitis  there  is  opportunity  for  real  achieve- 
ment. I am  pleased  to  note  that  he  has  not  closed 
the  door  to  any  possible  factor  in  the  etiology  of 
this  disease. 

Poliomyelitis  is  a year  round  disease  in  Texas,  par- 
ticularly in  the  southern  portions  of  the  state.  A few 
years  ago  I had  the  opportunity  of  working  with  Dr. 
John  R.  Paul  and  Dr.  L.  L.  Lumsden  in  the  investiga- 
tion of  a sizable  epidemic  which  occurred  in  De- 
cember. 

Because  there  has  been  so  little  crystallization  of 
thought  about  this  disease,  I dare  to  express  opinions 
which  are  purely  conjectural. 

I am  unable  to  accept  the  idea  of  nerve  passage  of 
virus  from  the  nasopharynx  or  from  the  gastroin- 
testinal tract.  This  is  contrary  to  the  proven  mode 
of  passage  of  any  other  disease  entity  and  I believe 
no  research  has  shown  the  virus  at  any  midway  point 
in  a nerve.  It  is  as  logical  to  think  that  meningoc- 
occi pass  from  the  nasopharynx  of  healthy  carriers 
without  intervening  bacteremia  as  to  think  of  this  as 
the  pathway  of  the  virus.  

I have  also  been  unable  to  accept  those  reports 
which  claim  the  number  of  subclinical  cases  to  be 
legion.  Such  reports  can  only  acquire  validity  when 
the  incidence  of  upper  respiratory  infections  and 
gastro-intestinal  disturbances  in  polio  contacts  is 
shown  to  be  significantly  greater  than  in  a group 
of  like  character  which  is  uninfected  but  where 
equivalent  search  is  made  for  history  of  such  condi- 
tions. 

I hope  that  research  workers  in  this  field  will  not 
forget  the  story  of  yellow  fever,  how  the  mosquito 
was  effectively  ruled  out  for  so  long  until  accident 
and  the  persistence  of  a small  group  proved  the  facts. 
Encephalitis,  likewise,  was  confined  to  the  group  of 
respiratory  diseases  even  after  the  St.  Louis  epi- 
demic and  despite  Lumsden’s  protests.  Fothergill 
reopened  the  door  with  his  work  on  mosquitoes  and 
encephalomyelitis  while  Hammon  has  found  reser- 
voirs of  resistance  for  the  St.  Louis  virus  and  others 
in  lower  animals. 

I agree  with  Dr.  Molner  that  poliomyelitis  does 
not  wholly  follow  the  pattern  of  gastro-intestinal 
borne  disease.  I believe  also  that  it  does  not  truly 
follow  the  pattern  of  a respiratory  disease.  Re- 
membering that  the  virus  remains  infectious  though 
kept  on  dry  ice  and  yet  the  disease  stops  at  the 
onset  of  cold  weather,  can  we  overlook  or  forget 
that  cold  stops  the  activity  of  many  crawling  and 
flying  creatures?  Let  us  not  forget  that  the  seasonal 
incidence  of  both  typhus  and  poliomyelitis  are  iden- 
tical, at  least  in  Texas.  The  high  rural  incidence,  the 
geographical  and  seasonal  variations  of  outbreaks, 
the  preponderance  of  male  victims,  the  infrequency 
of  more  than  one  case  in  a home,  all  of  these  to  my 
mind  strongly  suggest  an  insect  vector. 


PATIENTS  IN  MENTAL  HOSPITALS 
At  the  end  of  1946,  529,247  persons,  or  382.4  out 
of  every  100,000  in  the  civilian  population  of  the 
continental  United  States,  were  in  hospitals  for  the 
prolonged  care  of  psychiatric  patients,  according  to 
figures  of  the  Mental  Hygiene  Division  of  the  U.  S. 
Public  Health  Service.  The  number  of  resident  pa- 
tients increased  during  the  year  by  10,575,  about 
2 per  cent  of  the  518,672  present  at  the  beginning  of 
the  year. 
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This  subject  certainly  affords  plenty  of 
material  for  philosophical  consideration.  It 
started  with  some  highly  commendable  scien- 
tific observations,  reinforced  by  confirma- 
tory observations  by  other  medical  men. 
Then  publicity  resulted  in  an  investigation. 
From  this  we  have  unearthed  some  interest- 
ing findings  and  have  assisted  greatly  in 
accumulating  information  about  poliomyeli- 
tis and  finally  the  solution  to  the  problem. 

Of  course,  we  specialists  have  taken  seri- 
ously whatever  criticism  has  been  manufac- 
tured, but  I seriously  doubt  that  the  majority 
of  the  tonsillectomies  and  adenoidectomies 
done  in  Texas  are  done  by  otolaryngologists. 

Cary3  and  Howard8  mentioned  that  as  early 
as  1910  and  1912  Sheppard  and  Boyd  pointed 
to  tonsillectomy  during  the  poliomyelitis  sea- 
son with  caution.  It  was  sixteen  years  later 
that  Ayer  directed  attention  to  the  occur- 
rence of  bulbar  poliomyelitis  in  9 cases  fol- 
lowing tonsillectomy  and  adenoidectomy. 

Aycock  and  Luther2  in  1929  reported  ob- 
servations on  1,224  cases  of  poliomyelitis  in 
Massachusetts  and  Vermont.  In  217  or  30 
per  cent  of  these  cases  tonsillectomy  had  been 
done  some  time  prior  to  the  attack  of  polio- 
myelitis. This  percentage  is  in  keeping  with 
the  incidence  of  school  children  who  have  had 
their  tonsils  removed.  Of  the  217  patients 
with  poliomyelitis  who  had  previously  had 
their  tonsils  removed,  16  or  2.5  per  cent  had 
their  tonsils  removed  between  seven  and 
eighteen  days  prior  to  the  onset  of  the  dis- 
ease. They  stated : “The  interval  between 
tonsillectomy  and  the  onset  of  disease  cor- 
responds to  the  incubation  period  of  the  dis- 
ease.” They  brought  out  an  interesting 
finding : except  in  one  instance,  no  2 patients 
were  operated  upon  by  the  same  physician. 
In  that  exception,  3 of  the  patients  were  op- 
erated upon  by  the  same  physician  but  at 
different  times,  and  during  the  month  in 
which  these  cases  occurred  he  had  performed 
upwards  of  200  operations  for  tonsillectomy. 
The  authors  also  noted  that  in  9 of  the  16 
cases  the  involvement  was  bulbar  in  type,  a 
higher  incidence  than  in  the  rest  of  the  series 
of  cases. 

Following  this,  occasional  observations  ap- 
peared in  the  literature. 

Sabin14  in  1938  in  experimental  poliomye- 
litis presented  evidence  that  the  tonsillo- 
pharyngeal  region  is  more  highly  sensitive  to 
injections  of  the  virus  than  are  certain  other 

Read  before  the  Section  on  Eye,  Ear,  Nose,  and  Throat,  State 
Medical  Association  of  Texas,  Annual  Session,  Houston,  April 
28,  1948. 
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regions  of  the  body;  also  that  the  disease 
which  results  from  infection  by  the  tonsillo- 
pharyngeal  route  is,  with  few  exceptions,  bul- 
bar or  bulbospinal  in  type  and  different  in 
its  clinical  course  from  that  which  follows 
nasal  instillation  of  the  virus.  He  comment- 
ed that  the  virus  can  occur  in  the  upper  res- 
piratory secretions  and  tonsils  of  apparently 
healthy  human  beings  and  that  infection 
from  the  throat  progressing  along  the  local 
peripheral  nerves  would  be  facilitated  by 
any  procedure  involving  injections  or  post- 
operative suturing. 

Fabor11  in  1939  tabulated  the  total  reported 
cases  of  poliomyelitis  following  tonsillectomy. 
Of  73  cqses,  60  cases  or  82  per  cent  were 
bulbar  in  type. 

The  publicity  started  after  Krill  and 
Toomeyn  reported  in  The  Journal  of  the 
American  Medical  Association  for  September 
20,  1941,  the  results  of  tonsillectomy  and 
adenoidectomy  performed  on  5 of  6 children 
in  the  K family.  They  were  operated  on 
August  22.  All  5 were  acutely  ill  with  se- 
vere bulbar  poliomyelitis  by  September  5, 
and  by  September  9,  3 of  them  had  died.  The 
incident  was  carefully  studied  and  reported 
by  Francis,  Krill,  Toomey,  and  Mack7  in  The 
Journal  of  the  A.  M.  A.  the  next  year.  Only 
2 of  the  K children  acquired  the  infections 
early  in  August  from  cousins  visiting  with 
them  from  another  city.  One  of  these  cous- 
ins had  poliomyelitis  following  a tonsillec- 
tomy in  July  and  his  sister  was  also  infected 
but  did  not  have  a tonsillectomy  and  escaped 
the  disease. 

Following  this  report  some  interesting  ob- 
servations were  made. 

Seydell15  in  1942  reported  on  the  Kansas 
epidemic  of  1940.  He  found  that  irrespec- 
tive of  the  time  of  tonsillectomy,  46.6  per 
cent  of  patients  with  the  bulbar  type  disease 
had  been  tonsillectomized  and  14.0  per  cent 
with  the  spinal  type  had  been  tonsillecto- 
mized. Furthermore,  he  found  that  among 
the  total  number  of  patients  in  the  survey 
who  developed  the  disease  following  recent 
tonsillectomy,  48  cases  were  bulbar  and  25 
cases  were  spinal  in  type. 

McCormick11  in  1943  reported  on  a sur- 
vey of  Toronto’s  1937  poliomyelitis  cases 
and  observed  that  less  than  8 per  cent  of 
Toronto’s  total  population  (those  on  city  re- 
lief diet,  lacking  mostly  the  B vitamins)  ap- 
parently provided  more  than  60  per  cent  of 
the  city’s  postoperative  bulbar  cases.  He  be- 
lieved that  the  higher  incidence  of  bulbar 
poliomyelitis  in  the  postoperative  cases  may 
be  determined  not  so  much  from  the  anatom- 
ic relationship  of  the  site  of  operation  as 
from  the  basic  constitutional  condition  back 
of  the  operative  procedure,  to  which  is  super- 


imposed the  shock  of  the  operation  and  ef- 
fect of  the  anoxia  of  the  anesthetic.  In  oth- 
er words,  the  bulbar  involvement  may  be 
merely  an  index  of  the  severity  of  the  dis- 
ease process. 

Howard8  in  1944  in  studying  the  problem 
from  the  incidence  of  tonsillectomies  done 
during  the  months  when  poliomyelitis  occurs 
in  Cincinnati,  namely,  July,  August,  Sep- 
tember, and  October,  during  the  seven-year 
period  from  1937  to  1943  inclusive,  found 
that  an  average  of  1,851  tonsillectomies  are 
done  yearly  in  those  months  not  including  of- 
fice tonsillectomies.  He  found  the  incidence 
of  poliomyelitis  following  tonsillectomy  dur- 
ing these  months  to  be  1 to  2,000  and  the  inci- 
dence of  patients  with  poliomyelitis  having 
had  a recent  tonsillectomy  to  the  total  num- 
ber of  cases  of  poliomyelitis  during  these 
months  to  be  1 to  40. 

Lucchesi  and  LaBoccetta1"  in  1944  studied 
the  432  cases  of  poliomyelitis  admitted  to  the 
Philadelphia  Hospital  for  Contagious  Dis- 
eases from  1937  to  1942  inclusive.  They 
found  that  over  76  per  cent  of  the  bulbar 
patients  and  61  per  cent  of  the  bulbospinal 
patients  had  had  an  adenoidotonsillectomy 
while  only  30.9  per  cent  of  the  patients  with 
only  spinal  involvement  had  had  their  ton- 
sils and  adenoids  removed. 

Anderson1  in  1945  reported  a thorough 
study  of  the  incidence  of  tonsillectomies  and 
poliomyelitis  in  Utah  in  1943.  He  found 
that  43  per  cent  of  the  bulbar  and  bulbo- 
spinal cases  were  preceded  by  a tonsillectomy 
within  thirty  days  of  the  onset.  The  inci- 
dence of  poliomyelitis  in  recently  tonsillec- 
tomized children  was  found  to  be  2.6  times 
greater  than  in  the  general  child  population. 
The  incidence  of  the  bulbar  and  bulbospinal 
type  of  poliomyelitis  was  found  to  be  16 
times  greater  in  recently  tonsillectomized 
children  than  in  the  general  child  popula- 
tion. 

Statistics  were  presented  by  Roberts1'1  in 
1946,  noting  that  274  cases  of  poliomye- 
litis following  recent  tonsillectomy  have  been 
reported  during  the  past  thirty-five  years. 
From  figures  of  the  United  States  Public 
Health  Service,  it  is  estimated  that  70.000,- 

000  tonsillectomies  were  done  during  this 
period.  It  is  estimated  that  75  per  cent  of 
this  number  were  done  on  patients  under  18 
years  of  age.  Half  of  these,  24,000,000  were 
performed  during  the  poliomyelitis  months. 
This  would  give  an  incidence  of  1 case  of 
poliomyelitis  to  approximately  100.000  re- 
cent tonsillectomies.  The  average  annual 
incidence  of  poliomyelitis  in  everyday  life  is 

1 to  3,250  of  population,  which  is  31  times 
greater  than  in  the  recently  tonsillectomized 
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population  even  during-  the  poliomyelitis  sea- 
son. 

Pederson12  in  1947  reported  a study  of  the 
poliomyelitis  cases  admitted  to  the  San  Fran- 
cisco City  and  County  Hospital  and  the  San 
Francisco  Children’s  Hospital  for  the  period 
from  1941  to  1945  inclusive.  He  tabulated 
answers  to  a form  letter  sent  to  the  hospitals 
in  the  counties  in  which  the  poliomyelitis 
cases  had  originated  concerning  the  number 
of  tonsillectomies  done  in  that  period.  He 
found  that  the  incidence  of  poliomyelitis  to 
general  population  in  an  epidemic  year 
(1943)  was  1 to  1,960  while  the  incidence  of 
poliomyelitis  following  tonsillectomy  for  the 
same  period  was  1 to  1,782.  He  also  con- 
cluded that  the  incidence  of  poliomyelitis  fol- 
lowing recent  tonsillectomy  is  not  greatly 
out  of  proportion  to  the  ratio  of  disease  to 
the  general  population  during  an  epidemic 
year.  When  poliomyelitis  occurs  following 
a tonsillectomy  it  is  more  apt  to  be  bulbar 
in  form.  There  is  a higher  incidence  of  bul- 
bar and  bulbospinal  type  poliomyelitis  in 
tonsillectomized  patients  than  in  non-tonsil- 
lectomized  patients,  the  ratio  being  2 to  1. 

Probably  the  most  comprehensive  study  of 
the  problem  has  been  done  by  Cunnings4'  5 
of  New  York.  (We  were  fortunate  to  hear 
him  present  his  work  before  the  Texas  So- 
ciety of  Ophthalmology  and  Otolaryngology 
a few  months  ago.)  He  started  out  in  ex- 
tending the  survey  of  Page  on  the  incidence 
of  poliomyelitis  following  tonsillectomies 
performed  at  the  Manhattan  Eye,  Ear  and 
Throat  Hospital.  This  study  of  11,204  tonsil- 
lectomy patients  over  a seven  year  period  re- 
vealed but  4 cases  of  poliomyelitis  following 
tonsillectomy,  none  being  of  the  bulbar  type. 
His  stimulation  of  interest  in  the  members 
of  the  American  Laryngological,  Rhinologi- 
cal  and  Otological  Society,  Inc.  in  assisting 
in  a nationwide  survey  for  1946  brought  out 
facts  on  5,872  cases  of  poliomyelitis,  which 
is  over  23  per  cent  of  the  cases  of  poliomye- 
litis reported  in  the  entire  country  for  1946. 
Of  this  total  number,  91  cases  or  1.6  per  cent 
followed  recent  removal  of  tonsils.  He  ex- 
pressed the  belief  that  the  attendant  sur- 
gical shock  of  tonsillectomy  and  the  effects 
of  anesthesia  are  important.  He  brought 
out  the  fact  that  regardless  of  the  nature  or 
site  of  operation,  these  factors  might  be 
sufficient  to  disturb  the  equilibrium  of  host 
and  virus. 

It  has  been  established  that  the  oxygen  re- 
quirement of  the  central  nervous  system  is 
approximately  30  times  that  of  other  tissues 
of  the  body.  Anesthesia,  through  the  pro- 
duction of  anoxia,  might  in  itself  be  suffi- 
cient cause  for  disturbance  of  the  host-virus 


relationship  and  capable  of  precipitating 
severe  attacks  of  infantile  paralysis.  Re- 
cently strong  evidence  has  accumulated  to 
strengthen  the  belief  that  during  epidemics 
the  virus  may  be  widespread.  Possibly  for 
every  reported  patient  with  recognizable 
symptoms  of  poliomyelitis  there  may  be  as 
many  as  600  persons  without  reportable 
symptoms  yet  fully  capable  of  spreading  in- 
fection. With  large  amounts  of  virus  ex- 
creted from  the  bowels  and  smaller  amounts 
from  the  throat,  it  would  appear  almost  im- 
possible to  avoid  coming  in  contact  with  the 
virus  during  an  epidemic.  According  to 
present  belief,  the  “trigger”  may  be  one  of 
many  things : over  fatigue,  sudden  change  of 
body  temperature,  over  exposure  to  sun- 
light, or  tonsillectomy. 

In  Texas  in  194316  there  were  167  deaths 
and  in  194417  there  were  51  deaths  caused 
by  poliomyelitis,  but  in  each  of  these  two 
years  the  deaths  due  to  homicide  exceeded 
550,  deaths  due  to  motor  vehicle  accidents 
exceeded  1,300,  and  deaths  due  to  other  acci- 
dents exceeded  4,000.  The  many  and  varied 
benefits  that  patients  derive  from  tonsil- 
lectomy are  known.  However,  the  findings 
of  these  men  who  have  carefully  studied  the 
subject  of  tonsillectomy  and  poliomyelitis 
must  be  remembered.  Physicians  should 
give  considerable  thought  to  performing  ton- 
sillectomies during  the  season  of  higher  in- 
cidence of  poliomyelitis  and  particularly 
when  it  is  epidemic  in  nature. 

Probably  the  incidence  of  poliomyelitis  is 
not  appreciably  greater  following  tonsillec- 
tomy but  certainly  when  a tonsillectomy  pa- 
tient develops  poliomyelitis  soon  after  the 
operation,  it  is  usually  bulbar  in  type,  which 
carries  a much  higher  mortality. 
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ABSTRACT  OF  DISCUSSION 

Dr.  C.  D.  Winborn,  Dallas:  As  Dr.  Eschenbrenner 
stated,  most  of  us  heard  Dr.  Cunnings,  of  New  York, 
at  the  Texas  Society  of  Ophthalmology  and  Otolaryn- 
gology meeting  last  October,  when  he  presented  a 
paper  on  this  subject.  At  that  time  he  explained 
the  work  of  his  committee  in  compiling  statistics  re- 
garding this  important  question,  and  asked  every- 
one’s assistance  in  sending  in  useful  data. 

It  is  hoped  that  we  might  soon  reach  more  definite 
conclusions  as  to  the  chances  of  contracting  polio- 
myelitis following  tonsillectomy. 

In  the  survey  I made  during  the  epidemic  months 
in  Dallas  in  K)46,  the  results  of  which  were  published 
in  the  Laryngoscope  last  August,  there  was  a total  of 
134  cases  reported.  Fifty-nine  of  these  patients  had 
had  a tonsillectomy.  Only  6 of  these  59  contracted 
the  disease  within  six  months  after  operation,  and 
none  of  these  6 had  the  bulbar  type.  Forty-four 
per  cent  of  the  total  number  of  patients  had  had  a 
tonsillectomy,  which  is  approximately  the  normal 
ratio  of  tonsillectomized  persons  to  the  total  popula- 
tion in  that  territory.  If  these  figures  were  accepted 
as  being  typical  of  all  epidemics  of  poliomyelitis, 
the  fear  of  performing  tonsil  operations  at  any  time 
would  be  eliminated. 

It  will  probably  be  found  that  there  are  many  dif- 
ferent strains  of  polio  virus,  each  of  which  pro- 
duces a different  statistical  picture.  I agree  with 
Dr.  Eschenbrenner  that  tonsillectomies  should  not  be 
performed  during  epidemics  of  poliomyelitis  until 
we  have  a clearer  understanding  of  the  chances  of 
the  patient  contracting  the  disease.  We  probably 
should  go  further  and  eliminate  all  elective  opera- 
tive procedures  during  this  period. 
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Q fever  was  first  described  in  Australia 
in  1937  as  a mild,  influenza-like  disease 
among  slaughterhouse  workers  in  Queens- 
land, hence  the  name  Q.* * * * 5  Blood  obtained 
from  patients  during  the  febrile  stage  of  ill- 
ness was  found  to  be  infectious  for  guinea 
pigs,  and  in  stained  smears  of  the  organs  of 
such  experimentally  infected  animals  intra- 
cellular bodies  belonging  to  the  group  of 

rickettsiae  were  found.  These  new  organ- 

isms were  distinct  from  other  known  rickett- 
siae and  were  named  Rickettsia  burneti.  At 

about  the  same  time  that  the  Australian 
workers  began  their  investigations  of  Q fe- 

ver, a parallel,  and  apparently  unrelated  in- 

vestigation was  going  on  in  this  country.  A 

new  rickettsia  was  isolated  by  inoculating 
guinea  pigs  and  mice  with  Montana  wood 
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ticks  (Dermacentor  andersoni)4.  The  new 
agent  was  named  R.  diaporica.  Later  inves- 
tigations proved  that  R.  burneti  and  R.  dia- 
porica were  essentially  alike,  and  the  latter 
name  has  now  been  abandoned. 

In  1940  an  outbreak  of  16  cases  of  Q 
fever  occurred  among  laboratory  personnel 
at  the  National  Institute  of  Health.7 * *  In  this 
epidemic,  for  the  first  time,  it  was  recog- 
nized that  pneumonia  is  a prominent  feature 
of  the  disease.  Since  primary  atypical  pneu- 
monia was  coming  into  prominence  at  this 
time,  there  was  considerable  interest  in  the 
possibility  that  rickettsial  infection  might 
be  the  cause  of  this  syndrome.  It  was  soon 
found,  however,  that  in  this  country  Q fever 
was  not  the  usual  cause  of  primary  atypical 
pneumonia.6 

The  scene  now  shifted  to  the  Mediterra- 
nean theater  of  war,  where,  during  the  years 
from  1943  to  1945  medical  officers  recog- 
nized the  occurrence  among  American  and 
Allied  troops  of  sharp  but  localized  out- 
breaks of  atypical  pneumonia  differing  some- 
what from  the  ordinary  variety.  Further 
study  proved  the  disease  to  be  due  to  infec- 
tion with  R.  burneti.11-  12-  13-  14  The  mode  of 
transmission  of  this  Mediterranean  form  of 
Q fever  was  not  ascertained.  Evidence  was 
found,  however,  to  suggest  that  Q fever  is 
actually  endemic  in  the  civilian  population  in 
areas  of  Greece,  Italy,  and  Corsica.  Curi- 
ously, at  about  this  time  a solitary  case  of  Q 
fever  was  proved  in  an  American  soldier  in 
Panama.1 

Thus,  by  the  close  of  the  war  Q fever  had 
been  identified  as  occurring  under  natural 
conditions  in  such  widely  separated  regions 
as  Australia,  Panama,  and  Mediterranean 
littoral.  Except  for  infections  among  labo- 
ratory workers,2- 7- u- 12- 13- 14  however,  the  only 
cases  of  Q fever  recognized  in  the  United 
States  up  to  this  time  were  a few  isolated  in- 
stances in  the  Rocky  Mountain  states. 

In  March,  1946,  there  occurred  at  Amarillo 
among  meat  packers  and  stockyard  workers 
an  explosive  outbreak  of  an  acute  febrile  ill- 
ness which  was  identified  as  Q fever.  This 
epidemic,  ably  investigated  by  Irons,  Hooper, 
Topping,  Cox,  and  others3- !'-  10-  10  represents 
the  first  recognized  epidemic  of  Q fever  un- 
der natural  conditions  in  the  United  States. 
In  August,  1946,  a second  epidemic  occurred 
among  workers  in  a Chicago  packing  plant.15 
In  the  spring  and  summer  of  1947  more  than 
100  cases  of  Q fever  were  recognized  in  the 
Los  Angeles  area.s 

It  is  now  apparent  that  Q fever  is  not  only 
worldwide  in  occurrence  but  more  particu- 
larly is  present  here  in  the  Southwest,  and 
hence  physicians  should  be  familiar  with  the 
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clinical  picture  which  it  presents  and  with 
the  methods  available  for  its  diagnosis. 

CLINICAL  ASPECTS 

Q fever  is  an  acute  illness  characterized 
by  fever,  headache,  constitutional  reaction, 
and  pneumonia.  Its  onset  is  fairly  rapid. 
Headache  and  fever  are  the  outstanding 
symptoms.  The  former  is  apt  to  be  par- 
ticularly severe  and  may  be  associated  with 
photophobia.  Generalized  muscular  aching 
is  also  frequent.  Chilliness  is  usual  but  frank 
rigors  are  not. 

The  majority  of  the  recognized  cases  of  Q 
fever  have  had  pulmonary  infiltration  dem- 
onstrable by  roentgen  ray.  In  some  epidem- 
ics almost  all  patients  have  had  pneumonia, 
but  it  is  probable  that  in  a considerable 
number  of  mild  cases  pneumonia  is  not  dem- 
onstrable. Despite  the  prominence  of  pneu- 
monia in  Q fever,  symptoms  of  involvement 
of  the  respiratory  tract  are  not  outstanding. 
Sneezing,  nasal  obstruction,  and  sore  throat 
are  distinctly  unusual.  Cough  is  generally 
present  but  is  likely  to  be  dry  and  nonproduc- 
tive. Substernal  or  costal  aching  may  be 
present,  and  in  some  instances  true  pleural 
pain  has  been  described.  As  is  the  case  in 
virus  pneumonia,  physical  examination  of 
the  chest  is  unrewarding  in  early  stages  of 
the  illness.  Later  in  the  course,  dullness  or 
crepitant  or  subcrepitant  rales  may  be  de- 
tected but  frank  signs  of  consolidation  are 
not  to  be  expected.  The  remainder  of  the 
physical  examination  of  these  patients  offers 
little  positive  help  in  diagnosis.  Examination 
of  the  upper  respiratory  passages  is  un- 
revealing. There  is  no  associated  rash,  no 
enlargement  of  the  spleen,  and  no  lympha- 
denopathy. 

The  disease  is  marked  by  a relatively  sus- 
tained fever  of  high  degree,  generally  in 
excess  of  102  F.  and  persisting  for  from 
five  to  fourteen  days,  averaging  about  seven 
days.  Headache,  weakness,  and  cough  per- 
sist beyond  the  febrile  period.  The  disease 
is,  of  course,  symptomatically  milder  and 
briefer  in  those  who  escape  pulmonary  in- 
filtration. 

Symptomatic  and  febrile  relapses  have 
been  noted  but  in  the  majority  of  instances 
recovery  is  complete  and  uncomplicated. 
Among  several  hundred  reported  cases 
throughout  the  world  there  have  been,  to  our 
knowledge,  only  3 fatalities. 

No  specific  form  of  treatment  is  avail- 
able. Sulfonamides  and  antibiotics  are  with- 
out effect;  para-aminobenzoic  acid  has  not 
been  used  in  the  treatment  of  Q fever  but 
laboratory  studies  do  not  suggest  that  it 
would  be  beneficial. 


CLINICAL  DIAGNOSIS 

Routine  clinical  laboratory  studies  gen- 
erally yield  normal  findings.  The  white  blood 
cell  count  is  normal  although  occasionally 
there  may  be  leukocytosis.  Differential 
white  cell  counts  are  also  normal.  Urinaly- 
sis is  either  normal  or  reveals  a degree  of 
albuminuria  consistent  with  the  fever. 
Routine  sputum  cultures  reveal  normal  bac- 
terial flora. 

Since  the  symptoms  and  physical  find- 
ings of  Q fever  are  not  distinctive,  a con- 
siderable number  of  other  disease  must  be 
considered  in  differential  diagnosis,  includ- 
ing all  those  concerned  in  the  differentiation 
of  “fever  of  unknown  origin.”  Among  such 
conditions  in  which  fever,  chilliness  or 
chills,  headaches,  and  muscle  aches  are 
usually  prominent  early  symptoms  may  be 
included  typhoid  fever,  typhus,  acute  brucel- 
losis, malaria,  Weil’s  disease,  infectious 
mononucleosis,  and  the  prodromal  stages  of 
infectious  hepatitis.  Influenza  and  various 
other  forms  of  winter  epidemic  respiratory 
disease  offer  diagnostic  difficulties,  but  the 
greater  prominence  of  upper  respiratory 
symptoms,  the  rarity  of  pulmonary  infiltra- 
tions, and  the  widespread  occurrence  in  large 
population  groups  are  clinical  guides  to  the 
diagnosis  of  these  diseases. 

Q fever  must  also  be  differentiated  from 
other  diseases  which  produce  pulmonary  in- 
filtration demonstrable  by  roentgen  ray.  Its 
distinction  from  tuberculosis  and  from  bac- 
terial pneumonias  is  relatively  simple. 
Among  the  nonbacterial  pneumonias,  dif- 
ferentiation is  more  difficult.  With  regard 
to  differentiation  from  psittacosis  and  coc- 
cidioidomycosis the  history  of  contact  with 
psittacine  birds  in  the  one  instance  and  resi- 
dence in  a known  endemic  area  in  the  other 
are  of  diagnostic  value.  Q fever  may  re- 
semble virus  pneumonia  quite  closely.  In 
both  diseases,  constitutional  symptoms  and 
particularly  headache  are  prominent  at  on- 
set, and  symptoms  and  physical  signs  of 
pulmonary  involvement  develop  later.  The 
onset  of  Q fever,  however,  is  more  often 
acute,  the  headache  and  fever  more  severe, 
and  the  respiratory  symptoms  less  promi- 
nent than  is  the  case  in  ordinary  virus  pneu- 
monia. Cold  hemagglutinins  develop  during 
convalescence  in  from  25  to  50  per  cent  of 
cases  of  virus  pneumonia  whereas  they  are 
not  found  in  Q fever.  The  appearance  of 
the  pulmonary  lesion  on  the  roentgenogram 
sometimes  offers  a clue  to  differential  diag- 
nosis. In  ordinary  virus  pneumonia  the  in- 
filtration is  generally  feathery  and  mottled 
and  spreads  fanwise  from  the  hilus  to  the 
periphery.  In  Q fever  many  of  the  cases 
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have  exhibited  circumscribed  infiltrations 
of  uniform,  ground  glass  density  which 
tended  to  appear  in  the  peripheral  portions 
of  the  lungs.  Infiltrations  of  this  type  are 
unusual  in  virus  pneumonia  and  should 
arouse  suspicion  of  Q fever. 

LABORATORY  DIAGNOSIS 

Like  the  viruses  and  other  rickettsiae, 
the  causative  agent  of  Q fever,  R.  burneti, 
is  an  obligate  parasite.  The  organism  is  in- 
fective for  guinea  pigs  and  mice  and  will 
produce  fever  and  splenic  enlargement  after 
intraperitoneal  inoculation.  It  is  most  readily 
cultivated,  however,  by  inoculation  into  the 
yolk  sacs  of  fertile  hens’  eggs  where  the 
organisms  "are  found  in  great  abundance 
after  several  days  of  incubation.  In  infected 
laboratory  animals  the  organisms  can  be 
identified  in  impression  smears  of  the  spleen 
stained  by  the  Macchiavello  technique  and 
examined  under  the  oil  immersion  lens  of  the 
ordinary  microscope.  The  organisms,  which 
are  usually  seen  within  the  tissue  cells,  are 
round  or  bacillary  bodies,  generally  smaller 
than  most  bacteria.  The  unique  feature  of 
R.  burneti  which  distinguishes  it  from  other 
rickettsiae  is  its  ability  to  pass  through  bac- 
terial filters. 

A definitive  diagnosis  of  Q fever  can  be 
established  in  either  of  two  ways : ( 1 ) by 
isolation  or  recovery  of  the  rickettsia  from 
the  patient’s  blood  during  the  acute  stage 
of  the  illness  or  (2)  by  the  demonstration  of 
a rise  in  titer  of  specific  antibodies  during 
convalescence.  The  first  method  necessitates 
the  inoculation  of  animals  or  fertile  hens’ 
eggs  with  blood  from  the  patient  and  the 
serial  passage  of  infectious  material  until  by 
actual  demonstration  of  the  organisms  or 
neutralization  tests  its  identity  can  be  estab- 
lished. This  method  is  not  to  be  recommended 
for  the  general  laboratory  because  of  the 
hazard  to  the  laboratory  workers.  Without 
exception,  all  laboratories  which  have  han- 
dled living  rickettsiae  of  Q fever  have  ex- 
perienced epidemics  of  the  disease.  The 
serologic  diagnosis,  therefore,  is  to  be  pre- 
ferred. The  antigen  which  can  be  used  in 
agglutination  or  complement  fixation  tests 
is  prepared  from  the  yolk  sacs  of  infected 
fertile  eggs.  The  rickettsiae  are  killed  by 
formalin,  and  the  antigen,  which  is  purified 
by  differential  centrifugation  and  the  ex- 
traction of  fats,  is  essentially  a concen- 
trated suspension  of  killed  rickettsiae.  Blood 
serum  should  be  obtained  early  in  the  disease 
and  again  during  convalescence,  from  three 
to  six  weeks  after  onset.  The  presence  of 
agglutinating  or  complement-fixing  anti- 
bodies is  of  particular  significance  if  blood 
specimens  taken  during  the  acute  phase  are 


negative  and  become  positive  during  con- 
valescence of  the  patient.  These  serologic 
tests  are  believed  to  be  reliable  and  specific 
for  the  diagnosis  of  Q fever.  Cross  re- 
actions with  other  rickettsial  diseases  do  not 
occur.  There  are  now  a number  of  differ- 
ent strains  of  R.  burneti  which  may  be  used 
in  serodiagnosis,  and  at  present  the  question 
of  which  strain  is  most  useful  is  still  un- 
settled. 

The  Weil-Felix  agglutination  test  with 
the  various  proteus  OX  strains  is  negative  in 
Q fever.  This  test,  which  is  so  useful  in 
the  diagnosis  of  other  rickettsial  diseases, 
is  of  no  value  in  the  diagnosis  of  Q fever. 

EPIDEMIOLOGY 

The  mode  of  transmission  of  Q fever  under 
natural  conditions  is  as  yet  obscure.  All 
other  known  rickettsial  diseases  are  trans- 
mitted to  man  directly  or  indirectly  by  ar- 
thropod vectors.  In  the  case  of  Q fever  it 
was  likewise  found  that  R.  burneti  is  pres- 
ent in  various  species  of  ticks  in  Australia 
and  in  the  United  States.  However,  in  none 
of  the  epidemics  which  have  occurred  natu- 
rally in  the  United  States  has  it  been  pos- 
sible to  demonstrate  an  insect  vector. 

Q fever  was  originally  described  among 
slaughterhouse  workers  in  Australia5  and 
two  of  the  three  known  epidemics  in  this 
country  have  also  involved  packinghouse 
workers.3’ 9-  10-  15-  19  However,  we  believe  that 
a direct  occupational  factor  is  not  essential. 
Although  the  Amarillo  epidemic  was  be- 
lieved to  be  confined  to  persons  actually 
working  in  the  stockyards  and  packinghouse, 
we  found  later  that  members  of  the  families 
of  exposed  persons  exhibited  antibodies  to 
R.  burneti.  This  finding  suggests  that  the 
infectious  agent  may  have  been  in  the  gen- 
eral environment  as  well  as  in  the  specific 
occupational  group  in  question.  More  than 
half  of  the  patients  reported  from  the  Los 
Angeles  area  during  the  past  year  worked 
on  dairy  farms  or  lived  in  their  immediate 
vicinity.  From  10  to  20  per  cent  of  dairy 
cattle  in  this  area  were  found  to  possess 
serum  antibodies  for  Q fever,  and  the  ricket- 
tsiae themselves  have  been  recovered  from 
the  milk  of  such  cowsA  Despite  these  find- 
ings, however,  there  is  yet  no  evidence  that 
human  infection  is  acquired  by  drinking 
raw,  infected  milk.  All  of  these  studies 
point  to  the  importance  of  cattle  in  the  trans- 
mission of  this  disease,  but  the  actual  method 
by  which  transmission  to  man  is  accom- 
plished remains  an  enigma. 

For  some  time  we  have  been  interested 
in  finding  out  how  extensive  and  how  wide- 
spread infection  with  Q fever  might  be.  Since 
antibodies  develop  after  infection,  retro- 
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spective  serodiagnosis  might  be  possible, 
especially  since  a follow-up  study  of  cases 
from  the  Amarillo  epidemic  demonstrated 
that  complement-fixing  antibodies  may  per- 
sist for  one  and  one-half  years  after  natu- 
rally acquired  infection.18 

To  date,  approximately  5,000  serum  speci- 
mens have  been  tested  in  our  laboratory  for 
the  presence  of  complement-fixing  anti- 
bodies with  an  egg-yolk  preparation  of  the 
American  strain  of  R.  burneti  as  antigen.* 
Among  1,400  packinghouse  workers  in  Fort 
Worth,  approximately  8 per  cent  had  anti- 
bodies against  R.  burneti  and  in  a consider- 
able number  of  instances  high  titers  were 
found.1'1  Presumably  this  finding  indicates 
that  unrecognized  Q fever  has  occurred 
among  these  persons.  That  occupation  is  not 
necessarily  a specific  factor  in  the  epidemi- 
ology of  this  disease,  however,  is  indicated  by 
the  results  in  another  group  of  meat  packers. 
Approximately  150  serum  specimens  were 
obtained  from  packinghouse  workers  in 
Minnesota.  None  of  these  persons  had 
significantly  elevated  antibody  titers  against 
R.  burneti,  yet  most  of  them  had  been  en- 
gaged in  this  work  for  more  than  five  years 
and  some  for  more  than  twenty-five  years. 

We  have  recently  made  a similar  serologic 
survey  in  two  groups  of  patients  whose  blood 
specimens  were  obtained  from  Wassermann 
laboratories.  In  one  group  of  1,000  speci- 
mens from  Boston  only  1 per  cent  had  anti- 
bodies to  R.  burneti.  By  contrast,  among 
1,000  specimens  from  a Dallas  laboratory, 
10  per  cent  had  antibodies  to  R.  burneti. 
In  most  instances  titers  were  low  and  their 
significance  is  not  altogether  clear.  The 
completed  serologic  studies  will  be  published 
elsewhere.17 

Although  the  epidemology  of  Q fever  is 
far  from  clear,  enough  is  now  known  to  sug- 
gest that  this  disease  is  endemic  in  the 
United  States  and  hence  it  must  be  brought 
within  the  diagnostic  focus  of  the  prac- 
titioner of  medicine. 

SUMMARY 

Historical  development  of  our  knowledge 
of  Q fever  has  been  reviewed.  The  clinical 
features,  differential  diagnosis,  and  meth- 
ods of  laboratory  diagnosis  are  discussed. 
Such  facts  as  are  known  regarding  the  mode 
of  transmission  of  this  disease  have  been 
presented.  Serologic  studies  conducted  in 
our  laboratory,  when  taken  in  conjunction 
with  recent  reports  of  the  occurrence  of  Q 
fever,  suggest  that  this  disease  may  prove  to 
be  considerably  more  common  in  the  United 
States  than  had  been  believed  previously. 

*We  are  indebted  to  Dr.  Herold  R.  Cox,  Lederle  Laboratories 
Division,  American  Cyanamid  Company,  for  generous  supplies 
of  Q fever  antigen. 
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LIVING  COSTS  VS.  MEDICAL  CARE  COSTS 

The  cost  of  living  has  risen  more  rapidly  than  the 
fees  charged  by  physicians  for  medical  services,  ac- 
cording to  a study,  “Comparative  Increases  in  the 
Costs  of  Medical  Care  and  the  Costs  of  Living,” 
recently  issued  by  Frank  G.  Dickinson,  Ph.D.,  di- 
rector of  the  Bureau  of  Medical  Economic  Research 
of  the  American  Medical  Association. 

A Bureau  of  Labor  Statistics  price  index,  covering 
cost  of  living  in  34  cities,  was  59  per  cent  higher 
in  1947  than  in  the  base  period  of  1935-1939.  The 
Bureau’s  1947  index  for  all  medical  care,  including 
drugs,  was  only  32  per  cent  above  the  base  period. 
Excluding  drugs,  the  increase  was  35  per  cent  and 
for  drugs  only  the  increase  was  15  per  cent. 

In  a study  published  several  months  ago,  Dr. 
Dickinson  pointed  out  that  medical  care  items  as  a 
whole  cost  the  American  people  only  3.9  per  cent  of 
the  total  personal  consumer  expenditures  in  1946  as 
compared  with  4.3  per  cent  in  1940.  In  1946,  physi- 
cians received  only  26  per  cent  of  all  the  dollars 
spent  for  medical  care  as  compared  with  31  per  cent 
in  the  base  period,  1935-1939,  and  32  per  cent  in 
1929.  The  amount  spent  for  drugs  in  1946  had  risen 
to  24  per  cent  of  all  dollars  spent  for  medical  care 
as  compared  with  only  21  per  cent  in  1935-1939  and 
20  per  cent  in  1929. 
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TUBERCULOSIS  ERADICATION— A 
POSSIBILITY 
ELLIOTT  MENDENHALL,  M.  D. 

DALLAS,  TEXAS 

When  we  are  unusually  disturbed  over 
some  particularly  difficult  problem  for  which 
we  see  no  immediate  and  easy  remedy,  we 
are  wont  to  say,  “There  ought  to  be  a law — 
In  Texas,  however,  we  cannot  justifiably 
hide  behind  such  a blind  in  reference  to  the 
tuberculosis  problem,  for  the  present  laws 
and  regulations  give  ample  powers  to  the 
health  authorities  to  conduct  case-finding 
programs,  to  enforce  the  isolation  of  tuber- 
culous patients,  and  to  exercise  such  other 
necessary  precautions  in  the  prevention  of 
the  spread  of  this  disease.  Why  we  do  not 
at  present  have  a complete  control  program 
for  tuberculosis  is  beside  the  point  just  now, 
for  it  is  not  the  intent  or  purpose  of  this  dis- 
cussion to  point  the  finger  of  blame  at  any- 
one, but  rather  to  draw  attention  to  certain 
principles  and  methods  of  tuberculosis  con- 
trol and  eventual  eradication. 

At  present  I do  not  believe  we  know 
enough  about  the  many  biological  and  envir- 
onmental influences  which  play  a part  in 
the  behavior  of  tuberculosis  to  predict  its 
eradication,  but  by  constant  and  conscien- 
tious use  of  all  our  knowledge  we  are  en- 
couraged to  work  harder  than  ever  toward 
that  goal.  As  pointed  out  by  the  Surgeon 
General  of  the  U.  S.  Public  Health  Service, 
the  control  of  tuberculosis  will  become 
harder  as  the  disease  retreats  into  strong- 
holds less  easy  to  discover  and  invade.  This 
challenge  should  prove  only  an  added  stimu- 
lus to  our  efforts.  We  can  garner  a good 
deal  of  encouragement  in  our  fight  by  re- 
calling the  marked  decline  in  the  death  rate 
that  has  already  taken  place.  This  decline 
started  even  before  Koch  discovered  the  tu- 
bercle bacillus  and  has  continued  since.  The 
marked  drop  from  about  200  deaths  per 
100,000  population  to  less  than  40  per  100,000 
in  the  last  fifty  years  is  common  knowledge. 
At  the  same  mathematical  rate  10  deaths  per 
100,000  can  be  expected  by  1980  even  if  no 
specific  cure  is  found  in  the  interim.  The 
fact  that  the  morbidity  rate  has  not  fallen 
so  rapidly  is  a fair  warning  that  we  must 
continue  to  use  all  of  our  knowledge  if  this 
gratifying  result  is  to  be  attained. 

WHERE  IS  TUBERCULOSIS? 

It  is  trite  to  say  that  if  tuberculosis  is  to 
be  eradicated  we  must  find  it,  treat  it,  pre- 
vent its  spread,  and  educate  professional  and 
lay  people  alike.  The  induction  examinations 

Chairman’s  address  before  the  Section  on  Public  Health,  State 
Medical  Association  of  Texas,  Annual  Session,  Dallas,  May  6, 
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and  our  war  experience  have  set  the  stage  for 
a coordinated  attack  to  eradicate  tuberculosis. 
Case  finding  is  an  essential  part  of  a control 
program.  Mass  roentgen-ray  screening  is  the 
best,  but  not  always  the  most  practical, 
method.  Where  a whole  population  or  a ma- 
jor part  of  it  cannot  be  screened,  groups 
that  are  productive  of  the  most  cases  of  tu- 
berculosis must  be  selected.  In  general,  per- 
sons over  20  years  of  age  in  the  lower  econ- 
omic stratum  in  unskilled  trades  constitute 
such  a group.  Negroes  and  Latin-Americans 
in  Texas  also  constitute  such  a group. 

Contacts,  of  course,  should  be  given  roent- 
gen examinations.  The  type  of  tuberculosis 
the  patient  has  will  determine  largely  the 
amount  of  screening  to  be  done.  Those  ex- 
posed to  open  cases  are  the  most  important — 
from  5 to  8 per  cent  of  these  show  evidence 
of  the  disease. 

Another  source  of  unsuspected  tubercu- 
losis is  the  examination  of  patients  admitted 
to  general  hospitals.  As  more  of  this  work 
is  done  its  importance  looms  greater  and 
greater.  From  1 to  2 per  cent  of  such  pa- 
tients have  been  found  to  have  clinically 
significant  tuberculosis.  In  a few  surveys 
up  to  7 per  cent  have  been  found  to  have 
chest  changes.  Caring  for  these  unknown 
tuberculous  patients  creates  a danger  to 
medical  students  and  nurses.  This  is  borne 
out  by  the  fact  that  from  1 to  5 per  cent 
of  medical  students  and  from  4 to  5 per  cent 
of  nurses  develop  tuberculosis.  Here,  then, 
is  an  important  group  to  screen  for  tubercu- 
losis in  an  effort  to  prevent  the  spread  of  the 
disease  to  those  who  are  most  interested  and 
will  be  best  trained  in  its  treatment. 

A survey  of  food  handlers  in  Hawaii  made 
about  two  years  ago  shows  that  such  a survey 
is  an  excellent  method  of  detecting  minimal 
cases  and  preventing  the  spread  of  the  dis- 
ease. Such  a program  has  been  conducted  by 
the  Tuberculosis  Control  Clinic  at  Dallas  for 
about  a year.  In  that  program  28,359  per- 
sons have  been  given  roentgen  examinations 
and  235  cases  of  tuberculosis  have  been 
found.  There  are  195  additional  cases  of 
suspected  tuberculosis  in  this  group  in  which 
a final  diagnosis  has  not  yet  been  made. 
There  were  105  cases  of  other  chest  condi- 
tions discovered.  The  important  feature  of 
this  survey  is  that  of  the  235  tuberculous 
patients,  142  have  minimal  lesions,  and  only 
4 far  advanced  lesions.  This  is  a complete 
reversal  of  the  figures  at  the  sanatoriums 
and  it  points  the  way  to  the  real  control  of 
tuberculosis  in  the  community.  Giving  school 
children  skin  tests  and  roentgen  examina- 
tions does  not  have  an  important  place  in 
a tuberculosis  control  program.  Here  the 
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cost  per  case  discovered  is  exorbitant.  Only 
about  5 per  cent  of  those  reached  in  most 
such  surveys  are  found  to  be  infected.  This 
procedure  is  of  value  only  as  an  educational 
feature,  and  can  be  justified  only  on  that 
score.  In  one  large  city  in  Texas  only  9.55 
per  cent  of  the  white  children  are  positive 
reactors,  and  no  significant  cases  of  tubercu- 
losis have  yet  been  reported ; 17.5  per  cent  of 
the  Negro  children  are  reactors  and  active  tu- 
berculosis is  rarely  found.  A part  of  such  an 
educational  program  in  the  schools  might 
well  lead  to  the  roentgen  examination  of  all 
school  employes  for  the  protection  of  the 
children. 

The  Dallas  Tuberculosis  Control  Clinic 
is  compiling  a tuberculosis  register  for  the 
county.  This,  I believe,  is  a valuable  aid  in 
keeping  tab  on  the  tuberculosis  situation  in 
a community  and  can  be  useful  in  controlling 
open  cases  and  in  maintaining  adequate  fol- 
low-up on  others  and  their  contacts. 

TREATMENT 

The  treatment  of  disease  is  of  prime  im- 
portance in  its  control.  This  is  especially 
true  of  an  infectious  disease  like  tuberculo- 
sis. Here  the  treatment  divides  itself  into 
prophylactic  and  active.  It  is  still  a moot 
question  in  some  circles  whether  or  not  a 
mild  tuberculosis  infection  in  early  life  is  a 
good  thing.  Some  believe  that  it  confers  rela- 
tive protection  against  reinfection  in  adult- 
hood; others  are  just  as  sure  that  it  is  far 
safer  to  avoid  any  infection  in  early  life.  The 
prophylactic  treatment  of  tuberculosis  in- 
volves all  the  preventive  measures  to  combat 
its  spread.  These  are  all  too  well  known 
to  justify  discussion  here.  Efforts  at  ac- 
tive immunization  have  been  revived  in  the 
past  few  years,  and  are  now  receiving  seri- 
ous attention  in  this  country.  The  use  of 
BCG  vaccine  seems  to  offer  more  hope  than 
formerly.  Its  use  among  the  American  In- 
dians indicates  that  both  the  morbidity  and 
the  mortality  are  significantly  lower  among 
the  vaccinated  than  among  the  unvaccinated. 
I believe  this  vaccine  has  earned  its  right  to 
continued  use  and  observation,  but  it  has  not 
given  the  final  answer  yet  in  the  prevention 
of  tuberculous  disease. 

The  agencies  involved  in  the  active  treat- 
ment of  clinical  tuberculosis  are  the  physi- 
cian, the  home,  the  sanatorium,  the  clinic, 
and  the  health  agencies,  both  official  and 
voluntary.  Most  patients  should  have  con- 
tact with  all  these  forces  at  some  time  during 
their  illness,  but  far  too  few  of  them  do. 
Physicians  stress  over  and  over  again  the 
importance  of  sanatorium  treatment,  yet  few 
sanatoriums  can  justify  their  existence  by 
the  number  of  arrested  cases  produced.  This 


is  not  an  argument  against  sanatorium  care, 
but  rather  a plea  for  more  and  longer  periods 
of  sanatorium  treatment.  Obviously  it  is  a 
waste  of  funds  to  treat  a patient  for  a short 
time  and  then  have  him  return  to  his  home 
and  community  to  continue  to  infect  others. 
The  disease  of  60  per  cent  of  the  discharged 
patients  is  unstable.  To  say  that  there  are 
too  few  beds  and  that  as  many  different  in- 
dividuals as  possible  must  be  served  may  be 
a political  expedient,  but  it  prevents  the  sana- 
torium from  being  the  force  it  should  be  in 
the  eradication  of  tuberculosis. 

The  chest  clinic  can  not  only  find  new 
cases,  but  it  can  give  widespread  educational 
and  prophylactic  benefits  to  families  and  to 
the  community.  It  can  also  serve  as  an  am- 
bulatory pneumothorax  clinic.  The  Dallas 
Tuberculosis  Control  Clinic  continues  such 
treatment  on  patients  discharged  from  the 
sanatorium.  This  clinic  is  taking  care  of  46 
pneumothorax  patients  now,  and  the  num- 
ber is  growing.  This  leaves  bed  space  for 
more  and  more  patients  in  an  overcrowded 
sanatorium. 

The  follow-up  care  of  discharged  patients 
and  their  earlier  contacts  is  a program  fa- 
miliar to  all.  Here  the  official  and  volun- 
tary agencies  have  an  opportunity  for  coor- 
dinated work  that  brings  gratifying  benefits 
to  patients  and  to  the  community  served. 

Strictly  speaking,  rehabilitation  begins 
when  the  diagnosis  of  tuberculosis  is  made, 
for  it  is  then  that  the  patient  and  his  family 
must  begin  their  readjustments  to  a new 
way  of  living.  This  fact  makes  rehabilita- 
tion a part  of  the  treatment  problem.  Phy- 
sical restoration,  of  course,  comes  first,  and 
then  educational  and  vocational  rehabilita- 
tion. For  many  patients  the  choosing  of  a 
vocation  in  which  they  can  gain  a livelihood 
is  a problem.  Various  aptitude  tests  are  of 
great  help.  It  must  be  borne  in  mind,  too, 
that  jobs  for  which  patients  are  trained  must 
be  available  in  his  community,  for  it  is  little 
consolation  for  him  to  return  home  with 
training  that  he  cannot  put  to  productive 
use.  Employers  need  a great  deal  of  infor- 
mation on  the  ability  of  the  arrested  tuber- 
culous person  to  become  an  economic  asset. 

EDUCATION 

The  group  most  interested  in  hearing 
about  tuberculosis  and  its  characteristics  is 
the  patient  and  his  family.  Here  the  pri- 
vate practitioner  of  medicine  has  a great 
responsibility.  He  is  the  one  in  whom  the 
family  reposes  their  confidence  and  to  whom 
they  will  listen.  His  is  a rare  opportunity  to 
inform  the  laity  on  prophylactic  measures 
and  his  is  a serious  obligation  to  help  pre- 
vent the  spread  of  disease.  The  sanatorium, 
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also,  is  an  educational  center,  not  only  for  its 
patients,  but  for  their  visitors.  Planned  edu- 
cational programs  should  be  part  of  the 
sanatorium  routine.  Together  with  the  health 
department,  the  sanatorium  should  be  the 
source  of  educational  material  for  the  medi- 
cal profession  and  for  the  community  at 
large.  It  can  also  furnish  statistics  and  other 
pertinent  data  for  use  by  the  voluntary 
agency  to  see  that  the  governing  units  are 
kept  informed  as  to  the  needs  of  the  com- 
munity in  fostering  and  furthering  its  con- 
trol program.  The  voluntary  agency  by  its 
demonstration  projects  and  by  crystallizing 
public  thought  and  opinion  can  be  a helpful 
influence  ki  obtaining  adequate  appropria- 
tions for  proper  care  of  tuberculous  patients, 
and  thereby  aid  in  the  eradication  of  the  dis- 
ease. The  teaching  of  elementary  facts  about 
tuberculosis  in  the  public  schools  should  be 
encouraged  by  the  voluntary  agency. 

More  effective  and  more  comprehensive 
teaching  of  tuberculosis  in  medical  schools 
will  have  a great  influence  in  the  fight 
against  the  disease.  Students  should  develop 
a lively  interest  in  working  for  the  eventual 
eradication  of  a disease  which  has  for  cen- 
turies been  a scourge  to  mankind.  They 
will  develop  such  an  interest  only  if  they 
have  accurate  and  inspiring  instruction  in 
the  vagaries  of  this  enemy  of  man.  In  this 
connection  it  must  be  remembered  that  re- 
search has  a vital  place  in  any  program 
which  has  as  its  objective  the  eradication 
of  tuberculosis.  Those  who  have  been  treat- 
ing tuberculosis  for  years  may  have  become 
indifferent  to  any  heralded  cure  for  tubercu- 
losis because  they  have  lived  through  so 
many  of  them.  Studies  now  being  con- 
ducted, however,  are  on  a more  scientific 
basis  and  are  better  controlled.  I believe 
that  every  reasonable  encouragement  should 
be  given  them.  Medical  schools  and  the 
staffs  of  sanatoriums  should  be  ever  on 
the  alert  for  improvement  in  techniques  of 
treatment  and  for  new  methods  that  have 
promise  of  even  more  effective  treatment 
and  control  of  tuberculosis.  Financial  aid 
and  endowments  should  be  sought  and  en- 
couraged for  persons  and  institutions  prop- 
erly equipped  to  conduct  research  programs 
to  the  end  that  a specific  cure  for  tubercu- 
losis may  be  found  and  the  goal  of  eradica- 
tion of  this  dire  disease  more  quickly  real- 
ized. 

SUMMARY 

The  principles  of  tuberculosis  control  are 
reviewed.  The  hope  is  expressed  that  a 
means  for  the  eradication  of  the  disease  will 
be  found.  While  researchers  work  for  a spe- 
cific cure,  physicians  must  continue  to  find, 


treat,  prevent,  and  teach  tuberculosis.  Some 
of  the  experiences  of  the  Dallas  Tuberculosis 
Clinic  are  cited  in  its  relation  to  an  over-all 
eradication  program. 

Medical  Arts  Building. 

ABSTRACT  OF  DISCUSSION 

Dr.  Howard  E.  Smith,  Austin:  Investigation  of 
agents  having  any  destructive  or  inhibitory  effect 
on  bacteria  continues  in  the  hope  that  a specific  cure 
for  tuberculosis  may  be  found.  Vaccination  to  pre- 
vent tuberculosis  is  likewise  being  investigated  in 
the  United  States  to  determine  its  practical  value 
in  decreasing  tuberculosis  morbidity  and  mortality. 
As  a result  of  the  decreased  tuberculosis  mortality 
over  the  last  few  decades,  optimism  has  developed 
as  to  the  future  importance  of  tuberculosis. 

One  phase  of  the  possibility  of  eradication  has 
probably  not  been  emphasized  sufficiently  in  Texas. 
This  has  been  brought  out  by  the  late  Dr.  W.  H. 
Frost*,  who  developed  the  thesis  that  in  order  to 
effect  the  disappearance  of  the  disease  “it  is  neces- 
sary only  that  the  rate  of  transmission  (of  the  bacil- 
lus from  person  to  person)  be  held  permanently  be- 
low the  level  at  which  a given  number  of  infection 
spreading  (that  is,  open)  cases  succeed  in  establish- 
ing an  equivalent  number  to  carry  on  the  succession. 
If  in  successive  periods  of  time  the  number  of  infec- 
tious hosts  is  continuously  reduced,  the  end  result 
of  this  diminishing  rate,  if  continued  long  enough, 
must  be  the  extermination  of  the  tubercle  bacillus.” 
The  important  point  of  this  philosophy  is  whether 
the  critical  level  in  the  number  of  carriers  has  al- 
ready been  reached  or  is  likely  to  be  reached  if 
environmental  conditions  are  maintained  in  the  pres- 
ent state.  I believe  more  emphasis  should  be 
placed  upon  the  recognition  of  “sub-clinical”  cases 
or  “carriers”  of  tuberculosis.  Greater  use  of  the 
available  laboratory  resources  of  the  state  should  be 
encouraged,  and  more  adequate  evaluation  of  known 
tuberculosis  cases,  together  with  cases  to  be  recog- 
nized in  the  future  should  be  attempted  so  as  to 
reduce  the  opportunity  for  infection  to  its  lowest 
point.  The  combination  of  these  auxiliary  features, 
together  with  the  fundamental  factors  of  control, 
should  provide,  if  developed  to  its  fullest  extent  in 
each  instance,  a completely  coordinated  program 
with  the  most  satisfactory  opportunity  for  control 
of  the  disease. 

Dr.  Matthew  J.  Noon,  Dallas:  In  reviewing  Dr. 
Mendenhall’s  paper,  it  is  necessary  to  remember  that 
we  should  not  get  too  complacent  about  the  de- 
crease in  the  tuberculosis  death  rate,  and  that  the 
disease  should  always  be  considered  a serious  threat. 
As  long  as  there  is  tuberculosis,  it  is  possible  to 
have  a resurgence  of  the  disease,  as  was  previously 
seen  in  the  Scandinavian  Peninsula  and  in  European 
countries  where  the  care  of  the  tuberculous  patient 
was  disrupted  by  the  war.  As  for  giving  school 
children  roentgen  examinations,  one  of  the  most  im- 
portant groups  is  the  senior  class  in  the  high 
schools. 


*Frost,  W.  H.  : How  Much  Control  of  Tuberculosis?  Am.  J. 
Pub.  Health  27:759-766  (Aug.)  1937. 


MATERNAL  MORTALITY  RATES  LOWER 

The  maternal  mortality  rate  in  the  United  States 
decreased  24  per  cent  from  1945  to  1946,  the  Na- 
tional Office  of  Vital  Statistics  has  announced.  In 
1946,  5,153  women  died  from  causes  related  to 
pregnancy  and  childbirth,  representing  a maternal 
mortality  rate  of  1.6  deaths  per  1,000  live  births, 
as  compared  with  5,668  deaths  and  a rate  of  2.1  in 
1945. 
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PRESENT  STATUS  OF  PEDIATRIC 
CARE  IN  TEXAS 
DAVID  GREEK,  M.D. 

HOUSTON,  TEXAS 

A review  of  the  care  offered  the  infants 
and  children  of  Texas  at  the  present  time  by 
our  health  agencies  and  the  medical  profes- 
sion is  of  value  only  in  relation  to  the  accom- 
plishments of  those  organizations  recorded 
in  the  past  and  the  goals  that  apparently 
must  be  set  for  the  future.  Such  a review 
to  be  factual  must  be  based  upon  official  fig- 
ures setting  forth  the  actual  results  obtained ; 
and  these  figures  must  of  necessity  deal  with 
the  rate  of  occurrence  of  illnesses  and  deaths 
of  the  infants  and  children  of  our  state  in 
comparison  with  those  of  other  states  of  this 
nation. 

In  1933  there  were  107,950  infants  born 
alive  in  Texas.  Of  these  3,963  died  before  at- 
taining the  age  of  1 month ; 2,662  were  white 
babies,  and  1,301  were  Negroes.  This  pro- 
duced a neonatal  fatality  rate  per  1,000  live 
births  of  36.7  infants  dead  before  they  had 
passed  their  first  30  days  of  life.  The  total 
average  rate  for  all  of  the  United  States  that 
year  was  34.  The  most  recent  year  in  which 
complete  statistics  are  available  is  1944,  in 
which  of  every  1,000  infants  born  alive  in 
Texas  26.6  died  in  their  first  month;  the  gen- 
eral United  States  average  was  24.7.  There- 
fore, the  progressive  reduction  in  neonatal 
mortality  in  Texas  during  the  past  fifteen 
years  has  kept  pace  with  the  other  states 
generally,  but  has  never  been  able  to  attain 
their  lower  average,  and  in  1944  there  were 
only  two  states  in  the  Union  in  which  deaths 
in  the  first  month  of  life  exceeded  those  in 
Texas.  One  of  these  states  contains  more 
than  twice  as  many  citizens  as  does  Texas, 
and  the  other  50  per  cent  more. 

Turning  to  infant  mortality  as  a whole, 
that  is  deaths  under  1 year  of  age  as  com- 
pared to  numbers  of  babies  born  alive,  rec- 
ords reveal  5,078  deaths  in  this  age  group  in 
1933  in  Texas;  the  rate  being  75.5  deaths  be- 
fore reaching  1 year  of  age  in  every  1,000  live 
births.  At  that  time  the  over-all  average  in- 
fant mortality  rate  was  58.1  per  1,000  live 
births  throughout  the  states  in  the  registra- 
tion area.  In  1944  the  total  of  infant  deaths 
in  Texas  was  7,188,  and  the  rate  per  1,000 
live  births  was  51.1  as  compared  with  the 
national  average  of  39.8.  In  the  intervening 
eleven  years  Texas  had  reduced  her  rate  24.4 
per  1,000;  while  the  national  average  reduc- 
tion was  19.3.  However,  Texas’  national 
standing  in  this  respect  was  far  from  en- 

Chairman’s  address  read  before  the  Section  on  Pediatrics, 
State  Medical  Association  of  Texas,  Annual  Session,  Houston, 
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viable,  her  total  infantile  deaths  in  1944  be- 
ing equaled  by  only  one  other  state,  New 
York,  having  more  than  twice  the  population. 
Recent  figures  supplied  by  the  State  Health 
Department  report  the  infant  death  rate  in 
1946  to  have  been  42.3,  a rate  still  higher 
than  the  national  average  two  years  pre- 
viously. 

The  inordinately  high  death  rate  among  in- 
fants born  prematurely  presents  to  the  medi- 
cal profession  of  Texas  a challenging  prob- 
lem. In  1933  the  deaths  of  premature  infants 
born  in  Texas  who  did  not  survive  their 
first  month  of  life  contributed  14.6  dead 
babies  per  1,000  live  births  to  the  over-all  in- 
fant death  rate  in  the  state.  The  United 
States  average  for  that  year  was  15.3,  which 
by  1943  was  reduced  to  11.4.  But  in  Texas 
in  1945  the  greatest  number  ever  recorded 
in  one  year  perished  before  reaching  the  age 
of  one  month,  resulting  in  a rate  of  15.4. 

The  contribution  by  prematurely  born  in- 
fants who  do  not  survive  their  first  year  of 
life  to  the  total  infant  death  rate  in  Texas  is 
heavy,  and  is  not  declining  materially.  The 
rate  in  1933  per  1,000  live  births  was  15.3, 
and  in  1946  was  14.6. 

To  summarize  the  situation  as  revealed  by 
the  last  published  vital  statistics  of  the 
United  States,  for  1944,  the  infant  mortal- 
ity rate  in  Texas  was  exceeded  by  only  four 
other  states  in  the  Union,  and  in  twenty- 
eight  other  states  an  infant  being  born  alive 
had  from  11  to  20  more  chances  of  living  to 
be  1 year  of  age  than  if  he  had  been  born 
in  Texas.  The  following  year  did  not  im- 
prove our  standing,  for  in  1945,  with  41 
states  reporting,  Texas  tied  with  three  other 
states  for  the  second  highest  infant  death 
rate  in  the  nation. 

A study  of  the  U.  S.  Public  Health  Service 
report  on  prevalence  of  certain  important 
communicable  diseases,  by  states,  for  1945 
reveals  that  in  that  year  there  were  2,481 
cases  of  diphtheria  with  161  deaths  re- 
ported in  Texas.  These  figures  led  the  en- 
tire nation,  and  though  diphtheria  is  an  al- 
most 100  per  cent  preventable  disease,  the 
medical  profession  of  the  state  is  either  de- 
liberately ignoring  the  situation  or  is  for 
the  most  part  unaware  of  it. 

It  is  well  known  to  every  practicing  ped- 
iatrician in  the  state  that  a vast  majority  of 
the  cases  of  bacillary  dysentery  occurring  an- 
nually in  Texas  is  among  children,  and  that  it 
contributes  heavily  to  their  total  death  rate. 
In  1945  there  were  20,266  cases  of  bacillary 
dysentery  reported  in  this  state.  This  was 
preeminently  the  highest  in  the  entire  United 
States ; in  fact  it  was  more  than  double  the 
incidence  found  in  the  state  with  the  second 
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highest  rating,  and  even  exceeded  the  total 
for  all  the  other  states  in  the  nation  com- 
bined. Our  death  rate  from  this  disease  was 
exactly  equal  to  the  total  of  the  three  states 
whose  ratings  in  deaths  from  bacillary  dys- 
entery were  next  highest  to  ours.  Here  again 
we  are  dealing  with  a preventable  disease 
that  rages  annually  among  our  children. 

Typhoid  fever  affects  young  and  old  in- 
discriminately, and  its  prognosis  in  a child 
is  admittedly  grave.  In  1945  Texas  led  the 
nation  in  both  total  incidence  of  cases  and 
deaths  from  typhoid  and  paratyphoid  fever, 
the  figures  being  578  and  56  respectively.  As 
to  how  many  were  not  diagnosed,  or  were  not 
reported,  it  is  possible  only  to  conjecture. 

In  1945' there  were  1,833  reported  cases  of 
typhus  fever  in  Texas,  which  not  only  was 
the  highest  report  in  the  United  States  but 
exceeded  the  combined  totals  in  the  two  states 
immediately  following  Texas  in  this  shame- 
ful rat  race,  and  furnished  one-fourth  of  the 
total  deaths  from  this  disease  in  the  entire 
nation. 

The  further  study  of  our  comparative  rec- 
ord in  the  incidence  and  deaths  from  other 
preventable  diseases  that  either  most  seri- 
ously or  preponderantly  affect  children  grows 
progressively  depressing.  In  1945,  Texas 
was  fourth  in  the  nation  in  the  incidence  of 
whooping  cough,  and  stood  third  highest  in 
the  total  number  of  deaths  from  this  disease. 
As  to  measles,  Texas  was  again  fourth  from 
the  top  in  the  incidence  of  cases  and  third  in 
total  deaths  from  it.  In  meningococcic  men- 
ingitis our  number  of  cases  was  exceeded  by 
only  four  states,  and  our  deaths  from  this  dis- 
ease by  five  states.  In  1945  our  total  num- 
ber of  cases  of  poliomyelitis  was  surpassed  by 
one  other  state,  whose  population  is  more 
than  double  our  own,  and  we  gained  the  un- 
enviable distinction  of  having  that  year  not 
only  more  deaths  from  this  disease  than  that 
state,  but  more  than  any  other  state  in  the 
Union. 

On  October  14,  1947,  at  the  Texas  Ped- 
iatric Conference  dinner  in  Houston,  Dr. 
Arild  E.  Hansen,  chairman  of  the  Depart- 
ment of  Pediatrics  at  the  University  of  Texas 
Medical  Branch  and  director  of  the  Univer- 
sity of  Texas  Child  Health  Program,  spoke 
in  part  as  follows : “Our  own  studies  reveal 
for  example  such  situations  (in  Texas)  as 
these : that  every  other  child  that  dies  in 
Texas  dies  an  unnecessary  death ; that  every 
thirty-seven  days,  or  so,  unnecessary  deaths 
in  Texas  children  equal  the  total  deaths  from 
the  Texas  City  disaster,  grave  as  it  was ; and 
that  for  each  Texan  lost  in  all  branches  of 
the  armed  services  (in  World  War  II)  there 
were,  during  the  same  period,  at  least  two 
unnecessary  deaths  among  Texas  children.” 


Up  to  this  time  I have  not  heard  of  any  part 
of  this  statement  being  successfully  chal- 
lenged or,  in  fact,  being  challenged  at  all. 

EFFORTS  TO  IMPROVE 

On  studying  the  foregoing  statistical  data, 
and  their  shocking  revelations  in  regard  to 
the  status  of  Texas  child  health,  one’s 
thoughts  immediately  turn  to  the  questions 
as  to  what  is  now  being  done  to  combat 
such  a frightful  situation,  and  as  to  what 
more  can  be  done  in  the  future  to  improve 
the  results  now  obtaining.  First  considera- 
tion is  of  the  activities  of  the  State  Depart- 
ment of  Health.  It  is  highly  gratifying  to 
report  that  investigation  there  is  immediate- 
ly met  with  complete  cordiality  and  frank- 
ness by  the  State  Health  Officer  and  every 
member  of  his  well  organized  staff.  No  oth- 
er authorities  so  thoroughly  know  and  un- 
derstand the  problems  of  infant  and  child 
care  in  Texas  as  do  they,  nor  so  fully  ap- 
preciate the  tragic  needs  of  our  present  la- 
mentable position.  During  the  past  nine 
years  this  splendid  department  of  our  state 
government  has  vigorously  attacked  the 
task  of  cleansing  the  Augean  stables  of  mor- 
bidity and  mortality  of  the  children  of  Texas, 
and  has  truly  accomplished  much  of  that 
Herculean  undertaking.  Meanwhile  it  has 
done  all  it  could  to  awaken  the  medical  pro- 
fession and  the  lay  public  to  the  enormity  of 
the  needs  of  the  child  health  problems  that 
confront  us.  The  Division  of  Maternal  and 
Child  Health  of  the  State  Health  Department 
has  performed  notable  service  to  the  infants 
and  children  of  this  state,  and  is  consistently 
striving  to  enlarge  the  scope  of  its  activities. 

In  discussing  the  common  causes  of  the 
high  death  rate  in  Texas,  in  an  address  be- 
fore the  last  meeting  of  the  social  agencies  of 
the  state,  our  State  Health  Officer,  Dr. 
George  W.  Cox,  said  : 

“One  of  these  is  deaths  from  diarrhea  and  dysen- 
tery. There  has  been  a reduction  of  60  per  cent  in 
the  diarrhea  and  dysentery  rate  in  the  last  ten  years, 
but  still  one  death  out  of  every  seven  deaths  from 
diarrhea  and  dysentery  in  the  United  States  in  1946 
occurred  in  Texas.  Fifty  thousand  deaths  in  the 
last  twenty  years  have  occurred  in  Texas  from  these 
causes,  and  70  per  cent  of  our  diarrhea  and  enteritis 
was  in  babies  in  their  first  year  of  life.  This  passes 
almost  unnoticed  except  in  public  health  circles,  and 
naturally  by  the  families  involved.  There  are  sep- 
arate and  distinct  crusades  to  combat  individual 
causes  of  death  which  we  feel  are  quite  justifiable, 
but  it  is  hard  for  us  to  become  over-enthusiastic  when 
we  see  that  from  this  one  cause,  diarrhea  and  dys- 
entery, alone  more  deaths  occur  than  from  all  the 
others,  receiving'  much  national  attention,  combined. 

“Approximately  40  per  cent  of  the  deaths  in  Texas 
in  the  first  year  of  life  were  due  to  prematurity  or 
congenital  disability  in  1937,  as  compared  to  60 
per  cent  in  1946.  Here  again  we  have  a tremendous 
challenge  -to  seek  the  underlying  causes;  but  only 
through  education  and  research  can  this  percentage 
be  reduced.” 
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Anyone  investigating  the  present  status  of 
child  health  in  Texas  receives  without  a mo- 
ment’s delay  the  enthusiastic  and  energetic 
aid  of  Dr.  Fred  P.  Helm,  senior  pediatric  and 
field  consultant  of  the  Maternal  and  Child 
Health  Division  of  the  State  Health  Depart- 
ment. The  following  is  a verbatim  quotation 
from  a letter  I received  from  Dr.  Helm,  un- 
der date  of  February  24,  1948 : 


Under  the  date  of  March  29,  Dr.  Helm 
again  wrote  to  me,  in  part,  as  follows : 

“In  answer  to  your  letter  of  March  26,  I might  say 
that  the  Maternal  and  Child  Health  Division  has  con- 
tinued its  effort,  which  was  initiated  in  1945,  in  re- 
gard to  making  available  postgraduate  education  for 
the  physicians  of  the  State  in  both  pediatrics  and 
obstetrics  and  has  appropriated  for  this  activity  a 
total  of  $169,277.00.  Attached  to  this  letter  is  a 
summary  sheet  giving  the  amount  of  money  which 
has  been  set  aside  for  the  various  courses.  In  addi- 
tion to  this  we  have  sent  one  physician  for  an  ex- 
tensive course  in  Pediatrics  to  the  East. 

“Realizing  the  high  mortality  in  premature  care, 
this  department  has  made  a policy  whereby  nurses 
can  obtain  training  upon  application  and  be  sent  to 
Michael-Reese  Hospital  in  Chicago,  or  some  other 
hospital  where  special  training  in  this  field  is  avail- 
able. Nurses  have  been  trained  for  Parkland  Hos- 
pital, Dallas,  and  Brackenridge  Hospital,  Austin. 
This  service  was  made  available  for  any  hospital 
wishing  to  establish  a premature  ward,  or  to  increase 
their  own  premature  service  in  their  hospital. 

“We  have  made  available  through  a budget  sum 
approximately  $15,000.00  for  equipment  to  establish 
premature  wards  in  a teaching  university,  or  a char- 
ity institution  such  as  a city  hospital.  Equipment 
has  been  purchased  for  one  hospital  which  is  in  the 
process  of  remodeling,  and  funds  have  been  made 
available  for  another  hospital  which  has  agreed  upon 
plans  and  policies,  but  at  the  present  time  it  is 
questioning  the  obtainability  of  nurses  for  estab- 
lishing this  ward.  This  service  will  be  made  avail- 
able the  next  fiscal  year  providing  approved  bud- 
gets can  be  obtained. 

“During  the  year  we  have  decided  to  extend  well 
child  conferences  and  to  have  them  staffed  by  physi- 
cians interested  in  pediatrics  or  members  of  the 
American  Academy.  This  past  year  approximately 
$60,000.00  was  budgeted  for  the  payment  of  these 
physicians.  This  service  will  be  continued,  and  we 
trust  enlarged  where  needed.  These  conferences 
before  being  established  must  be  sponsored  by  an 


agency  in  the  city  who  is  interested  in  Child  Wel- 
fare, plus  the  approvement  of  the  local  Medical 
Society,  who  in  turn  are  requested  to  select  and  ap- 
prove a physician  for  its  direction.  As  near  as 
possible  these  conferences  are  set  up  in  accordance 
with  the  rules  and  regulations  of  the  American 
Academy  for  the  establishment  of  such  clinics.  Much 
of  the  equipment  (scientific  equipment)  has  been 
purchased  by  this  department  upon  the  recommenda- 
tion of  the  physician  in  charge  as  to  its  needs.  I 
am  enclosing  with  this  letter  a summary  which 
shows  you  the  growth  of  well  child  conferences  by 
year  as  tabulated  to  date. 

“I  might  add  here  that  this  department’s  intentions 
are  to  carry  forward  its  activities  in  regard  to  well 
child  conferences  in  its  various  phases,  prenatal  clin- 
ics, postgraduate  education  programs,  to  make  avail- 
able to  physicians  various  statistical  studies.” 

These  statements  from  our  two  leading- 
health  officers  in  the  pediatrics  field  in  Texas 
clearly  indicate  the  tenor  of  their  thinking 
and  the  character  of  their  determinations  in 
waging  the  battle  for  the  reduction  of  child 
morbidity  and  mortality  in  this  state.  How- 
ever, their  most  vigorous  endeavors  have  in 
the  past  always  had,  and  always  will  have, 
certain  strict  limitations. 

The  first  of  these  barriers  is  the  relative 
paucity  of  funds.  In  1936  Texas  stood  third 
from  the  bottom  in  the  list  of  the  forty-eight 
states  in  per  capita  appropriations  for  health 
services ; the  actual  sum  being  8 cents  per 
capita  for  the  entire  year.  Up  to  this  time 
there  has  been  no  material  indication  that 
appropriations  in  the  future  will  exceed  this 
ratio. 

The  second  obstacle  is  this : no  evidence 
has  ever  been  advanced  that  the  bulk  of  our 
ghastly  record  in  infant  and  child  morbidity 
and  mortality  arises  from  the  infants  and 
children  that  are  within  the  province  of  the 
activities  of  the  State  Health  Department, 
and  it  is  readily  apparent  that  unless  other 
forces  are  organized  to  reach  the  children 
who  do  not  economically  fall  within  the 
scope  of  their  authority  there  will  be  an  irre- 
ducible minimum  in  the  child  morbidity  and 
mortality  in  this  state  that  does  not  bid  fair 
to  be  small. 

The  third  huge  stumbling  block  is  the  pre- 
occupation of  the  medical  profession  gen- 
erally with  matters  other  than  that  of  child 
health,  and  the  relative  ineptness  of  its  mem- 
bers in  dealing  with  the  diseases  of  a pediat- 
ric nature  in  the  vast  number  of  children  in 
their  private  practices.  Not  more  than  20  per 
cent  of  the  children  of  Texas  receive  their 
medical  care  from  trained  pediatricians,  and 
there  is  little  likelihood  that  this  figure  will 
ever  be  changed  materially.  From  this  situa- 
tion stems  the  necessity  for  extensive  post- 
graduate education  of  the  general  practition- 
ers in  modern  pediatric  methods  of  diagnosis 
and  treatment,  which,  to  be  entirely  adequate, 
would  entail  a burden  of  labor  and  expense 


“I  want  to  call  your  attention  specifically  to  the 
infant  mortality  rate  for  1946,  especially  of  prema- 
tures and  also  to  the  1946  deaths  caused  under  one 
month  of  age,  and  these  are  broken  down  as  due  to 
premature  births  by  age  groups. 

“We  are  stressing  and  trying  to  develop  over  the 
State  well  child  conferences  and  hope  in  the  majority 
of  instances  that  they  be  operated  either  by  mem- 
bers of  the  Academy  or  by  the  State  Pediatric  So- 
ciety. To  date  we  have  one  hundred  twenty-five  well 
child  conferences  situated  in  communities  chiefly 
where  after  care  can  be  followed  by  full  time  public 
health  nurses.  In  the  majority  of  instances  these 
conferences  are  in  connection  with  local  health  de- 
partments and  which  are  operated  by  private  physi- 
cians who  are  interested  in  Pediatrics.  I personally 
believe  that  if  efforts  are  delivered  to  further  ac- 
tivities in  regard  to  well  child  conferences,  and  if 
we  are  fortunate  enough  to  get  established  in  the 
larger  communities  adequate  service  for  prema- 
tures, that  we  will  be  able  to  reduce  the  death  rate 
considerably.” 
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that  will  ever  exceed  the  stature  of  any  pos- 
sible state  health  organization. 

And  lastly,  the  public  of  Texas  is  not  well- 
informed,  if  really  informed  at  all,  of  the 
present  status  of  child  health  and  care  in  this 
state,  and  Texas  has  never  known  a large, 
well  organized,  and  persistent  campaign  for 
the  betterment  of  the  health  of  her  children. 

3720  Fannin  Street. 


MISCELLANEOUS 


COMING  MEETINGS  AND  CLINICS 

State  Medical  Association  of  Texas,  San  Antonio,  April,  1949. 
Dr.  Tate  Miller,  Dallas,  President;  Dr.  Harold  M.  Williams, 
1404  W.  EJ  Paso  St.,  Fort  Worth  3,  Secretary. 

American  Medical  Association.  Interim  Session,  St.  Louis, 
November  30-December  3,  1948.  Dr.  R.  L.  Sensenich,  South 
Bend.  Ind..  President;  Dr.  George  F.  Lull,  535  North  Dearborn 
St.,  Chicago  10,  Secretary. 

NATIONAL  AND  REGIONAL 

American  Academy  of  Allergy.  Dr.  Will  C.  Sprain,  New  York. 
President ; Dr.  Theodore  L.  Squier,  424  East  Wisconsin  Ave., 
Milwaukee,  Secretary. 

American  Academy  of  Dermatology  and  Syphilology.  Dr.  Clyde 
L.  Cummer,  Cleveland,  President;  Dr.  Earl  D.  Osborne,  471 
Delaware  Ave.,  Buffalo,  N.  Y.,  Secretary. 

American  Academy  of  General  Practice.  Dr.  Paul  A.  Davis, 
Akron,  Ohio,  President;  Dr.  Mac  F.  Cahal,  20  N.  Wacker 
Drive,  Chicago  6,  Acting  Executive  Secretary. 

American  Academy  of  Neurological  Surgery.  Dr.  William  S. 
Keith,  Toronto,  Canada,  President;  Dr.  T.  C.  Erickson,  1300 
University  Ave.,  Madison  5,  Wis.,  Secretary. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Chi- 
cago, October  10-15,  1948.  Dr.  C.  H.  McCaskey,  Indianapolis, 
President;  Dr.  W.  L.  Benedict,  Mayo  Clinic,  Rochester,  Minn., 
Secretary. 

American  Academy  of  Pediatrics,  Atlantic  City,  November  20-23, 
1948.  Dr.  John  A.  Toomey,  Cleveland,  President;  Dr.  C.  G. 
Grulee,  636  Church  St.,  Evanston,  111.,  Secretary. 

American  Association  for  Thoracic  Surgery.  Dr.  Alton  Ochsner, 
New  Orleans,  President ; Dr.  Brian  Blades,  George  Washing- 
ton University  School  of  Medicine.  Washington,  D.  C.,  Sec- 
retary. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  C.  E. 
Burford,  St.  Louis,  President ; Dr.  Norris  J.  Heckel,  122  S. 
Michigan  Ave.,  Chicago,  Secretary. 

American  Association  of  Obstetricians,  Gynecologists,  and  Ab- 
dominal Surgeons,  Hot  Springs,  Va.,  September  9-11,  1948. 
Dr.  Robert  D.  Mussey,  Rochester,  Minn.,  President;  Dr.  L.  A. 
Calkins,  University  of  Kansas  Medical  Center,  Kansas  City,  3, 
Secretary. 

American  College  of  Physicians.  March  23-April  1,  1949.  Dr. 
Walter  W.  Palmer,  New  York,  .President ; Mr.  E.  R.  Loveland, 
4200  Pine  St.,  Philadelphia  4,  Secretary. 

American  College  of  Radiology.  Dr.  Edwin  C.  Ernst,  St.  Louis. 
President  ; Dr.  Mac  F.  Cahal,  20  N.  Wacker  Drive,  Chicago  6, 
Secretary. 

American  College  of  Surgeons,  Los  Angeles,  October  18-22,  1948. 
Dr.  Arthur  W.  Allen.  Boston.  President;  Dr.  Paul  B.  Magnu- 
son,  40  E.  Erie  St.,  Chicago  11,  Secretary. 

American  Congress  of  Physical  Medicine,  Washington,  D.  C., 
September  7-11,  1948.  Dr.  H.  Worley  Kendell,  Chicago,  Presi- 
dent; Dr.  Richard  Kovacs,  2 E.  88th  St.,  New  York  28,  Sec- 
retary. 

American  Dermatological  Association.  Dr.  J.  Gardner  Hopkins, 
New  York,  President ; Dr.  Harry  R.  Foerster,  208  E.  Wiscon- 
sin Ave.,  Milwaukee,  Secretary. 

American  Gastro-Enterological  Association.  Dr.  Henry  L.  Bockus, 
Philadelphia,  President;  Dr.  Dwight  L.  Wilbur,  655  Sutter 
St.,  San  Francisco,  Secretary. 

American  Gynecological  Society.  Dr.  Edmund  A.  Schumann. 
Philadelphia.  President;  Dr.  Howard  Taylor,  Jr.,  842  Park 
Ave.,  New  York  21,  Secretary. 

American  Hospital  Association,  Atlantic  City,  September  20-23, 
1948.  Mr.  Graham  L.  Davis,  Battle  Creek,  Mich.,  President ; 
Mr.  George  P.  Bugbee,  18  E.  Division  St.,  Chicago,  Executive 
Secretary. 

American  Laryngological.  Rhinological  and  Otological  Society, 
Chicago,  April,  1949.  Dr.  John  J.  Shea.  Memphis,  Tenn., 
President ; Dr.  C.  S.  Nash,  277  Alexander  St.,  Rochester  7. 
N.  Y.,  Secretary. 

American  Neurological  Association.  Dr.  George  Wilson,  Phila- 
delphia, President ; Dr.  H.  Houston  Merritt.  Montefiore  Hos- 
pital, New  York  67,  Secretary. 


American  Ophthalmological  Society.  Dr.  Henry  C.  Haden,  Hous- 
ton. President;  Dr.  W.  S.  Atkinson.  129  Clinton  St.,  Water- 
town,  N.  Y.,  Secretary. 

American  Orthopedic  Association.  Dr.  Robert  I.  Harris,  Toronto. 
Canada,  President  ; Dr.  C.  Leslie  Mitchell.  Henry  Ford  Hos- 
pital, Detroit  2,  Secretary. 

American  Otological  Society.  Dr.  Marvin  F.  Jones,  New  York. 
President;  Dr.  Gordon  D.  Hoople,  713  E.  Genesee  St.,  Syra- 
cuse 3,  N.  Y.,  Secretary. 

American  Pediatric  Society.  Dr.  Grover  F.  Powers,  New  Haven. 
Conn.,  President;  Dr.  Henry  G.  Poncher,  1819  W.  Polk  St., 
Chicago  12,  Secretary. 

American  Proctologic  Society.  Dr.  George  H.  Thiele.  Kansas 
City,  Mo.,  President;  Dr.  Vernon  G.  Jeurink,  1612  Tremont 
PL,  Denver  2,  Secretary. 

American  Psychiatric  Association.  Dr.  Winfred  Overholser. 
Washington.  D.  C.,  President;  Dr.  Leo  H.  Bartemeier,  General 
Motors  Bldg.,  Detroit,  Secretary. 

American  Public  Health  Association,  Boston,  November  8-12, 
1948.  Dr.  Martha  M.  Eliot,  Washington,  D.  C.,  President ; Dr. 
R.  M.  Atwater,  1790  Broadway,  New  York  19,  Secretary. 
American  Roentgen  Ray  Society,  Chicago,  September  14-18,  1948. 
Dr.  J.  B.  Edwards,  St.  Louis,  President;  Dr.  H.  Dabney  Kerr, 
University  Hospital,  Iowa  City,  Secretary. 

American  Society  of  Anesthesiologists,  St.  Louis,  November  4-6. 
1948.  Dr.  Charles  F.  McCuskey,  Los  Angeles,  President  ; Dr. 
Curtiss  B.  Hickcox,  745  Fifth  Ave.,  New  York  22,  Secretary. 
American  Society  of  Clinical  Pathologists,  Chicago,  October 
10-16,  1948,  Dr.  Theodore  J.  Curphey,  Hempstead,  N.  Y., 
President;  Dr.  A.  S.  Giordano,  531  N.  Main  St.,  South  Bend, 
Ind.,  Secretary. 

American  Surgical  Association.  Dr.  Elliott  C.  Cutler,  Boston. 
President;  Dr.  W.  M.  Firor,  Johns  Hopkins  Hospital,  Balti- 
more 5,  Secretary. 

American  Urological  Association.  Dr.  Herbert  H.  Howard.  Bos- 
ton, President;  Dr.  T.  D.  Moore,  899  Madison  Ave.,  Memphis 
3,  Tenn.,  Secretary. 

Association  of  American  Physicians.  Dr.  A.  H.  Gordon.  Montreal. 
President;  Dr.  H.  M.  Thomas,  Jr.,  1201  N.  Calvert  St.. 
Baltimore  2,  Secretary. 

Central  Neuropsychiatric  Association,  Kansas  City,  Fall,  1948. 
Dr.  William  C.  Menninger,  Topeka,  Kan.,  President;  Dr.  Lee 
Eaton,  Mayo  Clinic,  Rochester,  Minn.,  Secretary. 

International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  Herbert 
Acuff,  Knoxville,  Tenn.,  President;  Dr.  Louis  J.  Gariepy,  16401 
Grand  River  Ave.,  Detroit  27,  Secretary. 

National  Tuberculosis  Association.  Dr.  James  R.  Reuling,  Bay- 
side,  N.  Y..  President;  Dr.  H.  Stuart  Willis,  1790  Broadway, 
New  York  19,  Secretary. 

Radiological  Society  of  North  America.  Dr.  L.  Henry  Garland, 
San  Francisco,  President;  Dr.  D.  S.  Childs,  Medical  Arts  Bldg., 
Syracuse  2,  N.  Y.,  Secretary. 

Southern  Medical  Association,  Miami.  Fla..  October  25-28,  1948. 
Dr.  A.  LeDoux,  New  Orleans,  President;  C.  P.  Loranz,  Empire 
Building,  Birmingham.  Ala.,  Secretary-Manager. 

Southern  Psychiatric  Association.  Dr.  Guy  F.  Witt,  Dallas,  Presi- 
dent; Dr.  Newdigate  M.  Owensby,  384  Peachtree  St.  N.  E., 
Atlanta,  Ga.,  Secretary. 

Southern  Surgical  Association,  White  Sulphur  Springs,  Decem- 
ber 7-9,  1948.  Dr.  E.  P.  Lehmann,  Charlottesville,  Va.,  Presi- 
dent; Dr.  Alfred  Blalock,  Johns  Hopkins  Hospital,  Baltimore 
5,  Secretary. 

Southwest  Allergy  Forum,  El  Paso.  Dr.  Sim  Hulsey,  Fort  Worth. 
President;  Dr.  O.  E.  Egbert,  First  National  Bank  Bldg.,  El 
Paso,  Secretary. 

Southwestern  Medical  Association,  El  Paso,  October  28-30.  1948. 
Dr.  Leslie  M.  Smith.  El  Paso,  President;  Dr.  Wickliffe  R. 
Curtis,  First  National  Bank  Building,  El  Paso,  Secretary. 
Southwest  Regional  Cancer  Conference,  Fort  Worth,  October  12, 
1948.  Secretary,  209  Medical  Arts  Bldg.,  Fort  Worth. 

United  States-Mexico  Border  Public  Health  Association,  Nogales, 
Ariz.,  and  Nogales,  Mexico.  1949.  Dr.  Victor  Ocampo  Alonzo, 
Hermosillo,  Mexico,  President ; Dr.  M.  F.  Haralson.  314  U.  S. 
Court  House,  El  Paso,  Secretary. 

STATE 

Texas  Association  of  Obstetricians  and  Gynecologists,  Houston, 
October,  1948.  Dr.  Warren  E.  Massey,  Dallas,  President;  Dr. 
George  Adam,  4115  Fannin,  Houston,  Secretary. 

Texas  Chapter,  American  Academy  of  General  Practice.  Dr.  J. 
B.  Copeland,  San  Antonio,  President:  Dr.  W.  P.  Higgins,  Jr.. 
Medical  Arts  Bldg.,  Fort  Worth,  Secretary. 

Texas  Chapter,  American  College  of  Chest  Physicians.  Dr.  Robert 
B.  Homan,  El  Paso,  President;  Dr.  Charles  J.  Koerth,  Kerr- 
ville,  Secretary. 

Texas  Club  of  Internists.  Dr.  Julian  C.  Barton,  San  Antonio, 
President ; Dr.  Charles  Barrier,  Medical  Arts  Building,  Fort 
Worth,  Secretary. 

Texas  Dermatological  Society.  October.  Dr.  D.  T.  Gandy.  Hous- 
ton, President ; Dr.  W.  Harris  Connor.  601  Medical  Arts 
Bldg.,  Houston,  Secretary. 

Texas  Heart  Association.  Dr.  Walter  B.  Whiting.  Wichita  Falls, 
President ; Dr.  Merritt  B.  Whitten.  1421  Medical  Arts  Bldg., 
Dallas,  Secretary. 
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Texas  Hospital  Association,  Galveston,  April  19-21,  1949.  Mr.  C. 
J.  Hollingsworth,  Lubbock,  President ; Mrs.  Ruth  Barnhart, 
2210  Main  St.,  Dallas,  Secretary. 

Texas  Neuropsychiatric  Association.  Dr.  M.  J.  Cooper,  San  An- 
tonio, President  ; Dr.  David  Wade,  604  Capital  National  Bank 
Bldg.,  Austin,  Secretary. 

Texas  Orthopedic  Association,  San  Antonio,  April,  1949.  Dr. 
Ruth  Jackson,  Dallas,  President;  Dr.  Margaret  Watkins,  3629 
Fairmount  St.,  Dallas,  Secretary. 

Texas  Pediatric  Society,  Dallas,  October  15-16,  1948.  Dr.  C.  B. 
Alexander,  San  Antonio,  President ; Dr.  John  E.  Ashby,  3610 
Fairmount,  Dallas,  Secretary. 

Texas  Public  Health  Association,  San  Antonio,  February,  1949. 
Dr.  Austin  E.  Hill,  San  Antonio,  President ; Mr.  Earle  W. 
Sudderth,  Dallas  County  Health  Department,  Court  House, 
Dallas,  Executive  Secretary. 

Texas  Radiological  Society,  Fort  Worth,  January  7-8,  1949. 
Dr.  L.  M.  Garrett,  Corpus  Christi,  President ; Dr.  R.  P. 
O’Bannon,  650  Fifth  Ave.,  Fort  Worth,  Secretary. 

Texas  Railway  and  Traumatic  Surgical  Association,  San  Antonio, 
April,  1949.  Dr.  Denman  C.  Hucherson,  Houston,  President ; 
Dr.  W.  F.  Parsons,  First  National  Bank  Bldg.,  Fort  Worth, 
Secretary. 

Texas  Society  for  Mental  Hygiene,  Dallas,  March  3-5,  1949.  Dr. 
Ozro  T.  Woods,  Dallas,  President ; Mrs.  Elizabeth  F.  Gardner, 
1617  Watchhill  Road,  Austin  21,  Executive  Secretary. 

Texas  Society  of  Anesthesiologists.  Dr.  J.  C.  Youngblood,  Hous- 
ton, President ; Dr.  H.  C.  Slocum,  928  Strand,  Galveston, 
Secretary. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  San  An- 
tonio, April,  1949.  Dr.  Alvin  Baldwin,  Dallas,  President;  Dr. 
Carl  Giesecke,  1602  Nix  Professional  Bldg.,  San  Antonio, 
Secretary. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Fort 
Worth,  1948.  Dr.  S.  N.  Key,  Sr.,  Austin.  President;  Dr. 
John  L.  Matthews,  929  Nix  Professional  Bldg.,  San  Antonio, 
Secretary. 

Texas  Society  of  Pathologists,  Dallas,  January  30,  1949.  Dr. 
W.  W.  Coulter,  Sr.,  Houston,  President;  Dr.  C.  T.  Ashworth, 
Southwestern  Medical  College,  Dallas,  Secretary. 

Texas  State  Urological  Society,  Temple.  Dr.  Michael  K. 
O’Heeron,  Houston,  President;  Dr.  E.  O.  Bradfield,  Scott  and 
White  Clinic,  Temple,  Secretary. 

Texas  Surgical  Society,  Fort  Worth,  October  4-5,  1948.  Dr.  G.  W. 
N.  Eggers,  Galveston,  President;  Dr.  Truman  G.  Blocker, 
University  of  Texas  Medical  Branch,  Galveston,  Secretary. 
Texas  Tuberculosis  Association,  San  Angelo,  September  24-25, 
1948.  F.  K.  Dougharty,  Liberty,  President;  Miss  Pansy  Nich- 
ols, 700  Brazos,  Austin,  Executive  Secretary. 

DISTRICT 

Second  District  Society,  Lubbock,  October  5-6,  1948.  Dr.  R.  B.  G. 
Cowper,  Big  Spring,  President ; Dr.  Carl  Uthoff,  Big  Spring, 
Secretary. 

Third  District  Society,  Lubbock,  October  5-6,  1948.  Dr.  C.  E. 
High,  Pampa,  President  ; Dr.  Kenneth  Flamm,  Amarillo,  Sec- 
retary. 

Fourth  District  Society,  Ballinger.  Dr.  J.  C.  Young,  Coleman, 
President ; Dr.  Charles  F.  Bailey,  Ballinger,  Secretary. 

Fifth  and  Sixth  Districts  Society.  Dr.  Kleberg  Eckhardt,  Cor- 
pus Christi,  President;  Dr.  Charles  Tennison.  Nix  Professional 
Building,  San  Antonio,  Secretary. 

Seventh  District  Society,  Austin,  July  29,  1948.  Dr.  M.  I.  Brown, 
Austin,  President  ; Dr.  David  Wade,  604  Capital  National  Bank 
Bldg.,  Austin,  Secretary. 

Eighth,  Ninth  and  Tenth  Districts  Society.  Dr.  T.  O.  Woolley, 
Orange,  President ; Dr.  James  Greenwood,  Jr.,  518  Medical 
Arts  Bldg.,  Houston  2,  Secretary. 

Eleventh  District  Society,  Tyler,  October,  1948.  Dr.  Harvey 
Bell,  Palestine,  President;  Dr.  C.  B.  Young,  929  S.  Confeder- 
ate, Tyler,  Secretary. 

Twelfth  District  Society,  Bryan,  July  13,  1948.  Dr.  R.  R.  White, 
Temple.  President;  Dr.  H.  F.  Connally,  Jr.,  Amicable  Bldg., 
Waco,  Secretary. 

Thirteenth  District  Society.  Dr.  Fred  Harrell,  Olney.  President  ; 

Dr.  S.  W.  Wilson,  Medical  Arts  Bldg.,  Fort  Worth,  Secretary. 
Fourteenth  District  Society,  Ennis,  January,  1949.  Dr.  W.  I. 
Southerland,  Sherman,  President;  Dr.  John  Bagwell,  Medical 
Arts  Building,  Dallas,  Secretary. 

Fifteenth  District  Society,  Daingerfield,  Fall,  1948.  Dr.  W.  S. 
Terry,  Jefferson,  President;  Dr.  James  Harris,  Marshall, 
Secretary. 

CLINICS 

Dallas  Southern  Clinical  Society,  Dallas,  March  14-17,  1949. 
Miss  Thelma  J.  Webb,  Medical  Arts  Bldg.,  Dallas  1.  Executive 
Secretary. 

International  Post-Graduate  Medical  Assembly  of  Southwest 
Texas,  San  Antonio,  January  25-27,  1949.  Dr.  John  J.  Hinchey, 
643  Moore  Bldg.,  San  Antonio  5,  Secretary. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City, 
October  25-28.  Muriel  R.  Waller,  512  Medical  Arts  Bldg.,  Okla- 
homa City  2,  Executive  Secretary. 

Post  Graduate  Medical  Assembly  of  South  Texas,  Houston,  De- 
cember 7-9,  1948.  Dr.  E.  Trowbridge  Wolf,  229  Medical  Arts 
Bldg.,  Houston,  Secretary. 


Wichita  County  Fall  Clinical  Conference,  Wichita  Falls,  October 
20,  1948.  Dr.  Charles  H,  Brown,  Wichita  Falls,  Program 
Chairman. 


AMERICAN  COLLEGE  OF  PHYSICIANS 
SPONSORS  CARDIOLOGY  COURSE 
A course  in  cardiology,  sponsored  by  the  American 
College  of  Physicians,  will  be  held  August  2-13  at 
the  National  Institute  of  Cardiology  of  Mexico, 
Mexico,  D.  F.  The  faculty  will  include  Dr.  George 
R.  Herrmann,  professor  of  medicine  at  the  Univer- 
sity of  Texas  School  of  Medicine,  Galveston;  Dr. 
Edward  L.  Bortz,  associate  professor  of  medicine, 
University  of  Pennsylvania  Graduate  School  of 
Medicine  and  immediate  past  president  of  the  Ameri- 
can Medical  Association,  Philadelphia ; and  seventeen 
outstanding  Mexican  physicians. 

This  course  is  the  first  of  a series  of  eight 
scheduled  by  the  American  College  of  Physicians 
for  various  places  during  the  autumn  months,  pri- 
marily for  members  of  the  college  but  open  also  to 
nonmembers.  The  fees  are  $30  per  week  for  mem- 
bers; $60  per  week  for  nonmembers.  Information 
about  the  cardiology  course  and  also  about  the  suc- 
cessive courses  in  internal  medicine,  endocrinology, 
cardiovascular  disease,  and  gastroenterology  can  be 
secured  from  E.  R.  Loveland,  Executive  Secretary, 
4200  Pine  Street,  Philadelphia  4. 
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PACKAGE  SERVICE 

The  package  library  consists  of  collections  of  reprints 
and  other  periodical  material  on  various  subjects,  prepared 
for  lending  to  members  of  the  Association.  Requests  for 
packages  should  be  addressed  “Library,  State  Medical  Asso- 
ciation of  Texas.  1404  W.  El  Paso  Street,  Fort  Worth  3, 
Texas.”  Twenty-five  cents  in  stamps  should  be  enclosed 
with  the  request  to  cover  postage  and  part  of  the  expense 
of  collecting  the  material.  Packages  are  allowed  to  remain 
in  the  hands  of  the  borrower  for  14  days. 


Accessions 

The  following  additions  were  made  to  the  Library 
during  June: 

Reprints  received,  1,168. 

Journals  received,  282. 

Books  received,  22. 

Synopsis  of  Neuropsychiatry , Selling,  and  Synop- 
sis of  Operative  Surgery,  Mobley,  from  C.  V.  Mosby, 
St.  Louis. 

Ophthalmology  in  the  War  Years,  Wiener,  and 
Vascular  Diseases  in  General  Practice,  Wright,  from 
Year  Book  Publishers,  Chicago. 

Modern  Clinical  Psychiatry,  ed.  3,  Noyes;  A His- 
tory of  the  Heart  and  the  Circulation,  Willius  and 
Dry;  and  Treatment  of  Heart  Disease,  Brams,  from 
W.  B.  Saunders,  Philadelphia. 

Psychiatry,  Its  Evolution  and  Present  Status, 
Menninger,  from  Cornell  University  Press,  New 
York. 

War  Politics  and  Insanity,  Bluemel,  from  World 
Press,  Denver. 

Hemostatic  Agents,  Seegers  and  Sharp,  from 
Charles  C.  Thomas,  Springfield,  111. 

Pioneer  Life  in  Kentucky,  Drake,  from  Henry 
Schaum  Publishers,  New  York. 

The  Healthy  Hunzas,  Rodale,  from  Rodale  Press, 
Emmaus,  Pa. 

Communicable  Disease  Coyitrol,  Anderson  and 
Arnstein,  from  MacMillan,  New  York. 

Essays  on  Historical  Medicine,  Ficarra,  from 
Froben  Press,  New  York. 

A Guide  on  Alcoholism  for  Social  Workers  and 
Alcoholics  are  Sick  People,  Seliger,  from  Alcoholism 
Publishers,  Baltimore. 
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How  Laymen  Cut  Medical  Costs,  from  Public 
Health  Institute,  Chicago. 

Practical  Bacteriology,  Hematology  and  Parasit- 
ology, ed.  10,  Stitt,  Clough,  and  Branham,  from 
Blakiston  Co.,  Philadelphia. 

Transactions  of  the  American  Therapeutic  Society, 
1945-1946,  Pottenger  (editor),  from  the  American 
Therapeutic  Society. 

Correlative  Neuroanatomy,  ed.  4,  McDonald, 
Chusid,  and  Lange,  from  University  Medical  Pub- 
lishers, Palo  Alto,  Calif. 

History  of  the  Medical  Society  of  the  County  of 
Westchester,  1797-1947 , Redway  (editor),  from  the 
Society,  White  Plains,  N.  Y. 

Transactions  of  the  American  Neurological  Asso- 
ciation, Merritt  (editor),  from  the  William  Byrd 
Press,  Richmond. 

Summary  of  Service 

Local  users,  66.  Borrowers  by  mail,  30. 

Items  consulted,  697.  Packages  mailed,  30. 

Items  taken  out,  227.  Items  mailed,  258. 

Total  number  of  articles  consulted  and  loaned,  1,182. 


MOTION  PICTURE  FILM  LIBRARY 

Motion  picture  films  on  medical  subjects,  16  mm.,  both 
silent  and  sound,  some  in  color,  and  suitable  for  either 
medical  or  lav  audiences,  are  available  for  loan  to  county 
medical  societies,  hospital  staffs,  or  individual  physicians, 
on  request.  Borrowers  will  be  required  to  pay  only  the  cost 
of  shipment  of  the  films,  by  express,  with  insurance,  and 
for  any  damage  to  films  while  in  the  hands  of  the  borrower. 

Requests  for  films  should  be  addressed  to  “Motion  Picture 
Film  Library,  State  Medical  Association  of  Texas,  1404 
West  El  Paso  Street,  Fort  Worth  3,  Texas.”  A list  of  avail- 
able films,  with  descriptions,  will  be  furnished  on  request. 


The  following  motion  picture  films  were  loaned 
by  the  Film  Library  during  June: 

Accident  Services  (British  Information  Services) 
— Western  Clinic  Hospital,  Midland. 

Adolescence,  Introduction  to  (Mead  Johnson) — Dr. 
C.  G.  Goddard,  Bastrop. 

Analgesia,  Continuous  Caudal  (Becton-Dickinson) 
— Dr.  Knox  Pittard,  Anson. 

Anemia,  Erythroblastic  (Mead  Johnson) — Dr.  H. 
H.  Cartwright,  Breckenridge. 

The  Anemias  (Lederle  Laboratories) — Dr.  James 
Hyslop,  Del  Rio. 

Anesthesia,  Regional  (Winthrop)  — Scott  and 
White  School  of  Nursing,  Temple,  and  Dr.  Knox 
Pittard,  Anson. 

Anoxia  (Linde  Air  Products) — Bastrop  County 
Medical  Society,  Bastrop. 

Appendicitis  in  Childhood  (Mead  Johnson) — Ste- 
phens-Shackelford-Throckmorton  Counties  Medical 
Society,  and  Drs.  Hyslop  and  Hyslop,  Del  Rio. 

Appraisal  of  the  Newborn  (Mead  Johnson) — Drs. 
Hyslop  and  Hyslop,  Del  Rio. 

Ascorbic  Acid  and  Scurvy  (Mead  Johnson) — Dr. 
P.  M.  Nesbit,  Arlington. 

As  Others  See  Us  (American  Hospital  Associa- 
tion)— Duff  and  Pittard  Clinic,  Anson,  and  Metho- 
dist Hospital  School  of  Nursing,  Houston. 

Bleeding  Tendency  (Mead  Johnson) — Bastrop 
County  Medical  Society,  Bastrop. 

Blood  Transfusion  (British  Information  Services) 
— Dr.  T.  LaMotte,  Harlingen. 

Breech  Extraction  (Mead  Johnson) — Dr.  P.  M. 
Nesbit,  Arlington,  and  Dr.  Laurine  Jack,  Beaumont. 

Bronchial  Asthma  (Fougera) — Dr.  T.  LaMotte, 
Harlingen. 

Cataract  Surgery  (Dr.  Ray  K.  Daily) — Dr.  T.  La- 
Motte, Harlingen. 

Cervical  Smear  (Dr.  Karl  J.  Karnaky) — Harris 
Memorial  Hospital,  Fort  Worth. 


Caesarean  Section  (Mead  Johnson) — Dr.  P.  M. 
Nesbit,  Arlington. 

Chest  Diseases,  Surgery  in  (British  Information 
Services) — Dr.  P.  M.  Nesbit,  Arlington. 

Cholecystectomy  (Mead  Johnson) — Dr.  C.  G.  God- 
dard, Bastrop. 

Primary  Dysmenorrhea  (G.  D.  Searle  Co.) — - 
Reeves- W ar  d - W inkier  - Loving  - Culberson  - Hudspeth 
Counties  Medical  Society,  Kermit,  and  Hill  County 
Medical  Society,  Hillsboro. 

Extracellular  Fluid  (Mead  Johnson) — Dr.  James 
Hyslop,  Del  Rio. 

Eyes  for  Tomorrow  (Hurst  Clinic) — Student  Re- 
treat, Ridgecrest,  N.  C. 

Feeding  the  Infant  (Mead  Johnson) — Brownsville 
Junior  Service  League  and  Well-Baby  Clinic, 
Brownsville. 

Folvite  in  the  Treatment  of  Anemia  (Lederle  Lab- 
oratories)— Dr.  Janies  Hyslop,  Del  Rio. 

From  Moo  To  You  (Borden  Co.) — Student  Re- 
treat, Ridgecrest,  N.  C. 

Gastrectomy,  Safer  (Billie  Burke  Productions)  — 
Duff  and  Pittard  Clinic,  Anson. 

Hematology , Animated  (Armour  Laboratories)  — 
Western  Clinic  Hospital,  Midland;  Dr.  W.  R.  White- 
house,  Cleburne;  Bastrop  County  Medical  Society, 
Bastrop;  and  Hill  County  Medical  Society,  Hills- 
boro. 

Human  Fertility  (Ortho-Products) — Dr.  James 
Hyslop,  Del  Rio. 

Hysterectomy  (Mead  Johnson)— Dr.  C.  G.  God- 
dard, Bastrop. 

Immunization  Against  Infectious  Diseases  (Le- 
derle Laboratories) — Scott  and  White  Hospital 
School  of  Nursing,  Temple. 

Infantile  Paralysis  (National  Foundation  for  In- 
fantile Paralysis) — Scott  and  White  Hospital  School 
of  Nursing,  Temple. 

Let  My  People  Live  (Texas  Tuberculosis  Associa- 
tion)— Dr.  P.  M.  Nesbit,  Arlington. 

Magic  Bullets  (U.  S.  Public  Health  Service)  — 
Student  Retreat,  Ridgecrest,  N.  C. 

Mastoid  Surgery  (Dr.  Louis  Daily) — Dr.  T.  La- 
Motte, Harlingen. 

Modest  Miracle  (Standard  Brands) — Student  Re- 
treat, Ridgecrest,  N.  C. 

Nasal  Sinusitis  (Fougera) — Dr.  T.  LaMotte,  Har- 
lingen. 

Normal  Delivery  (Mead  Johnson) — Dr.  P.  M. 
Nesbit,  Arlington. 

Novocain  in  Obstetrics  (Winthrop) — Dr.  Laurine 
Jack,  Beaumont. 

Oxygen,  The  Administration  by  Oro-pharyngeal 
Catheter  (Mead  Johnson) — Dr.  W.  R.  Whitehouse, 
Cleburne. 

Multiple  Pregnancy  (Mead  Johnson) — Dr.  Laurine 
Jack,  Beaumont,  and  Dr.  James  Hyslop,  Del  Rio. 

Premature  Infant  (Mead  Johnson)— Dr.  Laurine 
Jack,  Beaumont. 

Preventive  Medical  Program  for  Children  (Mead 
Johnson)' — Drs.  Hyslop  and  Hyslop,  Del  Rio. 

Problem  Child  (Pet  Milk  Co.) — Brownsville  Jun- 
ior Service  League  and  Well-Baby  Clinic,  Browns- 
ville. 

Report  to  the  People  (National  Foundation  for 
Infantile  Paralysis) — Scott  and  White  Hospital 
School  of  Nursing,  Temple. 

Resuscitation  of  the  Newborn  (Mead  Johnson)  — 
Dr.  Laurine  Jack,  Beaumont,  and  Dr.  P.  M.  Nesbit, 
Arlington. 

Roentgen  Pelvimetry  (Mead  Johnson) — Dr.  Lau- 
rine Jack,  Beaumont. 

Splenectomy  (Davis  and  Geek)— Duff  Pittard 
Clinic,  Anson. 

Spontaneous  Delivery  (Mead  Johnson) — Dr.  Lau- 
rine Jack,  Beaumont,  and  Dr.  James  Hyslop,  Del 
Rio. 
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Stitch  in  Time  (A.M.A.) — Student  Retreat,  Ridge- 
crest, N.  C. 

Sulfonamide  Therapy  (Lederle  Laboratories)  — 
Harris  College  of  Nursing,  Fort  Worth. 

Techniques  of  Injection  ( Becton-Dickinson  Co.)  — 
Dr.  P.  M.  Nesbit,  Arlington. 

Time  Is  Life  (American  Cancer  Society) — Harris 
College  of  Nursing,  Fort  Worth. 

The  Traitor  Within  (American  Cancer  Society)  — 
Central  Methodist  Church  Bible  Class,  Fort  Worth. 

Treatment  of  Varicose  Veins  (G.  D.  Searle  Co.)  — 
Dr.  N.  L.  Schiller,  Austin. 

Trichomonal  Vaginitis  and  Leukorrhea  (Dr.  Karl 
J.  Karnaky) — Harris  Memorial  Hospital,  Fort 
Worth. 

This  Is  TB  (Texas  Tuberculosis  Association)  — 
Dr.  David  M.  Shelby,  Gonzales. 

TB,  Role  of  the  Public  Health  Nurse  (Texas 
Tuberculosis  Association) — Scott  and  White  Hospital 
School  of  Nursing,  Temple. 

When  Bobby  Goes  to  School  (Mead  Johnson) — Dr. 
David  M.  Shelby,  Gonzales. 


BOOK  REVIEWS 

illustrative  Electrocardiography.  By  Julius  Bur- 
stein,  A.  B.,  M.  D.,  Visiting  Electroeardiographer 
and  Chief  of  the  Cardiac  Clinic,  Morrisana  City 
Hospital,  New  York,  and  Nathan  Bloom,  M.  D., 
F.  A.  C.  P.,  Associate  Professor  of  Medicine  and 
Chief  of  the  Department  of  Electrocardiography, 
Medical  College  of  Virginia,  Richmond.  Third 
Edition.  Cloth,  309  pages.  Price,  $6.  New  York 
and  London,  D.  Appleton-Century,  1948. 

In  recent  years,  it  has  been  found  that  visual  edu- 
cational practices  have  contributed  much  toward  the 
attainment  and  retention  of  knowledge  by  those  who 
would  get  the  most  out  of  a subject  in  the  least 
time. 

It  is  evident  that  the  authors  of  this  text  had 
that  idea  in  mind  when  they  set  up  the  plan  of  cov- 
ering the  field  of  electrocardiography  in  such  con- 
cise form.  They  have  arranged  to  have  clear-cut 
illustrations  of  typical  electrocardiograms  placed  on 
the  page  opposite  the  didactic  discussion  so  that  the 
reader  has  ready  access  to  the  tracings  without  the 
confusion  of  turning  pages. 

The  discussions  are  brief  and  to  the  point.  Each 
particular  type  of  abnormality  is  introduced  with 
short,  concise  formal  explanation.  Then  it  is  brok- 
en down  into  its  subheadings,  with  subsequent  dis- 
cussion and  illustration,  until  the  entire  gamut  of 
cardiac  changes  has  been  covered.  There  is  no  ex- 
cess deadwood,  as  only  the  fundamentals  of  elec- 
trocardiography have  been  considered.  This  feature 
makes  it  especially  valuable  to  the  beginner  in  that 
he  is  given  a definite  picture  of  each  type  of  trac- 
ing to  which  he  can  cling  until  such  time  as  his  in- 
creased experience  will  allow  him  to  wade  through 
the  maze  of  the  more  complex  material. 

An  especially  valuable  adjunct  is  the  section  on 
the  radiology  of  the  heart.  This  important  phase  in 
the  evaluation  of  cardiac  status  incorporates  nicely 
into  the  electrocardiographic  interpretation.  It 
greatly  aids  in  explaining  many  changes  in  the  trac- 
ings, and  serves  as  an  accessible  reference  to  cardiac 
changes  on  roentgen-ray  and  fluoroscopic  examina- 
tion. 

The  arrangement  of  the  material  has  been  deftly 
handled  in  that  it  begins  with  the  normal  tracing 
and  gradually  works  up  through  the  less  serious 
cardiac  disabilities  to  those  of  grave  consideration, 
much  as  a story  works  toward  a climax.  This  worth- 
while feature  stimulates  the  interest  of  the  reader 
throughout  the  entire  text,  and  the  book  becomes  en- 
tertainment as  well  as  a ready  reference. 


1Reviewed  by  Ivan  H.  Readinger,  M.  D.,  Fort  Worth. 


■Physical  Medicine  in  General  Practice.  By  William 
Bierman,  M.  D.,  Attending  Physical  Therapist, 
Mount  Sinai  Hospital;  Assistant  Clinical  Pro- 
fessor of  Medicine,  Columbia  University.  With 
a Chapter  on  Medical  Rehabilitation,  by  Sidney 
Licht,  M.  D.  Cloth,  686  pages.  Price,  $8.  New 
York  and  London,  Paul  B.  Hoeber,  1947. 

The  members  of  the  profession  who  are  interested 
in  physical  medicine  will  be  interested  in  this  book, 
which  gives  a rather  complete  coverage  of  the  sub- 
ject. The  methods  are  described  in  detail,  and  the 
uses  of  the  various  methods  and  apparatus  are  clear- 
ly stated.  The  anticipated  results  are  sometimes  not 
definite,  but  this  is  of  minor  importance.  The  proce- 
dures used  are  often  illustrated  with  excellent  line 
drawings,  which  are  certainly  preferable  to  photo- 
graphic presentation.  Every  practitioner  uses  physi- 
cal medicine  to  some  degree  and  such  a text,  if  con- 
sulted, will  improve  his  technique  and  results. 

The  chapter  on  “medical  rehabilitation,”  by  Sidney 
Licht,  M.  D.,  is  noteworthy.  Reestablishing  the  pa- 
tient in  his  social-economic  sphere  is  constantly  an 
important  obligation. 

Any  book  covering  such  an  extensive  field  has,  by 
its  context,  certain  inadequacies,  but  for  the  average 
practitioner  this  book  is  a source  of  much  informa- 
tion; for  the  practitioner  of  physical  medicine  it  will 
serve  as  a useful  text.  All  in  all,  “Physical  Medicine 
in  General  Practice”  is  an  excellent  book. 

“Bergey’s  Manual  of  Determinative  Bacteriology. 
By  R.  S.  Breed,  New  York  State  Experiment 
Station;  E.  G.  D.  Murray,  McGill  University, 
Montreal,  Canada;  and  A.  P.  Hitchens,  Univer- 
sity of  Pennsylvania,  Philadelphia.  Cloth,  1,529 
pages.  Sixth  edition.  Price,  $15.  Baltimore,  Wil- 
liams & Wilkins  Company,  1948. 

This  well  known  manual  has  been  a standard 
reference  in  the  field  of  bacteriology  for  so  long 
that  it  has  become  a classic.  The  sixth  edition  has 
been  thoroughly  revised  and  is  a definite  improve- 
ment on  an  already  excellent  text. 

Many  changes  have  been  made  in  the  outline 
classification  because  of  rapidly  expanding  knowl- 
edge of  the  last  few  years.  These  changes  in  every 
case  have  been  made  by  specialists  in  consultation 
with  the  editorial  board.  “An  attempt  has  been 
made  to  express  natural  relationships,  but  these  are 
so  frequently  obscure  or  unknown  that  in  many 
places  utilitarian  considerations  have  prevailed.” 
The  authors  have  been  conservative  in  making 
changes  in  the  outline  as  used  previously.  Nearly 
300  new  species  are  described. 

An  entirely  new  and  particularly  valuable  feature 
is  the  Source  and  Habitat  Index.  The  Index  of  Names 
and  Genera  and  Species  is  brought  up  to  date  and 
includes  many  synonyms  and  incompletely  described 
species. 

Two  hundred  and  thirteen  pages  are  devoted  to 
supplements  on  interesting  classification  of  the 
rickettsiae,  viruses,  and  other  somewhat  related 
microorganisms.  Six  species  of  rickettsia  are  recog- 
nized. The  viruses  of  the  diseases  of  man,  and  ani- 
mal diseases  transmissible  to  man,  are  treated  in 
four  families  composed  of  11  genera  and  26  species. 

While  the  majority  of  the  many  species  of  micro- 
organisms treated  are  of  no  medical  importance, 
physicians  will  find  a wealth  of  information  in  the 
portions  of  the  volume  pertaining  to  pathogenic 
bacteria,  viruses,  and  other  microorganisms.  The 
new  edition  of  this  authoritative  manual,  which  has 
been  nearly  five  years  in  preparation,  will  be  a wel- 
come addition  to  the  library  of  those  who  wish  to 
keep  abreast  of  developments  in  bacteriology. 


2Reviewed  by  G.  W.  N.  Eggers,  M.  D.,  Galveston. 
:JReviewed  by  J.  V.  Irons,  Sc.  D.,  Austin. 
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British  Surgical  Practice.  By  Sir  Ernest  Rock 
Carling,  F.R.C.S.,  F.R.C.P.,  Consulting  Surgeon, 
Westminster  Hospital,  and  J.  Paterson  Ross, 
M.S.,  F.R.C.S.,  Surgeon  and  Director  of  Surgical 
Clinical  Unit,  St.  Bartholomew’s  Hospital;  Pro- 
fessor of  Surgery,  University  of  London.  Cloth 
486  pages,  illustrated.  Price,  $15.  St.  Louis,  C. 

V.  Mosby  Company,  1947. 

This  volume,  which  is  the  first  of  an  eight-volume 
edition,  covers  subjects  from  abdominal  emergencies 
to  the  autonomic  nervous  system.  Each  subject  is 
written  by  a different  person,  and  therefore  there 
is  some  variation  in  quality.  Space  seems  to  have 
been  rather  liberally  allowed,  as  some  not-so-com- 
mon  subjects  are  discussed  in  good  detail.  Pictures 
and  diagrams  are  frequent,  and  marginal  summaries 
on  each  page  save  much  time.  Despite  apparent  ef- 
forts to  avoid  the  difficulty,  many  names  of  drugs 
are  unfamiliar  to  the  American  reader,  and  some 
medications^are  considered  outdated  here. 

Each  subject  is  not  as  exhaustively  presented  as 
the  expert  might  desire,  but  the  book  should  be  of 
value  to  the  busy  general  surgeon  who  has  neither 
time  nor  library  facilities  for  extensive  studies,  and 
who  desires  orientation  on  a given  problem. 

Internal  Medicine  in  General  Practice.  By  Robert 
Pratt  McCombs,  M.  D.  Cloth,  741  pages,  illus- 
trated. Price,  $8.50.  Philadelphia  and  London, 

W.  B.  Saunders  Company,  1947. 

As  the  author  states  in  his  preface,  this  book  is 
intended  to  encompass  the  broad  field  of  internal 
medicine  in  a relatively  small  volume  with  inten- 
tional omission  of  controversial  material,  diseases 
rarely  encountered  in  the  United  States,  and  many 
technical  procedures.  Obviously,  a subject  as  com- 
prehensive as  internal  medicine  is  difficult  to  con- 
dense, and  the  book  if  used  as  a reference  must  be 
supplemented  with  one  of  the  larger  complete  texts 
or  other  reference  material. 

The  book  has  two  good  features:  The  newer  ad- 
vances in  therapy  are  included,  and  a rather  com- 
plete summary  is  given  of  differential  symptom  diag- 
noses of  the  various  systems,  with  a number  of  cor- 
rect and  usable  charts  and  tables.  It  is  encouraging 
to  see  a medical  text  in  which  the  chapter  on  psy- 
chiatric disorders  is  placed  at  the  front  of  the  book 
instead  of  the  back,  but  the  discussion  on  this  topic 
seems  too  brief.  The  summary  of  sulfonamides, 
penicillin,  and  streptomycin  is  good.  A brief  bibli- 
ography follows  each  chapter. 

Few  errors  are  found  in  the  text,  but  some  state- 
ments are  not  in  keeping  with  the  consensus  of  pres- 
ent day  opinion: 

On  page  580,  in  speaking  of  diabetes  mellitus,  the 
author  states:  “Approximately  two-thirds  of  the 
cases  seen  in  general  practice  can  be  satisfactorily 
controlled  without  insulin  provided  the  patient  fol- 
lows strict  dietary  instructions.”  Even  though  such 
patients  can  be  “controlled,”  it  is  doubtful  that  this 
would  be  considered  good  treatment  in  such  a high 
percentage  of  cases. 

In  discussing  toxic  reactions  to  sulfonamides,  the 
statement,  “The  renal  damage  which  occurs  is  pure- 
ly mechanical,”  seems  to  be  inaccurate.  Cases  in 
which  severe  renal  damage  accompanies  hypersen- 
sitivity reactions  are  not  uncommon. 

On  page  445,  in  discussing  treatment  of  agranu- 
locytosis, the  omission  of  the  use  of  penicillin  is 
probably  an  oversight. 

The  general  practitioner  for  whom  the  book  was 
intended  will  find  it  useful  in  differential  diagnosis 
and  recent  advances  in  therapy,  but  he  must  use  it 
in  conjunction  with  a complete  standard  text  of 
medicine. 

‘Reviewed  by  A.  R.  Ponton.  M.  D..  Lubbock. 

’Reviewed  by  Richard  A.  Dathe,  M.  D.,  Dallas. 


'Libido  and  Delusion.  By  Louis  S.  London,  M.  D. 
Cloth,  259  pages.  Price  $3.50.  Second  edition. 
Washington,  D.  C.,  Mental  Therapv  Publications, 
1947. 

It  strikes  the  reviewer  in  studying  this  book  that 
the  author  has  a monograph  of  particular  interest 
to  the  student  in  the  psychoanalytical  field.  The 
first  ten  chapters  should  be  of  great  interest  to  stu- 
dents in  all  fields  of  psychiatry  because  of  the  con- 
cise histories  that  are  available.  It  is  difficult  at 
times  to  follow  the  association  between  the  history 
and  the  author’s  interpretation  of  the  action  of  the 
libido. 

The  analysis  of  the  case  of  schizophrenia  is  of  pri- 
mary interest  to  the  analytic  school  only  and,  ex- 
cept for  its  detail,  contributes  little  to  any  conclu- 
sions that  might  be  drawn.  The  author  describes 
his  purposes  in  the  book  at  the  conclusion  of  the 
final  chapter. 

This  book  cannot  be  considered  a “must”  from  the 
standpoint  of  a complete  psychiatric  bibliography, 
but  it  is  a stimulating  and  thought  provoking  mono- 
graph. I doubt  seriously  that  an  analytically  un- 
trained reader  could  follow  all  of  the  processes  in- 
volved in  the  analysis  of  the  case  of  schizophrenia. 

This  book  is  primarily  for  the  student  of  psycho- 
analysis. It  does  not  prove  that  neurosis  and  psy- 
chosis are  interrelated  but  encourages  thought  along 
that  line.  It  does  not  entirely  explain  all  the  me- 
chanisms of  the  libido,  but  adds  plenty  of  fuel  to  the 
fire  of  investigation.  It  may  encourage  people  in 
more  schizophrenic  analysis  but  they  will  have  to 
have  more  common  denominators  than  the  mere  de- 
sire to  publicize  a case  history.  To  the  reviewer,  the 
first  chapter  was  perhaps  the  most  significant  from 
a purely  didactic  standpoint.  The  case  histories  are 
of  great  clinical  value. 

GReviewed  by  Charles  H.  Brown,  M.  D..  Wichita  Falls. 


NEWS 


Contributions  to  this  department  will  be  appreciated. 
News  should  be  of  general  medical  interest,  such  as  public 
health  activities,  new  hospitals,  personal  items  of  more 
than  local  value,  etc.  News  for  a particular  number  of 
the  Journal  should  be  in  the  hands  of  the  Editor  not 
later  than  the  fifteenth  of  the  preceding  month. 


Two  Medical  Meetings  of  interest  have  been  an- 
nounced as  follows: 

Pan-Pacific  Surgical  Association,  Honolulu,  Aug- 
ust 30-September  13.  Additional  information  is  avail- 
able from  Dr.  Forrest  J.  Pinkerton,  Secretary,  Suite 
7,  Young  Building,  Honolulu  9,  T.  H. 

Central  Association  of  Obstetricians  and  Gynecol- 
ogists, Denver,  September  23-25.  Details  may  be  se- 
cured from  Dr.  John  I.  Brewer,  Secretary,  24  West 
Ohio  Street,  Chicago  10. 

A Special  Medical  Section  of  eighteen  pages  was 
issued  as  a part  of  the  May  16  Dallas  Times-Herald. 
Prepared  in  cooperation  with  the  Dallas  County 
Medical  Society,  the  section  was  introduced  with  a 
full-page  photograph  of  a surgeon  and  a nurse  in  the 
operating  room,  inset  with  the  Oath  of  Hippocrates. 
Articles  explaining  the  medical  facilities  available 
in  Dallas  and  others  by  local  physicians  discussing 
recent  advances  in  specific  fields  of  medicine  were 
flanked  by  advertisements  chosen  for  their  relation- 
ship to  medical  care  and  health. 

Southwestern  Medical  Foundation,  Dallas,  has 
been  given  the  $1,000,000  Halliburton  Department 
Store  building  in  Oklahoma  City,  Fred  M.  Lange, 
vice-president  and  managing  director  of  the  founda- 
tion, has  announced.  The  building  was  purchased  by 
the  Southwestern  Medical  Corporation,  which  was 
formed  specifically  to  purchase  the  property.  Four 
trustees  of  the  foundation  are  directors  of  the  cor- 
poration: Fred  F.  Florence,  Dr.  E.  H.  Cary,  Harold 
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B.  Sanders,  and  Mr.  Lange.  The  purchase  was  fi- 
nanced with  a loan  from  the  Equitable  Life  As- 
surance Society  of  the  United  States.  It  is  assumed 
the  loan  will  be  paid  back  with  revenue  from  a thirty 
year  lease  already  arranged  with  Federated  Stores, 
Inc.,  from  which  the  building  was  bought,  Mr.  Lange 
said,  but  if  the  lease  does  not  produce  enough 
revenue,  the  corporation  and  not  the  foundation  will 
be  liable. 

Two  student  research  fellowships  for  training  un- 
der Dr.  Tinsley  R.  Harrison  at  Southwestern  Medi- 
cal College  have  been  announced  by  the  Life  Insur- 
ance Medical  Research  Fund. 

The  Llniversity  of  Texas  Medical  Branch,  Galves- 
ton, ceased  its  undergraduate  program  June  12  and 
will  have  no  undergraduate  work  during  this  sum- 
mer for  the  first  time  since  before  the  accelerated 
program  was  put  in  operation  during  World  War 
II,  according  to  the  Galveston  News.  The  accelerated 
war  program  left  the  Medical  Branch  with  no 
graduating  seniors  this  spring. 

The  Postgraduate  Division  of  the  Medical  Branch 
in  cooperation  with  the  Texas  State  Health  Depart- 
ment presented  a tumor  conference  in  Galveston 
May  31-June  3.  The  conference,  which  covered  the 
general  field  of  genito-urinary  malignancies,  fea- 
tured the  following  guest  speakers:  Col.  James  E. 
Ash,  scientific  director  of  the  American  Registry 
of  Pathology,  Army  Institute  of  Pathology,  Wash- 
ington; Dr.  William  E.  Costolow,  professor  of  ra- 
diology, University  of  Southern  California;  Dr. 
Robert  A.  Moore,  dean  and  professor  of  pathology, 
Washington  University  School  of  Medicine,  St. 
Louis;  Dr.  James  C.  Sargent,  professor  of  urology, 
Marquette  University  School  of  Medicine,  Milwau- 
kee; and  Dr.  W.  W.  Scott,  professor  of  urology, 
Johns  Hopkins  University,  Baltimore.  Drs.  J.  R. 
Blundell,  Houston;  Frank  Schoonover,  Fort  Worth; 
A.  0.  Severance,  San  Antonio;  and  Palmer  E.  Wig- 
by,  Houston,  were  also  participants. 

Columbia  University  College  of  Physicians  and 
Surgeons  and  the  Neurological  Institute  of  New 
York  City  are  cooperating  with  the  University  of 
Texas  Medical  Branch  in  a special  study  of  poliomye- 
litis. The  study  also  includes  Dr.  P.  R.  Harrington 
of  the  Jefferson  Davis  Hospital,  Houston.  The  in- 
vestigation is  planned  to  devise  satisfactory  criteria 
for  evaluating  the  neuromuscular  status  of  poliomye- 
litis in  patients.  Clinical  chemotherapeutic  studies 
on  poliomyelitis  will  be  made.  The  research  is  under 
the  direction  of  Dr.  Murray  Sanders,  associate  pro- 
fessor of  bacteriology  of  the  College  of  Physicians 
and  Surgeons;  Dr.  C.  C.  Grulee,  Jr.,  assistant  pro- 
fessor of  pediatrics  and  director  of  the  Poliomyelitis 
Unit  of  the  University  of  Texas  Medical  Branch; 
and  Dr.  S.  Korey  of  the  Neurological  Institute,  New 
York. 

Chauncey  D.  Leake,  Ph.  D.,  vice-president  in 
charge  of  the  University  of  Texas  Medical  Branch, 
was  the  speaker  at  the  sixteenth  annual  banquet  of 
the  Tulane  Medical  History  Society  in  New  Orleans 
recently.  Dr.  Leake  also  attended  recent  meetings 
of  the  Medical  Library  Association  and  the  History 
of  Medicine  Society  in  Philadelphia. 

Dr.  Wendell  H.  Griffith,  professor  of  biochemis- 
try, St.  Louis  University  School  of  Medicine,  St. 
Louis,  and  Dr.  Allen  Keller,  professor  of  physiology, 
Baylor  University  College  of  Medicine,  Houston, 
were  guest  lecturers  at  the  University  of  Texas 
Medical  Branch  recently. 

Baylor  University  College  of  Medicine,  Houston, 
held  graduation  exercises  for  its  forty-sixth  class  on 
June  14  in  Houston  with  Dr.  William  Richardson 
White,  president  of  Baylor  University,  as  the  chief 
speaker.  Sixty-four  students  were  graduated,  and 
seven  received  commissions  in  the  Army  Medical  Re- 
serve. 

A scholarship  to  pay  the  salary  of  a research  as- 


sistant for  one  year  on  a special  project  in  the  De- 
partment of  Biochemistry  under  Dr.  J.  H.  Gast  has 
been  donated  by  the  Bertner  Foundation,  Dr.  W.  H. 
Moursund,  dean  of  the  Baylor  University  College  of 
Medicine,  has  announced.  The  foundation  was  estab- 
lished in  December,  1946,  by  Dr.  and  Mrs.  E.  W. 
Bertner,  Houston,  especially  to  encourage  research 
and  education  within  the  Texas  Medical  Center,  of 
which  Dr.  Bertner  is  president.  Trustees  of  the 
foundation  include  Dr.  and  Mrs.  Bertner  and  H.  F. 
Montgomery,  Houston  attorney. 

Baylor  University  College  of  Medicine  has  two 
new  staff  members,  according  to  the  Houston 
Chronicle.  Dr.  Berne  L.  Newton,  formerly  of  Yale 
University  Medical  School,  New  Haven,  Conn., 
has  been  named  assistant  professor  of  pathology, 
and  Dr.  Fred  M.  Taylor,  recently  assistant  chief  of 
the  pediatrics  department  of  Brooke  General  Hospi- 
tal, San  Antonio,  has  been  named  research  associate 
and  instructor  in  pediatrics. 

Dr.  H.  E.  Hoff,  recently  appointed  professor  and 
chairman  of  the  Department  of  Physiology,  has  been 
named  the  B.  F.  Hambleton  professor  of  physiology, 
reports  the  Houston  Post.  The  professorship  memo- 
rializes the  late  Dr.  Hambleton,  who  was  a member 
of  the  Baylor  faculty  for  many  years. 

Dr.  Russell  J.  Blattner,  professor  of  pediatrics  at 
Baylor  University  College  of  Medicine,  recently  de- 
livered a paper  at  the  joint  meeting  of  the  Ameri- 
can Pediatrics  Association  and  the  Canadian  Society 
for  the  Study  of  Diseases  in  Children  at  Quebec,  ac- 
cording to  the  Houston  Chronicle. 

Personals 

Dr.  D.  W.  Carter,  .Jr.,  Dallas,  has  been  elected 
governor  for  Texas  of  the  American  College  of 
Physicians,  succeeding  Dr.  M.  D.  Levy , Houston, 
who  served  in  that  position  for  the  past  ten  years. 

Dr.  C.  P.  Yeager,  Corpus  Christi,  was  awarded  the 
honorary  degree  of  doctor  of  science  during  recent 
commencement  exercises  at  Southwestern  University, 
Georgetown,  reports  the  Corpus  Christi  Caller-Times. 
Dr.  Yeager,  a graduate  of  Southwestern,  is  a mem- 
ber of  its  board  of  trustees,  of  which  Dr.  C.  C.  Cody, 
Jr.,  Houston,  is  chairman. 

Dr.  Charles  H.  Brown,  Wichita  Falls,  recently 
participated  in  the  program  of  the  American  Psy- 
chiatric Association  which  met  in  Washington,  ac- 
cording to  the  Wichita  Falls  Daily  Times. 

Dr.  J . R.  Reagan,  Wichita  Falls,  presented  a paper 
for  the  American  Urological  Association  meeting  in 
Boston  in  May,  the  Wichita  Falls  Daily  Times  in- 
forms. 

Dr.  Albert  Woldert,  Tyler,  is  author  of  a book,  “A 
History  of  Tyler  and  Smith  County,  Texas,”  pub- 
lished recently,  states  the  Tyler  Courier-Times. 

Dr.  Webb  Walker,  Fort  Worth,  was  honored  at  a 
surprise  testimonial  dinner  June  3 at  the  City- 
County  Hospital,  Fort  Worth,  on  the  occasion  of  his 
retirement  from  the  hospital  board,  reports  the  Fort 
Worth  Press.  Dr.  Walker  had  served  on  the  board 
for  thirty-five  years  and  was  the  first  member  of  a 
staff  which  now  numbers  eighty. 

Births 

To  Dr.  and  Mrs.  Vincent  S.  Pawelek,  Jr.,  Hous- 
ton, a son,  William  Louis,  on  May  7. 

To  Dr.  and  Mrs.  Kenneth  Flamm,  Amarillo,  a son, 
John  Phillip,  recently. 
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Bee-Live  Oak-McMullen  Counties  Society 

June  2,  1948 

(Reported  by  D.  W.  Davis,  Secretary) 

Urological  Cases — G.  T.  Moller,  Corpus  Christi. 

A barbecue  dinner  for  ten  members  and  one  guest 
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of  Bee-Live  Oak-McMullen  Counties  Medical  Society 
was  held  June  2 at  the  home  of  G.  W.  Sansom, 
George  West,  president  of  the  society.  G.  T.  Moller, 
Corpus  Christi,  presented  urological  cases  for  the 
scientific  program. 

Brazoria  County  Society 

May  27,  1948 

(Reported  by  A.  O.  McCary,  Secretary) 

Vinethine  Anesthesia  (motion  picture). 

A report  of  the  annual  session  of  the  State  Medi- 
cal Association  was  presented  by  Ralph  E.  Gray, 
Lake  Jackson,  at  the  May  27  meeting  of  the  Brazoria 
County  Medical  Society  in  Freeport.  The  society  ap- 
proved a resolution  from  the  State  Medical  Asso- 
ciation dealing  with  blood  bank  agencies. 

A motion  picture  on  vinethine  anesthesia  was 
shown  following  dinner. 

Ghent  Graves,  Houston,  was  a visitor. 

Colorado-Fayette  Counties  Society 

May  18,  1948 

(Reported  by  C.  I.  Shult,  Secretary) 

Colorado-Fayette  Counties  Medical  Society  met 
May  18  in  LaGrange  for  a dinner  at  which  auxiliary 
members  were  present  and  to  hear  a report  of  the 
annual  session  of  the  State  Medical  Association  by 
James  H.  Wooten,  Jr.,  Columbus. 

Dr.  Wooten  indicated  that  since  he  had  been  elect- 
ed counciler  of  the  Eighth  District,  he  could  not  serve 
as  delegate  from  the  county  society.  Leo  Peters, 
Schulenberg,  was  elected  to  replace  him. 

Dallam-Hartley-Sherman-Moore  Counties  Society 

June  1,  1948 

(Reported  by  A.  W.  Cowin,  Secretary) 

Eczemas  in  Children — Joe  Lipscomb,  Amarillo. 

Its  last  meeting  of  the  season  was  held  June  1 in 
the  offices  of  William  V.  Coventry,  Dumas,  by  the 
Dallam-Hartley-Sherman-Moore  Counties  Medical 
Society.  The  paper  named  was  presented. 

Michael  J.  Pronko,  Dalhart,  was  elected  to  mem- 
bership. Three  visitors  from  Amarillo  in  addition  to 
the  speaker  were  present. 

Dallas  County  Society 

May  13,  1948 

(Reported  by  W.  W.  Fowler,  Secretary) 

Acute  Myocardial  Infarction — Howard  Heyer,  Dallas. 

Discussion — Alex  Terrell,  Maurice  M.  Scurry,  George  L. 

Carlisle,  and  George  Jones,  Dallas. 

A joint  meeting  of  Dallas  County  Medical  Society 
and  the  staff  of  Baylor  Hospital  was  held  May  13  at 
the  hospital  with  165  present.  Dinner  was  served 
and  the  scientific  paper  named  was  presented. 

The  society  voted  not  to  meet  during  July  and 
August. 

A letter  requesting  assistance  in  securing  addi- 
tional physicians  for  out-patient  examination  and 
treatment  in  the  fields  of  neuropsychiatry,  cardio- 
vascular disease,  orthopedics,  and  general  medicine 
was  presented  from  the  Veterans  Administration. 

Five  members  were  elected  upon  application  and 
one  by  transfer. 

A resolution  in  tribute  to  the  late  Dr.  Edwin  L. 
Jones,  Dallas,  was  adopted. 

Announcement  was  made  of  the  June  8 meeting 
of  the  Fourteenth  District  Medical  Society. 

May  27,  1948 

(Reported  by  W.  W.  Fowler,  Secretary) 

Gynecologic-like  Complaints — William  F.  Guerriero,  Dallas. 

Discussion — Frank  Selecman.  Dallas,  moderator. 

Orthopedics — Paul  C.  Williams,  Dallas. 

Urology — Vincent  Vermooten,  Dallas. 

Medicine — Alfred  W.  Harris,  Dallas. 

Dallas  County  Medical  Society  met  May  27  in 
Dallas,  with  the  vice-president,  John  S.  Bagwell, 
presiding.  The  program  outlined  was  presented. 


George  Schenewerk  gave  a report  of  the  recent 
annual  session  of  the  State  Medical  Association. 

Elliott  Mendenhall,  member  of  the  Council  on 
Legislation  of  the  State  Medical  Association,  re- 
quested that  consideration  be  given  to  supporting 
the  election  of  representatives  to  the  Legislature 
who  would  be  favorable  to  the  legislative  program 
of  the  State  Medical  Association.  J.  R.  Maxfield, 
chairman  of  the  Dallas  County  Medical  Society  legis- 
lative committee,  indicated  that  a study  would  be 
made  of  local  candidates  for  the  Legislature  and  a 
report  made  to  the  society. 

A resolution  in  tribute  to  the  late  Dr.  Thomas  J. 
Calhoun,  Dallas,  was  adopted. 

One  new  member  was  accepted  upon  transfer. 

Ellis  County  Society 

May  12,  1948 

Malignant  Lesions  of  Eyelids — Hal  Maxwell,  Fort  Worth. 

Ellis  County  Medical  Society  in  a luncheon  session 
May  12  in  Waxahachie  heard  the  paper  named  and 
adopted  a resolution  encouraging  the  education  of 
the  public  in  precautions  against  rabies. 

Gray -Wheeler-Hansford- Hemphill- Lipscomb- 
Roberts-Ochiltree-Hutchinson-Carson 
Counties  Society 

May  18,  1948 

(Reported  by  H.  M.  Hamra,  Secretary) 

Twenty-six  members  and  guests  were  present  for 
the  first  meeting  of  the  Gray-Wheeler-Hansford- 
Hemphill-  Lipscomb-Roberts-  Ochiltree-Hutchinson- 
Carson  Counties  Medical  Society,  held  May  18  in 
Borger.  The  society  is  a combination  of  three  form- 
er societies. 

H.  H.  Latson,  Amarillo,  councilor  of  the  Third  Dis- 
trict, presided  while  officers  were  elected  as  follows: 
M.  C.  Overton,  Jr.,  Pampa,  president;  William  W. 
Brooks,  Borger,  first  vice-president;  D.  B.  Pearson, 
Jr.,  Perryton,  second  vice-president;  Harold  E.  Nich- 
olson, Sr.,  Wheeler,  third  vice-president;  Henry  M. 
Hamra,  Borger,  secretary;  Frank  W.  Kelley,  Pampa, 
delegate;  R.  M.  Brown,  alternate;  and  H.  M.  San- 
ford, Perryton;  Harold  E.  Nicholson,  Sr.,  Wheeler; 
and  W.  G.  Stephens,  Borger,  censors.  Dan  E.  Hamp- 
ton, Borger;  Charles  H.  Ashby,  Pampa;  and  R.  K. 
Sanford,  Perryton,  compose  the  program  committee, 
and  William  W.  Brooks,  Borger;  H.  Lawler  Wilder, 
Pampa;  and  Harold  E.  Nicholson,  Sr.,  Wheeler,  were 
directed  to  draw  up  a constitution  and  by-laws. 

It  was  decided  that  dues  for  the  remainder  of  the 
year  would  be  $20  per  member.  Plans  were  made  to 
have  a paid  public  relations  representative. 

Guadalupe  County  Society 

May  20,  1948 

Common  Skin  Diseases — Duncan  Poth,  San  Antonio. 

Guadalupe  County  Medical  Society  was  host  to  the 
medical  societies  of  Gonzales,  Caldwell,  Hays,  and 
Blanco  Counties  at  a luncheon  meeting  May  20  in 
Seguin.  About  twenty-five  members  of  the  various 
societies  heard  the  paper  named. 

Ilidalgo-Starr-Counties  Society 

May  13,  1948 

A symposium  on  poliomyelitis  led  by  members  of 
the  society  and  by  visiting  physicians  from  the  Na- 
tional Foundation  for  Infantile  Paralysis  was  fea- 
tured at  the  dinner  meeting  of  Hidalgo-Starr  Coun- 
ties Medical  Society  on  May  13  in  Edinburg. 

Kerr-Kendall-Gillespie-Bandera  Counties  Society 

May  17,  1948 

(Reported  by  Roger  Stevenson.  Secretary) 

Some  I^actors  that  Contribute  to  Neuroses  and  Psychoses — H.  F. 

Bolding,  State  Hospital,  Austin. 

Kerr-Kendall-Gillespie-Bandera  Counties  Medical 
Society  met  May  17  in  Fredericksburg  for  dinner  and 
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to  hear  the  paper  named.  The  delegate  to  the  State 
Medical  Association  also  reported  on  the  recent 
meeting  of  the  Association  in  Houston. 

McLennan  County  Society 

May,  1948 

(Reported  by  W.  M.  Avent,  Secretary) 

Facts  and  Figures  on  Coccidioidomycosis — J.  Ross  Shipp,  Waco. 
Cod  Liver  Oil  and  Treatment  of  Tuberculous  Empyema — R.  J. 

Hanks,  Waco. 

Thirty-one  members  of  McLennan  County  Medical 
Society' were  present  for  the  May  meeting  in  Waco 
at  which  the  scientific  program  outlined  was  pre- 
sented. Howard  Wells,  Waco,  led  another  discussion 
on  the  possibility  of  obtaining  library  space  and  a 
reading  room  for  the  society. 

Morris  County  Society 
June  4,  1948 

(Reported  by  William  Smith.  Secretary) 

Morris  County  Medical  Society  met  in  the  office 
of  D.  J.  Jenkins,  Daingerfield,  on  July  4,  with  five 
old  members  and  two  new  members  present.  The 
physicians  who  were  elected  to  membership  were  L. 
E.  Rutledge,  Daingerfield,  accepted  upon  application, 
and  E.  B.  Wheat,  Daingerfield,  accepted  upon  trans- 
fer. 

Pecos-Jeff  Davis-Presidio-Brewster  Counties  Society 

June  6,  1948 

(Reported  by  W.  E.  Lockhart,  Secretary) 

Pecos-Jeff  Davis-Presidio-Brewster  Counties  Med- 
ical Society  met  June  6 in  Alpine  with  four  members 
and  four  visitors  present. 

The  society  voted  to  approve  the  resolution  on 
blood  banking  agencies  which  has  been  passed  by 
the  House  of  Delegates  of  the  State  Medical  Asso- 
ciation. 

The  secretary  was  unanimously  directed  to  secure 
information  from  the  State  Health  Department  re- 
garding establishment  of  a four  counties  health  unit. 
The  society  also  agreed  to  request  the  State  Health 
Department  for  a mass  chest  x-ray  survey  to  be  held 
in  the  counties  represented  by  the  society.  Approval 
and  support  of  the  organization  of  a countywide  vol- 
untary tuberculosis  association  with  headquarters  in 
Alpine,  to  be  sponsored  by  the  Alpine  branch  of  the 
American  Association  of  University  Women,  was 
unanimously  voted. 

Upon  motion,  the  society  voted  to  send  a letter  to 
Senator  H.  L.  Winfield  thanking  him  for  his  activi- 
ties in  support  of  Texas  medicine. 

Reeves- Ward- Winkler- Loving-Culberson-Hudspeth 
Counties  Society 
June  17,  1948 

(Reported  by  C.  A.  Robinson,  Secretary) 

Dinner  was  served  to  members  of  Reeves- Ward- 
Winkler-Loving-Culberson-Hudspeth  Counties  Medi- 
cal Society  and  their  wives  on  June  17  at  the  Winkler 
County  Memorial  Hospital,  Kermit.  A tour  of  the 
hospital  and  motion  pictures  composed  the  program. 

Tarrant  County  Society 

May  18,  1948 

(Reported  by  W.  P.  Higgins,  Jr.,  Secretary) 

General  Practice  and  State  Medicine — Judge  M.  Lyle,  Fort  Worth. 
Discussion — X.  R.  Hyde,  L.  H.  Reeves,  T.  C.  Terrell,  Ray 
Brasher,  Harold  M.  Williams,  Hub  E.  Isaacks,  D.  A.  Reekie, 
and  W.  F.  Armstrong,  Fort  Worth. 

Cushing’s  Disease  (Pituitary  Basophilism) — T.  L.  Lauderdale, 
Fort  Worth. 

Precancer  Diagnosis  of  Cervix  by  Cytology  (motion  picture)  — 
Courtesy  of  Clay-Adams  Company. 

Tarrant  County  Medical  Society,  meeting  May  18 
in  Fort  Worth,  adopted  a resolution  specifically  con- 
demning the  practice  of  accepting  rebates,  reaffirm- 
ing the  acceptance  of  the  Code  of  Ethics  of  the 
American  Medical  Association  especially  as  relating 


to  such  practices,  assuring  that  failure  of  members 
to  adhere  to  the  accepted  rules  of  conduct  with  re- 
spect to  rebates  would  receive  the  prompt  attention 
and  action  of  the  disciplinary  committee  of  the  so- 
ciety, and  inviting  information  from  responsible  or- 
ganizations with  respect  to  dereliction  by  any  mem- 
ber in  this  matter.  The  resolution  was  presented  by 
a committee  appointed  to  study  the  problem.  It  was 
voted  that  each  member  of  the  society  would  be 
served  a written  notice  of  the  resolution. 

T.  C.  Terrell  and  John  J.  Andujar  commented  on 
the  possibility  of  a library  for  the  society.  The  presi- 
dent reported  that  a library  committee  had  been  ap- 
pointed and  plans  for  a library  were  being  formu- 
lated. 

Hobart  0.  Deaton  gave  a report  of  the  annual 
session  of  the  State  Medical  Association. 

Seventy-six  members  were  present. 

Second  District  Society 

May  27,  1948 

(Reported  by  R.  B.  G.  Cowper,  President) 

Physiology  of  Shock — Elliott  B.  Hay,  Houston. 

Pituitary  Dysfunction — James  A.  Greene,  Houston. 

Conservative  Treatment  of  Some  Varieties  of  Placenta  Previa — 

Herman  Johnson,  Houston. 

Protruded  Intervertebral  Disc — James  Greenwood,  Jr.,  Houston. 
Luncheon  and  Round-Table  Discussion. 

Chest  Injuries — Dr.  Hay. 

Certain  Aspects  of  Diabetes  Mellitus — Dr.  Qreene. 

Contraction  Ring  Dystocia — Dr.  Johnson.  a 
Diagnosis  of  Brain  Tumor — Dr.  Greenwood. 

Fifty-five  doctors  and  eighteen  wives  were  reg- 
istered when  the  Second  District  Medical  Society 
met  in  Big  Spring  on  May  27.  The  scientific  pro- 
gram outlined  above  was  presented  by  members  of 
the  faculty  of  Baylor  University  College  of  Medi- 
cine. G.  V.  Brindley,  Temple,  President-Elect  of  the 
State  Medical  Association,  was  speaker  at  a ban- 
quet in  the  evening,  using  as  his  subject  “Problems 
Confronting  Organized  Medicine  in  Texas.”  Mem- 
bers of  the  auxiliary  were  present  for  the  banquet 
and  for  a cocktail  party  which  preceded  it. 

R.  B.  G.  Cowper,  Big  Spring,  was  reelected  presi- 
dent, and  C.  U.  Callan,  Rotan,  was  reelected  vice- 
president.  Carl  Uthoff,  Big  Spring,  was  elected  sec- 
retary. The  society  will  meet  with  the  Third  District 
Society  in  Lubbock,  October  5-6. 

Thirteenth  District  Society 

May  11,  1948 

Chest  Symposium  : 

Chest  Pain  ; General  Considerations — John  Potts,  Fort  Worth. 

Diseases  of  Lungs  ; Common  Conditions  Producing  Chest  Pain 
John  A.  Wiggins.  Jr.,  Fort  Worth. 

Diseases  of  Heart ; Common  Conditions  Producing  Chest  Pain 
— J.  F.  McVeigh,  Fort  Worth. 

Summary  of  Newer  Concepts  of  Treatment: 

Surgical — C.  R.  Johnson,  Fort  Worth. 

Medical — Erie  D.  Sellers,  Abilene. 

Discussion — David  Major,  Nocona  ; W.  L.  Powers,  Wichita 
Falls  ; R.  E.  L.  Gowan,  Graham. 

Luncheon  : Address — G.  V.  Brindley,  Sr.,  Temple,  President- 

Elect,  State  Medical  Association. 

American  Academy  of  General  Practice — H.  T.  Jackson,  Fort 

Worth. 

Recent  Developments  in  Treatment  of  Conditions  of  Eye,  Ear, 

Nose,  and  Throat — Hubert  Seale,  Abilene. 

Discussion — Charles  R.  Williams,  Mineral  Wells. 

Diagnosis  and  Treatment  of  Lesions  of  Lip — William  E.  Flood. 

Fort  Worth. 

Discussion — F.  C.  Payne,  Breckenridge. 

Phlebothrombosis  and  Thrombophlebitis  : 

Surgical  Aspects — Harold  J.  Shelley,  Fort  Worth. 

Medical  Aspects — L.  J.  Webster,  Abilene. 

Discussion — W.  Burgess  Sealy,  Fort  Worth  (surgical)  ; J.  W. 
Foy,  Seymour  (medical). 

Approximately  seventy-five  members  of  the  Thir- 
teenth District  Medical  Society  met  in  Mineral  Wells 
on  May  11  for  a semiannual  session  at  which  the 
program  outlined  above  was  presented.  The  luncheon 
at  which  G.  V.  Brindley,  Sr.,  Temple,  President-Elect 
of  the  State  Medical  Association,  was  speaker  was 
held  jointly  with  the  District  Auxiliary.  A business 
meeting  followed  the  scientific  discussions. 
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DEATHS* 


Dr.  Newton  Harrison  Bowman  died  April  11,  1948, 
at  his  home  in  Mercedes,  Texas,  of  pulmonary 
tuberculosis. 

Dr.  Bowman,  the  son  of  Robert  Campbell  and 
Adelia  (Sparks)  Bowman,  was  born  August  24,  1875, 
in  Kanawha,  Red  River  County,  Texas.  He  attended 
rural  schools  in  the  county  and  obtained  his  medical 
education  at  the  University  of  Louisville,  Louis- 
ville, Ky.,  from  which  he  was  graduated  in  1906. 
He  later  did  postgraduate  work  in  eye,  ear,  nose, 
and  throat  at  Tulane  University,  New  Orleans; 
Northwestern  University,  Chicago;  and  Columbia 
University,  New  York.  After  serving  an  internship 
at  Parkland  Hospital,  Dallas,  Dr.  Bowman  prac- 
ticed for  several  years  in  that  city  before  going  to 
Seoul,  Korea,  as  head  of  the  eye  clinic  of  Severance 
Union  Medical  College  and  a member  of  the  staff  of 
Severance  Hospital.  While  in  Korea,  Dr.  Bowman 
wrote  a number  of  articles  for  medical  journals,  re- 


DR.  NEWTON  H.  BOWMAN 


porting  the  results  of  his  studies  of  the  eye.  He  also 
wrote  a history  of  Korean  medicine,  which  was  ac- 
cepted as  his  thesis  for  fellowship  in  the  Royal 
Asiatic  Society.  He  returned  to  Texas,  practicing 
for  a short  time  in  Beeville  before  being  commis- 
sioned in  the  Army  Medical  Corps  for  service  in 
World  War  I.  As  a major,  Dr.  Bowman  was  in 
charge  of  the  eye,  ear,  nose,  and  throat  department 
of  the  base  hospital  at  Camp  McArthur,  Waco. 
Following  his  discharge,  Dr.  Bowman  remained  in 
Waco  to  practice  until  1928,  when  he  moved  to 
Mercedes. 

A member  throughout  most  of  his  professional 
career  of  the  State  Medical  Association  and  Ameri- 
can Medical  Association,  Dr.  Bowman  had  been  a 
member  of  the  Hidalgo-Starr  Counties  Medical  So- 
ciety since  1929.  He  was  also  a member  of  the  dis- 
trict society  and  a fellow  of  the  American  College 
of  Surgeons.  He  was  a member  of  the  Methodist 
Church,  a thirty-second  degree  Mason,  and  a mem- 
ber of  the  American  Legion. 


•An  obituary  ordinarily  will  not  be  published  more  than  four 
months  after  date  of  death.  Cooperation  in  reporting  deaths  of 
physicians  and  in  furnishing  appropriate  biographical  material 
promptly  is  solicited. 


Dr.  Bowman  on  June  21,  1901,  in  Dallas,  married 
Miss  Irene  Randall,  who  died  October  13,  1915.  On 
August  1,  1917,  he  married  Miss  Phoebe  Randall, 
who  survives.  Also  surviving  are  one  son,  Newton 
Harrison  Bowman,  Jr.,  Denver,  Colo.,  and  one  daugh- 
ter, Mrs.  Lilia  Bird,  Austin. 

Dr.  Alfonso  Adelbert  Roberts,  retired  Kerrville, 
Texas,  physician,  died  May  31,  1948,  of  vascular  dis- 
ease with  diabetes  mellitus  as  a contributing  cause. 

Born  January  23,  1867,  in  LaCrosse  County,  Wis., 
Dr  Roberts  was  the  son  of  Mr.  and  Mrs.  Nathan 
Roberts.  He  received  his  medicpl  education  at  the 
University  of  Minnesota  College  of  Homeopathic 
Medicine  and  Surgery,  Minneapolis,  from  which  he 
was  graduated  in  1891.  After  serving  an  internship 
in  Chicago,  he  practiced  for  three  years  at  Baraboo, 
Wis.,  before  coming  to  Kerrville  in  1895.  Dr.  Roberts 
was  active  in  the  practice  of  medicine  until  1937. 
Even  after  his  retirement,  he  helped  care  for  his 
old  patients  when  younger  physicians  were  away 
in  military  service. 

A charter  member  of  Kerr-Kendall-Gillespie-Ban- 
dera  Counties  Medical  Society,  Dr.  Roberts  maintain- 
ed his  affiliation  with  the  State  Medical  Association 
and  American  Medical  Association  throughout  his 
professional  career.  He  was  vice-president  of  the 
county  society  in  1911,  1913,  and  1916.  He  was  di- 
rector of  the  First  State  Bank  in  Kerrville  for 
thirty-one  years  and  had  served  on  the  school  board 
and  city  council. 

Dr.  Roberts  is  survived  by  his  wife,  the  former 
Miss  Madona  Martin,  whom  he  married  February 
16,  1898,  in  Columbus,  Texas.  Also  surviving  is  one 
half  sister,  Mrs.  Frances  Elton,  Orland,  Calif. 

Dr.  Charles  Marvin  Hall,  Hico,  Texas,  died  in  a 
local  hospital  April  9,  1948,  of  coronary  artery  dis- 
ease. 

Dr.  Hall  was  born  November  24,  1868,  in  Butler, 
Mo.,  the  son  of  George  Washington  Tase  and  Ange- 
line  (Crump)  Hall.  He  moved  with  his  family  to 
Texas  and  grew  up  on  farms  in  Dallas,  Ellis,  and 


DR.  CHARLES  M.  HALL 

Erath  Counties.  He  attended  the  University  of  Nash- 
ville and  Vanderbilt  University  School  of  Medicine. 
Nashville,  Tenn.,  receiving  his  medical  degree  from 
the  latter  institution  in  1895.  He  later  did  post- 
graduate work  in  Chicago.  Dr.  Hall’s  decision  to  be- 
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come  a physician  came  after  he  had  taught  school 
for  two  years  and  then  had  been  a drug  store  clerk 
and  pharmacist.  After  securing  his  medical  educa- 
tion he  returned  to  Texas  and  did  general  practice 
in  and  near  Hico  for  more  than  fifty  years.  Ill 
health  caused  his  retirement  from  active  practice 
the  past  few  years. 

Throughout  most  of  his  professional  career,  Dr. 
Hall  was  a member  of  the  Hamilton  County  Medical 
Society,  State  Medical  Association,  and  American 
Medical  Association.  He  served  his  county  society  as 
president  in  1941  and  again  in  1943-1944.  He  was  a 
member  of  the  Methodist  Church,  having  been  for 
many  years  on  the  board  of  stewards,  and  was  a 
thirty-second  degree  Mason.  He  was  an  active  ranch- 
er and  raised  registered  Hereford  cattle. 

Dr,  Hall  is  survived  by  his  wife,  the  former  Mrs. 
Frances  A.  Carl,  whom  he  married  in  1930 ; one 
son,  Dr.  Wendell  C.  Hall,  Hartford,  Conn.;  two 
daughters,  Mrs.  Emma  Dee  Hedges,  Hico,  and  Mrs. 
Mary  Helen  Morrill,  Shreveport,  La.;  and  six  grand- 
children. 

Dr.  Thomas  Hillman  Oliphant,  Corpus  Christi, 
Texas,  died  of  coronary  thrombosis  May  31,  1948, 
in  New  Orleans,  where  he  and  his  family  were  visit- 
ing en  route  home  from  Washington,  D.  C.  He  had 
been  in  Washington  to  take  the  examination  for 
certification  by  the  American  Board  of  Obstetrics 
and  Gynecology. 

Born  October  1,  1900,  in  Poplarville,  Miss.,  Dr. 
Oliphant  was  the  son  of  John  Rhodes  and  Betty 
(Campbell)  Oliphant.  He  attended  Marion  Institute, 
Marion,  Ala.,  and  was  graduated  from  Tulane  Uni- 
versity, New  Orleans,  receiving  a bachelor  of  science 
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degree  in  1923  and  a doctor  of  medicine  degree  in 
1925.  He  served  an  internship  at  Hotel  Dieu,  New 
Orleans,  and  internships  at  Baptist  Hospital  and 
Charity  Hospital,  New  Orleans.  From  1925  through 
1940  Dr.  Oliphant  was  located  in  New  Orleans.  In 
1927  he  was  instructor  in  anatomy  at  Loyola  Uni- 
versity of  the  South.  From  1928  until  1937  he  was 
on  the  staff  of  the  Graduate  School  of  Medicine  at 
Tulane  University  as  clinical  assistant  and  then  as 
instructor  in  gynecology.  From  1930  until  1938  he 
was  assistant  and  then  instructor  in  anatomy  at 
Tulane  University  School  of  Medicine.  Dr.  Oliphant 


moved  to  Corpus  Christi  in  1941,  specializing  there 
in  gynecology  and  obstetrics. 

While  Dr.  Oliphant  resided  in  New  Orleans  he 
was  a member  of  the  New  Orleans  Parish  Medical 
Society  and  Louisiana  State  Medical  Association. 
After  coming  to  Texas  he  was  a member  of  Nueces 
County  Medical  Society,  Fifth  and  Sixth  Districts 
Medical  Society,  and  State  Medical  Association  of 
Texas.  He  was  a member  of  the  American  Medical 
Association.  He  was  also  a member  of  Nu  Sigma 
Nu  and  Delta  Tau  Delta  fraternities. 

Surviving  Dr.  Oliphant  are  his  wife,  the  former 
Miss  Minnie  Burleigh,  whom  he  married  December 
10,  1940,  in  New  Orleans;  two  sons,  Thomas  Hill- 
man Oliphant,  Jr.,  and  John  Rhodes  Oliphant;  three 
sisters,  Mrs.  Mary  O.  Dulin,  Jackson,  Miss.;  Mrs. 
Betty  Brumfield,  McComb,  Miss.;  and  Mrs.  Ruth 
Bozeman,  Waynesboro,  Tenn.;  and  one  brother,  Wil- 
bur Oliphant,  Memphis,  Tenn. 

Dr.  John  Coleman  Stiles,  Dallas,  Texas,  died  of 
uremic  poisoning  in  a Dallas  hospital  on  May  11, 
1948,  the  fiftieth  anniversary  of  his  graduation  from 
Tulane  University  School  of  Medicine. 

Born  at  Annona,  Red  River  County,  Texas,  on 
September  5,  1873,  Dr.  Stiles  was  the  son  of  Rusk 
and  Sarah  Jane  (Coleman)  Stiles.  He  attended  a 
private  school  for  boys,  obtained  his  medical  educa- 
tion at  Tulane  University,  New  Orleans,  and  served 
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an  internship  at  Charity  Hospital  in  that  city.  He 
began  practice  in  Red  River  County,  but  had  been 
in  Dallas  since  1924.  He  was  on  the  staff  of  Baylor 
Hospital. 

Dr.  Stiles  was  a member  of  the  State  Medical  As- 
sociation and  American  Medical  Association,  first 
through  Red  River  County  Society  and  then  through 
Dallas  County  Society.  He  was  active  in  the  Dallas 
County  Democrats. 

Dr.  Stiles’  first  wife  was  Miss  Lee  Garner,  sister 
of  John  Nance  Garner,  former  vice-president  of  the 
United  States.  He  is  survived  by  a second  wife,  the 
former  Miss  Ada  Teener,  whom  he  married  Novem- 
ber 21,  1918,  in  Red  River  County;  four  sons,  Stan- 
ford C.  Stiles,  Texarkana;  Charles  H.  Stiles,  Gal- 
veston; John  C.  Stiles,  Jr.,  Ennis;  and  R.  H.  (Bill) 
Stiles,  Dallas;  one  daughter,  Mrs.  M.  Norris  Mistrot, 
Dallas;  and  one  sister,  Mrs.  Rena  Cornell,  Annona. 
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Officers  of  the  Woman’s  Auxiliary  to  the  State  Medical  Asso- 
ciation of  Texas : President,  Mrs.  S.  M.  Hill,  Dallas  ; President- 
Elect,  Mrs.  Joseph  B.  Foster,  Houston;  First  Vice-President  (Or- 
ganization), Mrs.  O.  W.  Robinson,  Paris;  Second  Vice-Presi- 
dent (Physical  Examination),  Mrs.  Robert  F.  Thompson,  El 
Paso;  Third  Vice-President  (Hygeia),  Mrs.  J.  C.  Terrell, 
Stephenville ; Fourth  Vice-President  (Program),  Mrs.  Edward  W. 
Coyle,  San  Antonio ; Corresponding  Secretary,  Mrs.  Cecil  O. 
Patterson,  Dallas  ; Recording  Secretary,  Mrs.  R.  E.  Clark,  Mem- 
phis ; Treasurer,  Mrs.  V.  M.  Longmire.  Temple;  Publicity  Sec- 
retary. Mrs.  H.  S.  Renshaw,  Fort  Worth  ; Parliamentarian,  Mrs. 
J.  C.  Sharp,  Corpus  Christi. 


Mrs.  S.  M.  Hill,  thirty-first  President  of  the  Wom- 
an’s Auxiliary  to  the  State  Medical  Association  of 
Texas,  assumes  office  with  a full  knowledge  of  its 
duties  and  responsibilities,  having  served  as  first 
vice-president  and  on  many  important  committees. 
She  was  president  of  the  Dallas  County  Auxiliary  in 
1938-1939,  president  of  the  Fourteenth  District  Aux- 
iliary for  -two  years,  and  is  a member  of  the  Dallas 
City-County  Hospital  Auxiliary. 

Mrs.  Hill  is  a native  Texan,  the  only  child  of  the 
late  Mr.  and  Mrs.  Samuel  Longstreet  Dey  of  Ter- 
rell. Mr.  Dey  was  in  the  jewelry  business  there  for 
fifty  years,  and  daughter  Mary  Elizabeth’s  greatest 
pleasure  was  helping  at  holiday  times  in  the  store. 
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She  attended  Mrs.  Watkins’  private  school  and  the 
Terrell  public  schools,  and  was  graduated  from 
Wesley  College,  then  of  Terrell,  later  absorbed  by 
Southern  Methodist  University.  She  continued  the 
formal  study  of  art  and  music  for  several  years. 

It  was  at  Wesley  College  that  Mary  met  Samuel 
Minter  Hill.  It  was  not,  however,  until  after  he  had 
completed  his  study  and  preparation  and  had  begun 
the  practice  of  medicine  in  Dallas  that  they  were 
married,  October  21,  1914.  They  have  one  daughter, 
Mary  Jane  McLaughlin,  and  two  grandchildren,  Ed- 
ward S.,  Ill,  and  Jane. 

Early  in  his  career,  Dr.  Hill  learned  the  value  of 
hobbies  as  a means  of  rest  and  relaxation.  He  be- 
came a national  handball  champion,  a world  traveler, 
and  a golfer.  After  twice  winning  the  American 
Medical  Association  Golf  Championship  and  the 
Southern  Medical  Association  trophy  four  times,  he 
was  awarded  the  Washington  Post  trophy.  In  the 
book  room  of  the  Hill  home  on  Lexington  Avenue  in 


Dallas,  these  trophies  and  many  others  are  exhibit- 
ed. Also  there  are  various  collections,  works  of  art, 
and  souvenirs  from  the  many  countries  they  have 
visited. 

Mrs.  Hill’s  social  interests  center  mostly  in  her 
home.  She  knows  the  art  of  gracious  hospitality  and 
sincerely  enjoys  entertaining  there  and  in  their  coun- 
try home  near  Sulphur  Springs.  Invitations  to  their 
delightful  place  are  much  coveted  by  intimate  friends 
and  relatives,  and  sharing  its  rest  and  recreation 
with  them  is  the  Hills’  greatest  joy. 

Her  club  affiliations  other  than  medical  auxiliaries 
include  the  Dallas  Woman’s  Club,  the  Marianne 
Scruggs  Garden  Club,  Dallas  Browning  Club,  of 
which  she  is  past  president,  Frank  Reaugh  Art  Club, 
Federation  of  Dallas  Artists,  and  Dallas  Symphony 
Orchestra  League.  She  is  a member  of  the  East  Dal- 
las Christian  Church,  where  she  taught  a Sunday 
school  class  for  eight  years. 

Mrs.  Hill  is  endowed  by  nature  with  a pleasing 
personality,  modest  dignity,  poise,  and  a delightful 
sense  of  humor.  The  aforementioned  interests  have 
broadened  her  life,  giving  her  a better  understanding 
of  human  nature  and  an  unusual  executive  ability. 
She  will  be  conscientious  and  sincere  in  serving  the 
Auxiliary  and  in  upholding  the  aims  and  ideals  of 
the  medical  profession. 

PAST  PRESIDENTS’  DINNER 

Past  presidents  of  the  Woman’s  Auxiliary  to  the 
State  Medical  Association  met  for  dinner  at  the 
Houston  Country  Club  on  April  26,  with  Mesdames 
P.  R.  Denman,  Houston;  M.  L.  Graves,  Houston;  H. 
C.  Haden,  Houston;  G.  V.  Brindley,  Temple;  and 
William  Hibbitts,  Texarkana,  as  hostesses.  They 
were  assisted  by  Mesdames  Carlos  R.  Hamilton,  Joe 
B.  Foster,  Mark  Latimer,  and  Miss  Ellen  Moore,  all 
of  Houston. 

The  four  course  dinner  was  served  on  a polished 
table  centered  with  a silver  epergne  arranged  with 
tropical  plant  foliage  and  flowers.  Dogwood  type 
earscrews  were  given  as  favors. 

Letters  from  the  following  absent  past  presidents 
were  read:  Mesdames  Henry  Trigg,  Fort  Worth;  S. 
A.  Collom,  Sr.,  Texarkana;  Joe  Gilbert,  Austin;  E. 
V.  DePew,  San  Antonio;  S.  F.  Harrington,  Dallas; 
and  W.  A.  Wood,  Waco.  Twelve  past  presidents  in 
addition  to  the  hostesses  were  present,  and  Mesdames 
S.  M.  Hill,  Dallas,  president-elect;  E.  C.  Ferguson, 
Beaumont,  president;  and  Mrs.  Eustace  Allen,  At- 
lanta, Ga.,  president  of  the  National  Auxiliary,  were 
guests. — Mrs.  A.  B.  Pumphrey. 


AUXILIARY  NEWS 

Bell  County  Auxiliary  heard  a discussion  of  the 
history  of  fabrics  by  Mrs.  H.  W.  Peck,  Austin,  artist 
and  consultant  in  interior  decorating,  at  its  May  14 
meeting  in  Temple.  Final  reports  for  the  year  were 
given  by  committee  chairmen.  Mrs.  Travis  Smith, 
Temple,  outgoing  president,  reported  briefly  on  the 
State  Auxiliary  meeting  in  Houston,  and  ribbons  won 
by  the  local  Auxiliary  were  presented  to  Mrs.  F.  P. 
Burow,  Killeen,  for  her  legislative  work  and  to  the 
state  exhibit  committee  composed  of  Mesdames  J. 
W.  Pittman,  Belton;  and  George  Ehni,  J.  F.  McKen- 
ney,  M.  L.  Winston,  and  John  R.  Winston,  Temple. 

Mrs.  G.  V.  Brindley  installed  the  following  new 
officers,  all  of  Temple:  Mesdames  H.  B.  Anderson, 
President;  W.  A.  Chernosky,  first  vice-president;  L. 
M.  Cochran,  second  vice-president;  F.  M.  Hammond, 
recording  secretary;  L.  R.  Talley,  corresponding  sec- 
retary; J.  J.  Christian,  treasurer;  A.  E.  Wiedeman, 
parliamentarian;  Bert  DeBord,  Jr.,  press  reporter; 
and  E.  R.  Veirs,  historian.  Mrs.  Anderson  announced 
the  membership  of  committees. 

Mrs.  Smith  and  Mrs.  Anderson  presided  at  the 
refreshment  table  at  the  social  hour,  for  which  hos- 
tesses were  Mesdames  F.  M.  Hammond,  C.  H.  Gilles- 
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pie,  W.  O.  Arnold,  R.  R.  Curtis,  E.  0.  Bradfield, 
and  J.  J.  Christian,  all  of  Temple. — Mrs.  L.  D. 
Stuart. 


Mrs.  Charles  M.  Simpson,  Temple,  died  April  21, 
1948,  following  a brief  illness.  Formerly  on  the 
nursing  staff  of  Massachusetts  General  Hospital, 
Boston,  Mrs.  Simpson  had  lived  in  Temple  since 
1923  and  was  active  in  the  social  and  club  life  there. 
She  is  survived  by  her  husband,  who  is  with  Scott 
and  White  Clinic;  one  son,  Charles  W.  Simpson,  a 
graduate  student  at  the  University  of  Texas;  a 
daughter,  Elizabeth  Frances  Simpson,  a graduate 
student  at  Columbia  University,  New  York;  and  her 
father,  W.  H.  Dixon,  Ulster,  Pa. 

Cass-Marion  Counties  Auxiliary  had  dinner  jointly 
with  the  medical  society  May  12  in  Linden.  The 
auxiliary  met  after  the  meal  at  the  home  of  Mrs. 
C.  E.  Davis.  Mrs.  W.  S.  Terry,  Jefferson,  and  Mrs. 
Joe  Nichols,  Atlanta,  reported  on  the  meeting  of 
the  State  Auxiliary  recently  held  in  Houston. — Mrs. 
J.  M.  DeWare  III,  Publicity  Secretary. 

Dallas  County  Auxiliary  members  entertained  their 
husbands  with  a box  supper  picnic  at  Winfrey  Point 
on  April  24.  Mrs.  Robert  Moore,  entertainment  chair- 
man, was  in  charge  of  arrangements,  which  includ- 
ed an  informal  program  by  dancers  from  the  Fred 
Astaire  Dance  Studio. 

Officers  were  installed  by  Mrs.  Joseph  H.  Mc- 
Cracken when  Dallas  County  Auxiliary  was  enter- 
tained with  luncheon  at  the  home  of  Mrs.  H.  Leslie 
Moore,  Dallas,  on  May  5.  Those  taking  office  include 
Mesdames  G.  F.  Goff,  president;  Robert  E.  Winn, 
Robert  S.  Sparkman,  and  Charles  H.  Warren,  vice- 
presidents;  William  F.  Mengert,  recording  secretary; 
Everett  C.  Fox,  corresponding  secretary;  Earl  L. 
Loftis,  treasurer;  J.  M.  Pickard,  assistant  treasur- 
er; H.  Leslie  Moore,  parliamentarian;  Harry  B. 
Sowers,  publicity;  and  U.  P.  Hackney,  historian. — 
Mrs.  W.  P.  Devereux,  Publicity  Chairman. 

Harris  County  Auxiliary  held  its  annual  luncheon 
and  installation  service  recently  with  more  than  200 
members  and  guests  in  attendance  at  the  River  Oaks 
Country  Club,  Houston.  Dr.  Denton  Kerr,  president- 
elect of  Harris  County  Medical  Society,  was  guest 
speaker.  He  praised  the  women  for  their  year’s  work 
and  recommended  that  they  continue  their  welfare 
activities,  increase  their  enthusiasm  for  politics  by 
investigating  the  records  of  candidates  for  office, 
and  further  the  educational  program  for  defense 
against  socialized  medicine.  Mrs.  L.  L.  D.  Tuttle, 
outgoing  president,  presided  and  gave  her  report  for 
the  year. 

Mrs.  Peyton  R.  Denman,  president  of  the  auxiliary 
twenty  years  ago  and  mother  of  the  new  president, 
installed  the  officers,  including  Mesdames  Carlos 
Hamilton,  president;  Lyle  J.  Logue  and  Paul  Best, 
vice-presidents;  Burt  Smith  and  Thomas  Vanzant, 
secretaries;  J.  Griffin  Heard,  treasurer;  Thomas  L. 
Royce,  publicity;  George  Waldron,  parliamentarian; 
and  Harvey  Kincaid,  historian. 

Kerr-Kendall-Gillespie-Bandera  Counties  Auxiliary 
met  May  7 in  Kerrville  at  a luncheon  honoring  new 
officers.  The  twenty-five  members  heard  reports 
from  various  officers  and  committees,  including  a 
report  on  the  Easter  gifts  presented  to  the  Negro 
Sanatorium  and  a report  of  the  State  Auxiliary 
meeting.  It  was  noted  that  Kerr-Kendall-Gillespie- 
Bandera  Counties  Auxiliary  had  won  three  blue 
ribbons,  one  for  Hygeia  sales,  another  for  a scrap- 
book exhibit,  and  the  third  for  publicity.  It  was 
voted  to  continue  the  same  dues  of  $3.50  and  to 
make  a special  assessment  sometime  during  the  year 
to  make  up  any  necessary  shortage  resulting  from 
the  increase  in  state  and  national  dues  announced 
at  the  Houston  meeting. 


Hostesses  were  Mesdames  Charles  C.  Jones,  Jr., 
Kerrville;  Charles  C.  Jones,  Sr.,  Comfort,  V.  J. 
Sutch,  Legion;  Judd  Kirkham;  Byron  Newman, 
Legion;  and  W.  E.  Bell,  Legion. 

About  seventy-five  persons  enjoyed  a barbecue  at 
the  home  of  Mrs.  L.  L.  Keyser,  Fredericksburg,  held 
June  6 by  Kerr-Kendall-Gillespie-Bandera  Counties 
Auxiliary  to  honor  the  husbands  of  the  members.  It 
was  the  last  meeting  of  the  year.  A round-table  dis- 
cussion of  the  trend  toward  socialized  medicine  and 
of  legislation  proposed  to  safeguard  the  public 
health  was  led  by  Representative  Tom  Martin,  Gilles- 
pie County;  Dr.  J.  B.  Copeland,  San  Antonio,  chair- 
man of  the  Council  on  Legislation  of  the  State  Medi- 
cal Association;  Philip  R.  Overton,  Austin,  attorney 
for  the  State  Medical  Association;  and  Dr.  William 
M.  Gambrell,  Austin,  councilor  of  the  Seventh  Dis- 
trict. 

Mesdames  L.  W.  Feller,  E.  L.  Fender,  D.  W. 
Brown,  and  H.  G.  Pfeiffer  were  hostesses  with  Mrs. 
Keyser. — Mrs.  D.  E.  Packard,  Secretary. 

Nueces  County  Auxiliary  held  its  annual  installa- 
tion meeting  May  21  in  Corpus  Christi.  Mrs.  W.  C. 
Barnard  installed  the  following  officers:  Mesdames 
C.  D.  Stewart,  president;  W.  B.  Cline,  first  vice- 
president;  A.  J.  Ashmore,  second  vice-president; 
Kleberg  Eckhardt,  third  vice-president;  James  L. 
Barnard,  recording  secretary;  M.  D.  Kendrick,  cor- 
responding secretary;  Robert  Sigler,  treasurer;  Foy 
H.  Moody,  press  reporter;  Franklin  Yeager,  his- 
torian; and  Frank  A.  Ellis,  parliamentarian. 

A committee  was  assigned  to  help  with  clerical 
work  relating  to  the  maintenance  of  the  blood  bank 
at  Memorial  Hospital.  Scholarships  toward  the 
training  of  nurses  were  approved.— Mrs.  Foy  H. 
Moody,  Press  Reporter. 
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PRE-CONVENTION  EXECUTIVE  BOARD 
MEETING 

The  Executive  Board  of  the  Woman’s  Auxiliary 
to  the  State  Medical  Association  of  Texas  met  in  a 
luncheon  and  business  session  at  1 p.  m.,  Monday, 
April  26,  1948,  at  the  Lamar  Hotel,  Houston,  with 
the  President,  Mrs.  Edward  C.  Ferguson,  Beaumont, 
presiding. 

The  invocation  was  given  by  Mrs.  Sam  Thompson, 
Kerrville. 

The  order  of  the  program  was  interrupted  to  per- 
mit three  guests  from  the  State  and  American  Med- 
ical Associations,  who  had  other  speaking  engage- 
ments, to  address  the  Auxiliary  Executive  Board 
meeting. 

The  President,  Mrs.  Ferguson,  introduced  Dr. 
Harold  M.  Williams,  Fort  Worth,  Secretary,  State 
Medical  Association  of  Texas,  who  introduced  the 
honored  guests  from  the  American  Medical  Asso- 
ciation. 

Dr.  George  F.  Lull,  Chicago,  111.,  Secretary  and 
General  Manager,  American  Medical  Association, 
impressed  upon  the  Executive  Board  of  the  Auxil- 
iary the  importance  of  the  work  of  the  auxiliaries — 
county,  state,  and  national.  He  urged  the  members 
to  continue  shouldering  responsibility. 

Mr.  Howard  A.  Carter,  Chicago,  111.,  Secretary, 
Council  on  Physical  Medicine,  American  Medical 
Association,  presented  an  address  on  “Fallacies  and 
Quackery.’’  The  address,  which  was  accompanied  by 
lantern  slides  picturing  the  devices  discussed,  fol- 
lows : 

Address  of  Mr.  Howard  A.  Carter 

The  mechanical  nostrums  described  herein  have 
the  following  in  common:  (1)  They  have  been 

manufactured,  promoted,  and  sold  to  sick  people. 
(2)  They  are  worthless  as  diagnostic  and  therapeutic 
devices.  (3)  Critical  evidence  is  not  available  to 
substantiate  the  claims  made  for  them.  (4)  They 
have  been  fraudulently  promoted  and  sold  to  the 
unsuspecting  public  and  in  some  instances  to  mem- 
bers of  the  medical  profession.  (5)  In  most  instances 
they  have  been  declared  as  frauds  by  some  official 
government  or  public  service  agency,  as  for  ex- 
ample, Federal  Trade  Commission,  Food  and  Drug- 
Administration,  Bureau  of  Inspection  of  the  Post 
Office  Department,  National  Bureau  of  Standards, 
Better  Business  Bureaus,  Consumers  Research 
Groups,  and  the  Council  on  Physical  Medicine  of 
the  American  Medical  Association.  (6)  Many  vic- 
tims of  disease  have  believed  that  they  have  been 
benefited  by  the  use  of  these  appliances.  It  is  as- 
sumed that  the  therapeutic  effect,  if  any,  there- 
foi’e,  must  be  psychological. 

It  is  possible  that  some  of  these  devices  have  been 
used  by  a friend  or  relative  of  yours.  In  spite  of 


their  apparent  faith  in  the  nostrums,  the  evidence 
does  not  substantiate  their  value. 

Perkins’  Metallic  Tractors  (1796). — In  February, 
1796,  a patent  was  granted  to  Dr.  Elisha  Perkins 
for  “certain  metallic  points  to  remove  pain.”  He 
was  a Connecticut  physician  who,  until  the  advent 
of  his  tractors,  was  held  in  good  repute.  Perkins 
made  the  tractor  himself  in  a small  furnace  con- 
cealed behind  sliding  panels  in  the  wall  of  his  house. 
Perkins’  son  Benjamin  went  to  England,  where  he 
found  a rich  field  for  his  father’s  invention.  The 
tractors  sold  for  about  $25  a pair  and  were  pur- 
chased by  dukes,  doctors,  lords,  and  clergymen.  In 
operation  they  were  moved  over  the  seat  of  pain  to 
the  part  of  the  body  not  affected.  The  tractors  were 
recommended  for  everything.  In  the  United  States, 
famous  lawyers,  clergymen,  professors,  legislators, 
and  some  physicians  attested  to  the  value  of  the 
tractors.  Apparently  they  were  made  of  copper,  zinc, 
iron,  or  brass.  Two  skeptical  English  physicians 
fabricated  a pair  out  of  wood  and  produced  similar 
results.  Benjamin  Perkins  made  at  least  $50,000.  In 
fifteen  years  they  were  forgotten.1'  2 

Myers’  Tapeworm  Trap  (1854). — Fifty-eight  years 
after  the  granting  of  the  patent  to  Perkins  the 
Patent  Office  issued  another  amazing  patent  in  the 
medical  field.  In  November,  1854,  patent  11,942  was 
issued  to  Dr.  Alpheus  Myers  for  a “tapeworm  trap.” 
The  trap,  which  was  made  of  gold  or  platinum,  re- 
sembled a large  capsule  such  as  is  used  in  dispens- 
ing powders.  A light  but  strong  cord  was  attached 
to  the  upper  half  of  the  trap.  The  lower  half  had  in 
its  side  a rectangular  window.  Furthermore  it  con- 
tained a snugly  fitting  cylinder,  also  with  a win- 
dow (with  lower  rim  sharply  toothed)  and  whose 
lower  edge  rested  on  a spiral  spring.  The  trap  was 
to  be  baited,  as  the  directions  said,  with  “any  nu- 
tritious substance.”  Then  the  cylinder  with  the 
toothedged  window  was  forced  down  on  the  spring 
until  the  teeth  were  below  the  window  opening,  and 
it  was  held  in  this  position  by  a small  stud. 

The  trap  was  now  ready  for  use.  The  tapeworm 
victim  had  been  instructed  to  fast  for  a “suitable 
duration”  before  swallowing  the  trap,  the  idea  be- 
ing that  if  no  food  went  down  for  some  hours  the 
tapeworm  would  become  restive  and  start  prowling 
around  seeking  what  it  might  devour.  The  trap  was 
then  swallowed,  care  being  taken  to  keep  firm  hold 
of  the  string.  The  tapeworm  was  supposed  to  put 
its  head  in  the  little  window  and  attempt  to  remove 
the  bait.  In  so  doing,  it  would  disturb  the  cylinder, 
so  that  it  would  be  released  from  the  stud.  Imme- 
diately the  spiral  spring  would  force  the  toothed 
cylinder  upward,  catching  the  tapeworm  by  the 
throat — if  a tapeworm  has  a throat.  The  patient  by 
this  time  would  be  dimly  aware  that  something  was 
going  on  in  the  interior  and  would  infer  that  he  had 
a bite.  All  that  remained  was  to  reel  the  trap  and 
bring  the  astonished  and  embarrassed  parasite  into 
the  full  glare  of  day.1 

Electro-Chemical  Ring  (1892). — Possibly  nothing- 
in  charlatanry  has  ever  surpassed  the  Electro- 
Chemical  Ring.  It  was  marketed  by  the  Electro- 
Chemical  Ring  Company,  a concern  owned  by  \Y.  G. 
Brownson  and  established  by  him  in  1892.  It  was 
claimed  to  cure  almost  anything,  among  them: 
Bright’s  disease,  diabetes,  chorea,  painful  monthly 
periods,  uremia,  epilepsy,  varicose  veins,  nose-bleed, 
adenoids,  goiter,  cataract,  rheumatism,  gout,  lum- 
bago, asthma,  headache,  obesity,  appendicitis,  can- 
cer, stones  in  the  bladder,  psoriasis. 

1.  Cramp,  A.  J.  : Some  Peculiar  Patents,  Hygeia  15:238-241 
(March)  1937. 

2.  Cramp,  A.  J.  : Electric  and  Magnetic  Cure-Alls.  Hygeia 
16:439-441  (May)  1938. 
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Its  price  was  $2.  An  analysis  of  the  ring  by  the 
Bureau  of  Chemistry  of  the  Department  of  Agri- 
culture showed  that  it  was  composed  of  commercial 
grade  of  iron.  Fraud  order  was  issued  against  the 
company  and  it  was  denied  the  use  of  the  mails.3 

Goiter  Cure  Necklace  (1916).— A physician  in  a 
midwestern  state  who  operated  a fraudulent  piece 
of  mail  order  quackery  in  the  goiter  cure  field,  ob- 
tained a patent  on  a necklace  that  was  described 
as  an  “appliance  for  treating  goiter.”  The  inventor 
was  the  president  of  the  mail  order  company  as 
well  as  its  manager,  director,  and  consulting  physi- 
cian. Those  who  wrote  to  the  company  received  a 
letter  from  this  modern  Poo-Bah  in  his  capacity  as 
“consulting  physician”  stating  that  the  inquiry  had 
been  referred  to  him  by  the  company’s  president. 

The  device  was  called  the  Galvano  Necklace  and 
was  a cheap  and  tawdry  affair  of  colored  beads 
strung  on  wire  with  a double  row  of  beads  in  front 
where  the  necklace  was  to  come  over  the  goiter.  The 
beads  in  the  double  row  were  separated  by  alternate 
disks  of  copper  and  zinc.  With  each  necklace  there 
came  a small  jar  of  ointment  containing  an  iodide; 
this  was  to  be  applied  to  the  goiter  before  the  neck- 
lace was  put  on.  The  theory  was  that  the  copper  and 
zinc  disks  would  set  up  an  electrolytic  action  which 
would  cause  the  ointment  to  be  absorbed  and  cure 
the  goiter.  The  outfit  sold  for  $7.50.  Patent  1,190,831 
was  granted  to  this  device  in  1916.  Fourteen  years 
later,  in  1930,  the  Post  Office  Department  declared 
the  thing  a fraud  and  debarred  it  from  the  mails. 

The  Bureau  of  Standards  was  asked  by  the  Post 
Office  Department  to  test  the  necklace  for  electrical 
activity,  if  any.  The  bureau  reported  that  when 
tested  with  a device  so  delicate  as  to  record  an 
electric  current  of  one  ten-millionth  ampere  no  elec- 
trical current  could  be  detected!' 

Oxyclonor  (1905);  “Gas  Pipe  Cures.” — Oxydonor 
was  patented  by  Hercules  Sanche.  The  promoter 
claimed  that  it  supplied  the  needed  amount  of 
“force”  to  the  system  and  caused  the  body  to  ab- 
sorb oxygen  through  the  lungs  and  pores.  The  force, 
also  invented  by  Sanche,  was  called  “Diaduction” 
and  was  “an  imaginary  hypothesis  merely  for  the 
purpose  of  obtaining  a patent  on  a very  simple  de- 
vice.” It  was  a nickel-plated  cylinder,  or  piece  of 
pipe,  about  4 inches  long  and  1 inch  thick.  It  was 
sealed  at  both  ends,  and  to  one  end  a piece  of  flexible 
insulated  wire  was  attached  which  at  its  free  end 
had  fastened  to  it  a garter-like  attachment  with  a 
metallic  disk.  In  use  this  garter  was  fastened  to  the 
wrist  or  ankle  of  the  victim  while  the  pipe  was  im- 
mersed in  a bowl  of  cold  water. 

The  Post  Office  Department  issued  a fraud  order 
in  1916  to  Dr.  H.  Sanche  & Company  and  later  to 
the  “Doctor”  himself. 

There  were  several  imitations,  the  Oxypathor, 
Oxydonor,  and  Oxybon.1 

Way  Ear  Drum  (1908). — A device  which  was  sold 
through  the  mail  by  George  P.  Way,  Detroit,  had 
many  imitators.  Among  them  were  the  Mega  Ear 
Phone,  the  Motley  Invisible  Ear  Phone,  Wilson  Ear 
Phone,  and  Vibratone.  The  devices  were  said  to  op- 
erate on  several  theories,  one  being  that  the  sound 
waves  going  into  the  little  horn  were  confined  into 
a narrow  passage  and  there  reinforced  the  sound 
pressure  and  greatly  increased  it.  As  a matter  of 
fact  the  device  made  true  hearing  much  worse  by  a 
test  with  an  audiometer.  Nevertheless  they  were  sold 
in  great  quantities  at  $10,  $15,  and  $20  depending 
on  how  much  the  promoter  thought  he  could  get. 

One  promoter,  Charles  Fenski,  called  his  the 
radium  ears;  however,  the  amount  of  radium  in  it 
was  less  than  that  in  a watch  dial.  After  the  various 
governmental  agencies  brought  pressures  against 

3.  Electro-Chemical  Ring:  Fraud,  J.A.M.A.  96:1816  (May  23) 

1931. 


this  organization  they  were  sold  with  a money  back 
guarantee  less  expense  for  trial  repair  and  cleaning. 
Hence,  if  an  earphone  costing  only  10  cents  at  the 
outset  sold  for  $15  and  the  patient  objected,  $10 
was  returned  and  the  promoter  kept  $5.  Washed  and 
cleaned,  it  was  ready  to  be  sold  once  more.  He  had 
a very  satisfactory  business  even  though  he  charged 
only  $5  for  the  gadget.4 

Oscilloclast  (1918). — Probably  one  of  the  most 
vicious  quackery  practices  ever  to  be  foisted  on  the 
human  race  was  that  of  Dr.  Albert  Abrams,  a physi- 
cian whose  theories  were  based  on  “electron  energy.” 
There  have  been  many  imitators  of  his  theory  and 
thousands  of  dollars  have  been  spent  for  the  ap- 
paratus and  much  more  by  unfortunate  victims  who 
have  submitted  to  the  treatments.  According  to 
Abrams’  theories,  (1)  physiologic  phenomena  are 
manifestations  of  electronic  energy,  (2)  pathologic 
phenomena  are  manifestations  of  perturbed  elec- 
tronic enei’gy,  (3)  the  energy  in  health  and  disease 
has  an  invariable  and  definite  rate  of  vibration 
(determinable  by  the  electronic  reactions),  (4) 
specific  drugs  possess  a like  vibratory  rate  as  the 
diseases  for  which  they  are  effective.  According  to 
Abrams  all  that  one  needed  to  do  was  to  ascertain 
the  vibration  rate  of  a drug  and  then  to  substitute 
the  same  vibration  to  the  patient.  Hence,  with  this 
outfit  he  could  diagnose.  He  used  to  take  some  blood 
from  patients  and  put  it  into  this  apparatus  and 
from  this  sample  determine  what  was  wrong  with 
the  patient.  He  maintained  that  his  diagnosis  could 
be  made  without  seeing  the  patient.  The  apparatus 
was  not  sold  but  rented  at  rates  of  $200  down  and 
$5  per  month.  The  American  Medical  Association 
authorized  physicians  to  send  samples  of  blood  to 
Abrams  for  test.  Animal  blood  including  blood  from 
normal  healthy  human  beings  was  diagnosed  as 
pathologic.  This  information  was  made  available  and 
the  popularity  of  Abrams’  quackeries  went  into  de- 
cline.’' 0 

Theronoid  (1920). — Theronoid  is  an  imitator  of  a 
previously  designed  outfit  called  the  I-on-a-co.  This 
device  is  a simple  solenoid  of  insulated  wire  to  be 
plugged  into  the  alternating  current  of  the  electric 
lighting  system  with  the  result  that  a fluctuating 
magnetic  field  is  produced  within  the  coil.  It  has 
been  known  for  many  years  by  scientists  that  mag- 
netism has  absolutely  no  effect  on  the  physiologic 
processes  of  the  body  and  that  the  magnetic  per- 
meability of  the  human  body  is  the  same  as  air. 
I-on-a-co  was  invented  by  Gaylord  Wilshire.  Prior 
to  his  excursions  into  the  field  of  quackery,  he  had 
dabbled  in  real  estate,  gold-mine  promotions,  and 
parlor  socialism.  One  of  Wilshire’s  employees  was 
a Philip  Ilsley  who  worked  for  him  from  May,  1926, 
to  February,  1927.  There  was  a split  in  the  concern 
and  Ilsley  promoted  the  Theronoid.  The  Federal 
Trade  Commission  issued  a cease  and  desist  order, 
and  directed  Philip  Ilsley  to  discontinue  advertising- 
in  connection  with  the  Vitrona,  another  name  for  a 
similar  outfit.  These  devices  in  some  sections  of  the 
country  sold  like  hot-cakes  and  considerable  money 
was  involved.7 

Celestial  Bed  (17)5-1794). — James  Graham  easily 
ranks  first  among  the  quackeries  of  his  generation 
as  Abrams  leads  in  1924.  Graham  was  born  in  Edin- 
burgh and  studied  medicine  in  the  university  of  that 
Scotch  city.  Graham  came  to  America  and  practiced 
as  an  eye  and  ear  specialist  in  Philadelphia.  He  es- 
tablished what  he  called  a “Temple  of  Health.”  He 
allowed  no  one  to  enter  until  the  entrance  fee  of  6 

4.  Cramp,  A.  J. : Deafness  Cure  Quackery  and  Pseudo- 
Medicine,  Hygeia  4:21-26  (Jan.)  1926. 

5.  Oscilloclast.  J.A.M.A.  78:913-914  (March  25)  1922. 

6.  Abrams,  Albert:  A Defense  by  Upton  Sinclair,  J.A.M.A. 
78:1334-1335  (April  29 1 1922. 

7.  Theronoid  and  Vitrona.  J.A.M.A.  96:1693,  1718-1719 

(May  16)  1931. 
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guineas,  about  $30,  had  been  paid.  Soft  music,  sweet 
perfumes,  and  various  electrical  accessories  were 
part  of  the  Graham  mumbo-jumbo.  The  main  room, 
the  “Grand  Apartment  of  Apollo,”  contained  a 
“throne”  with  a “crown”  suspended  above  it  from 
which  electrical  discharges  could  be  displayed.  He 
is  said  to  have  demanded,  not  uncommonly,  fees  of 
$5,000  in  advance.  For  the  sum  of  50  guineas  ($250) 
a childless  couple  could  occupy  the  bed  for  one 
night;  it  was  guaranteed  as  a sure  cure  for  sterility." 

Electreat  Mechanical  Heart. — The  “heart”  was 
manufactured  at  Peoria,  111.,  by  C.  W.  Kent,  who, 
the  government  asserted,  received  $100,000  a year 
from  its  manufacture  and  sales  and  sold  instruments 
valued  at  $3,000,000  in  ten  years. 

The  gadget  itself  looks  like  a flashlight  handle 
with  a metal  roller  at  one  end.  Inside  the  hollow 
handle  are  two  ordinary  flashlight  batteries,  a me- 
chanical interrupter,  and  faradic  coils.  Actually,  the 
machine  is  a small  faradic  curi'ent  inductor  which, 
when  applied  to  the  body,  produces  a tingling  sen- 
sation and  causes  muscular  spasm. 

The  manufacturer  contended  that  the  queer  ma- 
chine was  valuable  in  the  treatment  of  many  diseases 
such  as  “headache,  neuralgia,  sinus  congestion, 
neuritis,  sore  throat,  weak  lungs,  athletic  strains, 
lumbago,  rheumatism,  gout,  indigestion,  constipa- 
tion, piles,  sexual  weakness,  enlarged  prostate, 
paralysis,  deafness,  tooth  ache,  catarrh,  broken 
bones,  hardening  of  arteries,  cramps  of  calf,  and 
nervousness.”  It  was  also  claimed  that  the  device 
could  be  used  “to  enlarge  bust  or  increase  the  flow 
of  milk.” 

The  Food  and  Drug  Administration  decided  that 
the  device  was  misbranded.8 9 

Cosmic  Rectifier. — In  1939  W.  H.  Neher  promoted 
a device  called  the  Cosmic  Rectifier.  Its  purpose 
was  to  absorb  the  cosmic  rays  and  reconvert  them 
by  some  unknown  process  and  direct  them  to  any- 
one who  paid  money  for  the  treatment.  One  woman 
who  had  received  “diagnosis  and  treatment”  by 
Neher  gave  the  following  experiences:  He  request- 
ed her  to  write  her  name  in  full  on  a piece  of  paper 
with  a lead  pencil.  This  he  placed  in  “aluminum 
spindles”  and  manipulated  some  dials  on  what  ap- 
peared to  be  a large  electrical  apparatus  with  a 
series  of  numbers  thereon.  She  was  then  given  a 
chart  which  indicated  by  pencil  marks  the  various 
things  from  which  she  suffered,  but  at  this  point 
Neher  varied  his  procedure  from  that  of  others  who 
employ  similar  machines  and  told  the  patient  that 
she  was  tuned  in  on  what  he  called  “universal  in- 
telligence” and  that  she  would  receive  treatment  by 
this  means  as  long  as  she  continued  to  pay  $1  a 
month  for  this  service.  Shortly  before  the  first  month 
had  passed,  the  patient  remitted  to  Neher  the  re- 
quired $1  and  received  a letter  from  him  stating 
that  she  was  receiving  a fine  amount  of  energy,  that 
she  was  almost  100  per  cent,  and  that  in  many  points 
she  had  made  a splendid  gain." 

Ferguson's  Zerret- Applicator  (19£7). — This  $50 
device,  made  of  plastic,  resembles  a dumb-bell.  The 
promoter  states  that  Zerret  is  produced  by  expanding 
the  hydrogen  atom,  which  in  turn  produces  positive 
Life  Energy.  Holding  the  Zerret  Applicator  ex- 
pands the  atoms  of  your  life  current.  “As  this  takes 
place,  it  in  turn  expands  all  atoms  of  your  being. 
Expansion  of  your  atoms  produces  what  is  commonly 
called  relaxation.  As  relaxation  is  maintained  from 
day  to  day,  healing  takes  place  in  the  most  natural 
way.  As  this  takes  place  there  is  a constant  dis- 
charge of  negative  energy,  which  has  been  causing 
Contraction  of  the  Atoms,  which  in  turn  is  the 

8.  Electreat  Mechanical  Heart,  J.A.M.A.  116:2213-2214  (May 
10)  1941. 

9.  Cosmic  Rays  and  A California  Wizard,  J.A.M.A.  117-807- 
808  (Aug.  30)  1941. 


cause  of  all  disease.  You  can  readily  see  that 
through  the  use  of  Zerret  we  have  the  key  to  the 
cause  and  correction  of  disease.”  An  official  govern- 
ment agency  has  seized  this  device  and  it  is  under- 
going investigation. 

Spectro-Chrome  Device. — This  instrument  was  one 
of  the  essential  pieces  of  paraphernalia  for  Spectro- 
Chrome  Therapy.  It  performed  the  “Bio-Dynamo- 
Chromatic-Diagnosis.”  The  device  consists  of  a box 
made  of  metal  in  which  is  housed  a 500  watt  tung- 
sten lamp  with  a small  motor  and  fan  for  circulat- 
ing the  air  to  cool  the  box.  On  the  outside  of  it  is 
arranged  a slide  with  ten  color  filters  which  are 
used  for  both  diagnosis  and  therapy.  The  theory  by 
which  this  operates  is  not  clear.  The  originator  “Col. 
Dinshah  P.  Ghadiali”  is  a colorful  character  who 
has  been  associated  with  a variety  of  ventures. 

“Spectro-Chrome  Therapy,”  we  are  told,  is  “The 
Latest  Revelation  in  the  Healing  Art.”  It  consists 
in  the  “restoration  of  the  human  Radio-Active  and 
Radio-Emanative  Equilibrium  by  Attuned  Color 
Waves.”  Here  is  the  thesis  developed  and  commer- 
cialized by  Ghadiali:  Every  element  exhibits  a pre- 
ponderance of  one  or  more  of  the  seven  prismatic 
colors:  97  per  cent  of  our  body  is  composed  of  the 
four  elements,  oxygen,  hydrogen,  nitrogen,  and  car- 
bon; the  preponderating  color  wave  of  these  four 
elements  are  blue,  red,  green,  and  yellow,  respective- 
ly; the  human  body  is  responsive  to  these  four 
“color  wave  potencies.”  In  health  our  four  colors 
are  properly  balanced;  when  they  get  out  of  bal- 
ance we  are  diseased ; ergo,  to  cure  disease  admin- 
ister the  lacking  colors  or  reduce  the  colors  that 
have  become  too  brilliant. 

Part  of  Ghadiali’s  paraphernalia  is  a chart  describ- 
ing the  “Spectro-Chrome  Therapeutic  System.” 
From  this  we  learn  that  green  light  is  a pituitary 
stimulant,  a germicide,  and  a muscle  tissue  builder; 
yellow  light  is  a digestant,  an  anthelmintic,  and  a 
nerve  builder;  red  is  a liver  energizer,  a caustic, 
and  a hemoglobin  builder;  violet  is  a cardiac  de- 
pressant; blue,  a vitality  builder;  indigo,  a hemo- 
static; turquoise,  a tonic;  lemon,  a bone  builder; 
orange,  an  emetic;  scarlet,  a genital  excitant; 
magenta,  a suprarenal  stimulant;  and  purple,  an 
antimalarial.30 

Vrilium  Tube  (1948).- — The  Vrilium  Tube  is  pro- 
moted by  Mr.  Erickson  of  the  Vrilium  Products 
Company. 

A “Health  Tube”  has  been  marketed  under  other 
names  such  as  “Radium  Pencil,”  “Cosmic  Ray  Tube,” 
and  “Vrilium  Catalytic  Barium  Chloride  Tube.” 
The  tube  is  supposed  to  be  able  to  cure  any  disease, 
among  which  are  cancer,  high  blood  pressure,  and 
arthritis. 

Some  of  the  most  recent  information  comes  from 
Danville,  111.  The  device  marketed  there  was  called 
“Cosmic  Ray”  and  was  sold  for  $300.  The  Chicago 
Better  Business  Bureau  has  information  that  Erick- 
son said  his  company  had  been  incorporated  under 
Vrilium  Products  Company  and  that  hereafter  sales 
would  be  confined  to  physicians  who  would  be 
charged  $150  for  the  tube' and  who,  in  turn,  would 
charge  their  patients  $300  for  it. 

A report  on  the  tube  is:  “We  have  positively  and 
finally  identified  the  white  crystalline  material 
sealed  in  the  glass  capillary  tube  in  the  so-called 
cosmic  ray  capsules  now  being  sold  in  Danville  as 
barium  chloride  monohydrate.  We  have  independent 
x-ray  diffraction,  microchemical  and  spectrographic 
analysis,  all  of  which  confirm  the  identity.  Barium 
chloride  is  a very  ordinary  chemical  possessing  no 
radioactive  properties  whatsoever.  This  has  been 
tested  with  the  Geiger  Mueller  counter  through  the 
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brass  capsule,  through  the  glass  capillary,  and  with 
the  bare  crystals.” 

The  claims  made  for  it  are  way  out  of  line  with 
the  truth  and  there  is  no  critical  evidence  to  prove 
that  this  tube  is  of  any  therapeutic  value.11 

The  President  thanked  the  speakers  for  their  in- 
teresting and  helpful  talks,  and  the  program  was 
resumed. 

Mrs.  L.  L.  D.  Tuttle,  Houston,  gave  the  address 
of  welcome  from  the  Houston  Auxiliary  as  follows: 

Address  of  Welcome 

It  is  a rare  privilege  and  a distinct  pleasure  to 
bring  a word  of  welcome  to  such  a distinguished 
body  as  the  Executive  Board  of  the  Woman’s  Auxil- 
iary to  the  State  Medical  Association  of  Texas. 

I bring  you  greetings  from  our  Harris  County 
Auxiliary  and  the  sincere  wish  of  each  member 
that  your  visit  in  Houston  shall  be  happy  and  your 
meeting  successful. 

We  hope  that  you  will  take  advantage  of  the 
functions  that  we  have  planned  for  your  entertain- 
ment and  enjoy  all  of  them.  We  welcome  you  with 
open  arms  and  your  every  wish  shall  be  a command 
to  your  “sisters-in-service”  the  Harris  County  Aux- 
iliary. Welcome  to  Houston! 

A response  was  given  by  Mrs.  Tom  Sharp,  San 
Antonio,  as  follows: 

Response  to  Address  of  Welcome 

The  Harris  County  Medical  Society  and  Auxiliary 
were  unanimous  in  extending  a cordial  invitation 
to  the  State  Medical  Association  and  Auxiliary  to 
be  their  guests  this  springtime.  It  was  so  easy  for 
other  cities  to  look  away  when  the  time  came  last 
year  for  invitations,  and  we  who  are  your  guests 
today  are  glad  that  you  did  not  look  away. 

From  the  time  of  your  gracious  invitation  for  us 
to  come  to  Houston  in  April  we  have  anticipated 
the  welcome  that  would  be  ours,  and  since  arriving- 
in  the  city  that  Stanley  Walker,  in  his  recent  article 
in  the  New  Yorker , calls  the  fastest  growing  city  in 
the  United  States,  we  have  known  from  the  prevail- 
ing atmosphere  of  hospitable  friendliness  that  in- 
deed your  invitation  must  have  been  written  with 
the  quill  of  a bluebird’s  feather. 

This  visit  is  not  primarily  a play  time  visit,  but 
rather  a coming  together  that  we  may  more  suc- 
cessfully fulfill  our  reason  for  being — a furtherance 
of  the  interests  and  influence  of  the  medical  so- 
cieties of  Texas.  However,  the  perfect  host  has  not 
overlooked  our  need  of  time  for  meeting  with  old 
friends  and  making  new  ones,  and  our  need  for 
the  opportunity  of  helpful  interchange  of  auxiliary 
planning  and  objectives. 

We  thank  you  for  these  planned  hours  of  recrea- 
tion in  your  beautiful  Country  Club  and  in  your 
hotels,  and  with  humility  we  thank  you  for  giving 
us  the  privilege  of  paying  homage  to  Texas  patriots 
who  gave  us  freedom  on  the  battlefields  of  sacred 
San  Jacinto. 

Mrs.  Ferguson  then  presented  Mrs.  Eustace  A. 
Allen,  Atlanta,  Ga.,  President  of  the  Auxiliary  to 
the  American  Medical  Association,  who  expressed 
her  pleasure  at  being  a guest  of  the  Texas  State 
Auxiliary. 

Mrs.  William  Hibbitts,  Texarkana,  presented  the 
past  presidents,  introducing  her  remarks  as  follows: 

Introduction  of  Past  Presidents 

On  the  United  States  Archives  Building  in  Wash- 
ington, you  will  find  these  words  engraved:  “The 
Past  Is  Prologue.”  These  words  are  significant,  for 
looking  into  the  past  is  important  for  the  guidance 
and  evaluation  of  the  future.  To  individuals  a thirty 
year  prologue  is  long  indeed,  but  to  organizations 

11.  Cosmic  Ray  Sold  in  Health  Devices,  J.A.M.A.  122:387 
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which  expect  to  go  on  growing  and  developing 
through  the  ages  it  is  a brief  period. 

Today  it  is  my  happy  privilege,  and  pleasure,  to 
present  to  you  some  of  the  women  who  have  helped 
to  write  the  prologue  to  our  organization- — the 
Woman’s  Auxiliary  to  the  State  Medical  Associa- 
tion of  Texas.  These  are  our  past  presidents,  and  we 
regret  that  many  of  them  cannot  be  with  us  today, 
but  each  has  contributed  much  to  our  Auxiliary 
Prologue.  It  is  our  wish  that  the  work  we  have  done 
will  be  of  lasting  value  to  the  medical  profession. 

The  President-Elect,  Mrs.  S.  M.  Hill,  Dallas,  was 
introduced.  Her  message  was  as  follows: 

Greetings  from  the  President-Elect 

Mrs.  Ferguson,  as  we  come  to  the  close  of  our 
thirtieth  year,  we  all  have  a feeling  of  great 
pleasure  because  of  the  success  of  your  year’s  work. 
I know  you  must  be  very  happy  as  you  think  of  the 
year’s  accomplishments. 

You  and  your  Board  have  achieved  a success  in 
the  public  relations  work  and  in  all  the  phases  of 
our  activity  which  every  auxiliary  in  the  state  is 
proud  of  having  had  a part  in. 

As  President,  I hope  I may  be  as  encouraging  and 
helpful  to  the  President-Elect  as  you  have  been  to 
me.  Of  course,  it  will  be  difficult  for  me  to  achieve 
anything  so  entertaining  as  your  yacht  trip  last 
September  as  there  is  a detour  sign,  at  present,  on 
the  Trinity  River. 

The  feeling  of  friendship  which  the  Auxiliary  un- 
der your  leadership  has  fostered  among  county 
groups  and  also  over  the  state  is  of  immeasurable 
value  to  our  profession. 

Again,  may  I congratulate  you  and  your  Board 
for  your  outstanding  promotion  of  Auxiliary  activi- 
ties for  1947-1948  and  for  the  many  friendships  you 
have  made  over  the  entire  state  of  Texas. 

Mrs.  Ferguson  appointed  the  following  as  a com- 
mittee to  approve  the  minutes:  Mrs.  Charles  B. 
Alexander,  San  Antonio;  Mrs.  R.  E.  Clark,  Memphis; 
and  Mrs.  Leslie  Moore,  Dallas. 

The  President  then  stated  that  the  members  of 
the  Resolutions  Committee  were:  Mrs.  Dan  Russell, 
San  Antonio;  Mrs.  W.  A.  Lee,  Denison;  and  Mrs. 
Walter  Brown,  Beaumont. 

The  President  announced  that  if  there  were  no 
objections,  the  reading  of  the  minutes  of  the  last 
Board  meeting  would  be  dispensed  with  inasmuch 
as  they  had  appeared  in  the  Journal. 

The  President  requested  that  the  First  Vice- 
President  read  the  report  of  this  meeting  to  the 
general  assembly. 

A letter  of  thanks  from  Mrs.  Holman  Taylor, 
Fort  Worth,  for  the  comfort  and  sympathy  express- 
ed by  the  Auxiliary  at  the  time  of  her  bereavement 
was  read. 

The  President  called  for  recommendations  from 
the  officers  and  chairmen  of  standing  committees. 

Mrs.  Mark  Latimer,  Houston,  suggested  that  the 
Auxiliary  consider  making  more  definite  regulations 
concerning  the  printing  of  the  ribbons  given  as 
awards. 

Mrs.  Joe  B.  Foster,  Houston,  chairman  of  the 
George  Plunkett  Red  Fund,  who  had  been  appointed 
as  chairman  of  a committee  for  the  drawing  up  of 
an  instrument  of  a trust  fund  combining  the  Stu- 
dent Loan  Fund  and  the  George  Plunkett  Red  Fund, 
recommended  the  adoption  by  the  Board  of  this  trust 
fund  instrument,  as  presented.  Mrs.  Guy  Jones,  Dal- 
las, seconded,  and  the  recommendation  carried. 

Mrs.  0.  M.  Marchman,  Dallas,  moved  that  the 
Executive  Board  recommend  to  the  general  body  the 
adoption  of  this  trust  instrument,  which  had  been 
drawn  up  by  the  committee  in  conference  with  the 
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trust  officer  of  the  Republic  National  Bank  of  Dal- 
las. Mrs.  Joe  B.  Foster,  Houston,  seconded,  and  the 
motion  carried. 

The  Treasurer,  Mrs.  Guy  Jones,  Dallas,  moved, 
and  Mrs.  Scott  C.  Applewhite,  San  Antonio,  seconded, 
that  the  “floating  excess”  noted  by  the  Auditor,  be 
placed  in  the  General  Fund.  The  amount  of  the  sur- 
plus is  $16.75.  The  motion  carried. 

The  chairman  of  Revisions,  Mrs.  Ramsey  Moore, 
Dallas,  stated  that  a notice  of  a change  in  dues  and 
in  standing  rules  had  been  sent  each  member  of  the 
Executive  Board.  She  recommended,  and  Mrs.  P.  R. 
Denman,  Houston,  seconded,  that  the  following  re- 
vision of  the  standing  rules  be  adopted : 

“In  order  that  this  instrument  or  indenture  of 
trust  be  activated,  it  is  necessary  that  we  revise  the 
Standing  Rules  to  provide 

1.  That  the  paragraph  concerning  the  George 
Plunkett  Red  Loan  Fund  be  omitted. 

2.  That  the  Woman’s  Auxiliary  Student  Loan 
Fund  Committee  be  composed  of  five  members,  ap- 
pointed annually  by  the  President.  It  shall  have  a 
chairman  and  a co-chairman.  The  co-chairman  shall 
act  as  chairman  of  the  Red  Division  of  the  Student 
Loan  Fund.  Each  city  wherein  an  accredited  medical 
school  is  located  shall  have  a representative  on  the 
committee.” 

The  recommendation  carried. 

The  President  reported  receipt  of  a letter  from 
Mrs.  M.  H.  Crabb,  Fort  Worth,  Archives  Committee, 
stating  that  the  home  office  has  a place  for  the 
filing  of  papers  of  the  Auxiliary.  The  President 
requested  that  the  Archives  Committee  take  ad- 
vantage of  this  offer. 

The  chairman  of  Finance,  Mrs.  Scott  C.  Apple- 
white,  San  Antonio,  recommended,  and  Mrs.  William 
Hibbitts,  Texarkana,  seconded,  that  in  the  future  the 
Finance  Committee  prepare  the  Budget  for  the  fol- 
lowing year.  The  motion  carried. 

Mrs.  Applewhite  also  recommended  and  Mrs.  Tom 
Sharp,  San  Antonio,  seconded,  that  the  Treasurer 
be  instructed  to  have  a supplementary  audit  made 
covering  receipts  of  expenses  of  the  convention.  The 
motion  carried. 

Mrs.  Charles  B.  Alexander,  San  Antonio,  chair- 
man of  the  School  of  Instruction,  urged  all  to  attend 
the  luncheon  session  of  the  School  of  Instruction. 

Mrs.  Dan  Russell,  San  Antonio,  chairman  of  Reso- 
lutions, expressed  the  appreciation  of  the  Board  to 
Mrs.  L.  L.  D.  Tuttle,  Houston,  and  to  Mrs.  J.  J. 
Truitt,  Houston,  for  carrying  out  the  duties  as  hos- 
tess for  the  luncheon. 

Following  suggestions  of  Mrs.  Scott  C.  Applet 
white,  San  Antonio,  to  the  Executive  Board,  Mrs. 
George  Turner,  El  Paso,  moved  that  “in  considera- 
tion of  Mrs.  Frank  Haggard’s  unusual  service  to 
the  State,  Southern,  and  National  Auxiliaries,  the 
Auxiliary  to  the  State  Medical  Association  of  Texas 
recommends  to  the  National  Auxiliary  Board  that 
Mrs.  Frank  Haggard  be  made  an  Honorary  National 
Member.”  Mrs.  O.  M.  Marchman,  Dallas,  seconded, 
and  the  motion  carried. 

The  Secretary  announced  receipt  of  the  proposed 
revisions  of  the  Constitution  of  the  Woman’s  Auxil- 
iary to  the  American  Medical  Association,  to  be 
presented  at  the  annual  meeting  of  the  National 
Auxiliary  in  June,  1948.  Mrs.  Paul  Brindley,  Gal- 
veston, moved,  and  Mrs.  F.  F.  Kirby,  Waco,  sec- 
onded, that  the  revisions  be  acted  upon  individually. 
The  motion  carried,  and  the  proposed  revisions  were 
considered  and  approved  individually.  The  revision 
of  most  concern  to  the  State  Auxiliary  proposes  an 
increase  in  National  Auxiliary  dues  from  25  cents 
per  year  to  $1  per  year,  the  larger  amount  to  include 


subscription  to  the  periodical  publication  of  the  na- 
tional organization. 

Mrs.  Ramsey  Moore,  Dallas,  moved  and  Mrs.  Guy 
Jones,  Dallas,  seconded,  that  the  Executive  Board 
recommend  to  the  general  body  a proposed  change 
to  be  made  in  the  Constitution  of  the  'Woman’s 
Auxiliary  to  the  State  Medical  Association  of  Texas 
as  follows : 

Article  5,  Section  1,  to  read,  “Each  County  Auxil- 
iary shall  pay  annual  dues  to  the  State  Auxiliary  at 
the  rate  of  $2  per  capita;  this  to  include  the  dues 
of  $1  per  capita  to  the  Woman’s  Auxiliary  to  the 
American  Medical  Association.” 

The  motion  carried. 

The  President  then  addressed  the  group  as  follows : 
Closing  Remarks  of  President 

I should  like  to  take  this  opportunity  of  express- 
ing my  heartfelt  gratitude  to  all  who  have  helped 
to  make  my  administration  a successful  year  for 
the  Auxiliary  and  a personal  satisfaction  to  me.  I 
have  had  a large  measure  of  happiness  in  serving 
as  your  President.  I have  come  to  realize  as  never 
before  the  potential  power  of  a really  interested 
State  Medical  Auxiliary.  To  each  of  my  officers,  to 
the  standing  committees,  and  to  all  the  other  mem- 
bers who  have  cheerfully  and  efficiently  carried  out 
the  tasks  alloted  to  them  I offer  my  grateful  thanks. 

May  I be  permitted  a special  word  of  appreciation 
for  Mrs.  L.  S.  Thompson,  Public  Relations  Chair- 
man, whose  office  this  year  was  of  special  signif- 
icance, and  who  efficiently  rose  to  that  challenge. 
Also  may  I mention  Mrs.  R.  C.  Bellamy,  who  headed 
a committee  for  the  compiling  of  the  “Outline  of 
Projects  and  Objectives.”  This  was  a new  piece  of 
work,  but  was  skillfully  carried  out  by  Mrs.  Bellamy 
and  her  co-workers.  Mrs.  W.  G.  Wallace,  the  corre- 
sponding secretary,  has  lent  a patient  ear,  wise 
counsel,  and  a helping  hand  throughout  the  year.  I 
wish  that  she  could  have  met  with  us  but  know  that 
she  is  here  in  spirit. 

I am  indebted  to  the  State  Medical  Association 
for  the  space  allowed  us  in  the  Journal  and  to  Dr. 
Harold  Williams  and  to  Miss  Harriet  Cunningham 
for  their  unfailing  cooperation  throughout  my  term 
of  office.  I am  also  indebted  to  the  members  of  the 
Medical  Association  who  served  on  the  Advisory 
Council. 

To  the  many  splendid  auxiliaries  over  the  state  I 
wish  to  say  that  the  memory  of  your  wonderful  hos- 
pitality and  numerous  gracious  gestures  will  warm 
my  heart  to  the  end  of  my  life. 

To  Mrs.  L.  L.  D.  Tuttle,  local  chairman  for  this 
convention,  to  Mrs.  -J.  J.  Truitt,  hostess  chairman  of 
the  luncheon,  and  to  all  members  of  the  Woman’s 
Auxiliary  to  the  Harris  County  Medical  Society  I 
wish  to  offer  congratulations  and  my  warmest 
thanks  for  arranging  one  of  the  best  state  meetings 
our  Auxiliary  has  ever  had.  In  the  years  to  come  it 
will  be  a treasured  memory  for  those  of  us  who  have 
been  your  guests  at  this  time. 

Whatever  has  been  accomplished  this  year  has 
been  made  possible  by  the  loyalty  and  cooperation 
of  all  of  you,  and  again  I sincerely  say,  “Thank 
you.” 

Following  her  closing  remarks,  the  President  de- 
clared the  meeting  adjourned,  sine  die. 

Mrs.  M.  A.  Ramsdell,  San  Antonio, 
Recording  Secretary. 

OPENING  MEETING  AND  FIRST  GENERAL 
ASSEMBLY 

The  thirtieth  annual  session  of  the  Woman’s  Aux- 
iliary to  the  State  Medical  Association  of  Texas  con- 
vened at  11  a.  m.,  Tuesday,  April  27,  1948,  in  the 
“Little  Theater  of  Fashion,”  The  Fashion,  917  Main 
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Street,  Houston,  Texas,  with  the  President,  Mrs. 
Edward  C.  Ferguson,  Beaumont,  presiding. 

The  invocation  was  given  by  Mrs.  G.  V.  Brindley, 
Temple. 

The  address  of  welcome  was  given  by  Mrs.  Carlos 
R.  Hamilton,  Houston,  president-elect,  Harris  Coun- 
ty Auxiliary,  as  follows: 

Address  of  Welcome 

We  feel  a glow  of  happiness  in  having  you  come 
to  be  with  us  at  this  thirtieth  annual  state  meeting, 
and  recall  the  pleasure  of  your  visit  in  1942. 

To  give  real  expression  to  the  warmth  and  affec- 
tion of  our  welcome,  we  are  going  to  use  an  old- 
fashioned  acrostic.  In  your  mind’s  eye  visualize  the 
word  “welcome.” 

W stands  for  the  warm  welcome  we  have  been  waiting  to  ex- 
tend the  Woman’s  Auxiliary  to  the  State  Medical  Asso- 
ciation of  Texas. 

E means  that  we  have  enjoyed  every  effort  we  have  made  for 
this  event  and  your  entertainment. 

L is  the  love  for  you,  linked  with  our  love  for  the  work  of  the 
Auxiliary. 

C is  for  courtesies  we  are  hoping  you  will  enjoy  while  here. 

O can  mean  only  one  thing : our  objective  on  this  occasion  is  to 
assist  you  in  any  way  we  can. 

M tells  that  our  motive  is  entertaining  you  while  in  our  midst. 
E is  for  the  enthusiasm  of  our  welcome,  and  that  we  are  glad 
you  are  here  and  hope  for  you  a stay  of  benefit  and 
pleasure. 

Mrs.  John  Hart,  Beaumont,  gave  the  following- 
response  to  the  address  of  welcome: 

Response  to  Address  op  Welcome 

Thank  you,  Mrs.  Hamilton,  for  your  cordial  wel- 
come. It  is  accepted  in  the  same  spirit  of  true  friend- 
liness in  which  it  is  given.  I speak  for  the  members 
of  the  State  Medical  Auxiliary  in  saying  it  is  a 
pleasure  to  visit  in  the  colorful,  active  city  of  Hous- 
ton, a city  intimately  entwined  with  the  history 
of  Texas. 

Houston’s  rank  as  one  of  the  fastest  growing  cities 
of  the  nation  makes  us  justly  proud,  too.  In  the  man- 
ner of  all  good  Texans  we  like  to  brag  a bit  over  the 
fact  that  you  have  the  third  largest  deep-sea  port 
and  you  are  the  nation’s  greatest  center  for  the  ex- 
portation of  cotton  and  for  the  production  of  pe- 
troleum. Your  ambitious  plans  for  a great  center  of 
medical  education,  research,  and  treatment  are  not 
unknown  to  us  and  your  vigorous  leadership  in  this 
endeavor,  always  in  tune  with  the  changing  times, 
commands  our  respect. 

The  Harris  County  Medical  Auxiliary  has  been 
helpful  in  assisting  neighboring  auxiliaries  in  num- 
erous ways  and  we  are  grateful.  It  shall  be  stimulat- 
ing to  hear  of  the  various  problems  and  accomplish- 
ments of  your  organization  as  well  as  those  of  all 
the  other  groups  throughout  the  state,  and  we  shall 
be  made  more  aware  of  the  opportunities  at  our  own 
door  step. 

As  a result  of  contacts  made  during  these  few 
days  we  shall  go  home  determined  to  put  forth  more 
effort  in  directing  the  minds  of  the  lay  public  to  a 
greater  appreciation  of  the  value  of  the  medical  pro- 
fession, determined  to  make  ourselves  a greater  asset 
to  the  Medical  Association  by  becoming  more  inter- 
ested and  more  informed  on  all  the  problems  con- 
fronting our  doctors — such  problems  as  the  prepay- 
ment medical  care  plans,  nurse  recruitment,  and 
legislation. 

However,  we  shall  not  concern  ourselves  with 
serious  matters  exclusively  but  shall  take  delight 
in  every  phase  of  this  annual  convention  which  you 
have  so  carefully  and  efficiently  planned.  We  shall 
enjoy  your  gracious  manner  and  your  warm  hos- 
pitality. 

Mrs.  L.  L.  D.  Tuttle,  Houston,  president  of  the 
Harris  County  Auxiliary,  introduced  Mr.  Ben  Wolf- 
man,  owner  of  The  Fashion.  Mr.  Wolfman  express- 


ed his  pleasure  at  being  able  to  offer  the  State 
Auxiliary  the  use  of  “The  Little  Theater  of  Fash- 
ion,” and  assured  the  Auxiliary  that  the  firm  was 
desirous  of  extending  the  ladies  present  every 
courtesy. 

The  President  introduced  Mrs.  Eustace  A.  Allen, 
Atlanta,  Georgia,  President  of  the  Woman’s  Auxil- 
iary to  the  American  Medical  Association.  Mrs. 
Allen  expressed  her  pleasure  at  being  the  guest  of 
the  Texas  State  Auxiliary. 

Dr.  B.  E.  Pickett,  Sr.,  Carrizo  Springs,  President 
of  the  State  Medical  Association,  who  had  been  in- 
vited to  address  the  Auxiliary,  was  unable  to  be 
present  because  of  the  pressure  of  his  duties  in  the 
House  of  Delegates. 

The  following  communications  were  read : 

A telegram  from  Mrs.  W.  A.  Wood,  Waco,  sending 
greetings  and  expressing  her  regret  at  being  unable 
to  attend  the  meeting. 

A letter  from  Mrs.  M.  H.  Crabb,  Fort  Worth, 
stating  that  the  home  office  of  the  State  Medical 
Association  had  space  for  filing  any  material  of  the 
Auxiliary. 

The  President  announced  that  the  minutes,  both 
of  the  last  general  session  and  of  the  last  meeting 
of  the  Executive  Board,  would  be  dispensed  with, 
inasmuch  as  both  would  appear  in  the  JOURNAL, 
after  they  have  been  approved  by  the  Committee 
appointed  for  that  purpose. 

The  President  introduced  the  President-Elect,  Mrs. 
S.  M.  Hill,  Dallas,  who  gave  her  report  as  follows: 

Report  of  President-Elect 

A year  ago  when  I was  asked  to  be  President- 
Elect  of  the  Woman’s  Auxiliary  to  the  State  Medi- 
cal Association  of  Texas,  the  end  of  the  journey 
seemed  a long  way  off.  Today,  looking  back,  I find 
the  time  has  been  far  too  short  to  study  and  under- 
stand all  the  activities  of  a great  organization  that 
has  lived  for  thirty  years;  but  my  study  of  our 
wonderful  past  has  given  me  a serious  sense  of  re- 
sponsibility. The  work  of  this  year  that  is  closing 
has  been  carried  out  with  fine  enthusiasm  and  suc- 
cess, and  I especially  appreciate  Mrs.  Ferguson’s 
gentle  guidance  of  the  President-Elect  through  her 
school  of  instruction. 

Last  May  it  was  my  privilege  to  work  as  co- 
chairman  of  the  Woman’s  Division  of  the  Dallas 
Health  Museum’s  first  fund-raising  campaign  and 
I had  the  experience  of  giving  a radio  interview  in 
the  interest  of  public  health.  I attended  the  one 
hundredth  anniversary  meeting  of  the  American 
Medical  Association  in  Atlantic  City  in  June.  The 
highlights  of  this  meeting  to  me  were  hearing  the 
excellent  report  from  Texas  and  seeing  two  women 
from  Texas  installed  as  officers  in.  the  national  or- 
ganization. In  July  I attended  the  Fourteenth  Dis- 
trict meeting  in  Sherman  and  gave  a report  of  the 
A.M.A.  meeting.  On  August  3 I attended  an  all-day 
meeting  in  Fort  Worth  of  the  Executive  Council  of 
the  State  Medical  Association  of  Texas  and  found 
it  very  informative. 

In  September  came  the  delightful  Executive  Board 
meeting  of  the  State  Auxiliary  in  Beaumont,  with 
Mrs.  Ferguson  presiding.  On  November  6 and  7,  I 
attended  the  Chicago  National  Conference  for  Presi- 
dents and  Presidents-Elect.  On  December  9 I had 
the  pleasure  of  having  the  Fourteenth  District  meet- 
ing in  my  own  home,  the  State  President  being  our 
guest  speaker,  and  Mrs.  Cecil  Patterson,  president 
of  the  board,  presiding.  Many  guests  were  present 
from  all  over  the  state. 

It  is  encouraging  to  me  to  know  that  so  many 
Auxiliary  members  from  every  part  of  the  state  are 
willing  and  ready  to  work  for  the  good  of  our  organi- 
zation next  year.  I am  ready  to  delve  into  the  future, 
and  with  your  cooperation,  I look  forward  to  next 
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year’s  opportunities,  and  responsibilities,  with  hope 
and  confidence. 

Mrs.  S.  M.  Hill,  Dallas. 

Mrs.  A.  N.  Boyd,  Houston,  First  Vice-President, 
took  the  chair  while  Mrs.  Edward  C.  Ferguson, 
Beaumont,  President,  gave  her  report,  which  follows : 

Report  of  President 

This  report  which  I bring  to  you  covers  my  own 
activities  since  all  the  state  officers,  committee 
chairmen,  and  county  presidents  will  summarize 
their  own  work. 

I presided  at  the  Post  Convention  Executive  Board 
meeting  in  Dallas,  May  9.  All  officers  and  chair- 
men of  committees  were  introduced.  The  budget 
was  presented  and  adopted  and  the  Nominating 
Committee  was  elected. 

The  National  Convention  in  Atlantic  City,  June 
8-12,  came  next.  I served  as  one  of  the  twenty-eight 
delegates  from  Texas,  having  issued  all  the  cre- 
dential cards  to  the  delegates  and  alternates.  I read 
the  Texas  report  sent  in  by  Mrs.  George  Turner. 

July  11  and  12,  in  company  with  Mrs.  A.  N.  Boyd, 
First  Vice-President,  and  my  son  Edward,  I drove  to 
Corpus  Christi  for  the  joint  meeting  of  Districts  5 
and  6.  District  6 was  reorganized.  There  was  evi- 
dence of  interest  and  enthusiasm  in  the  work  as  well 
as  pleasure  in  the  social  gatherings  which  included 
the  doctors. 

On  August  2 I went  to  Fort  Worth  at  the  invita- 
tion of  Dr.  B.  E.  Pickett,  Sr.,  President  of  the  State 
Medical  Association  of  Texas,  to  attend  the  Execu- 
tive Council  of  the  State  Medical  Association  on 
August  3.  The  committee  of  five  members  whom  I 
appointed  were  in  attendance. 

I planned  and  had  printed  the  agenda  for  the  fall 
Board  meeting  held  September  12,  in  Beaumont. 
Members  and  guests  came  at  my  invitation  and  were 
my  guests  aboard  the  Texas  Company  yacht  “Ava,” 
enjoying  a trip  down  the  Neches  River.  Dr.  George 
Schenewerk  and  Mr.  Philip  R.  Overton  were  speak- 
ers. There  were  more  than  sixty  in  attendance.  The 
officers  and  chairman  presented  their  plans  for  the 
coming  year. 

In  October  I began  my  visits  to  the  district  and 
county  auxiliaries,  having  made  it  known  that  dis- 
trict visiting  was  favored  in  that  it  afforded  meet- 
ing more  of  the  members  and  lessened  the  extensive 
travelling  that  is  required  in  this  vast  empire  of 
Texas.  Conflicting  dates  of  meetings  in  the  districts 
and  counties,  and  the  National  Conference,  as  well 
as  exceptional  weather  conditions  and  illness,  pre- 
vented my  accepting  many  invitations,  much  to  my 
regret. 

I went  to  Chicago  for  the  National  Conference  of 
Presidents  and  Presidents-Elect,  held  on  November 
6 and  7.  In  attending  the  conferences  the  past  two 
years  it  has  been  my  earnest  desire  to  bring  to  you 
the  knowledge  and  experience  of  the  different  states 
of  the  national  body,  that  our  organization  might 
profit,  our  accomplishments  be  greater,  and  a better 
understanding  of  the  work  should  prevail. 

With  this  in  mind,  the  theme  of  the  year  has  been 
“Unity  of  Purpose  and  Action.”  The  book  of  out- 
lines under  this  title  has  been  compiled  and  dis- 
tributed. It  gives  a full  scope  of  our  state  work.  A 
very  favorable  comment  and  “thank  you”  has  been 
received  from  many  of  you  in  regard  to  its  value. 

The  correspondence  of  the  President  is  voluminous. 
In  taking  care  of  this  I have  tried  to  be  prompt  and 
helpful.  Four  form  letters,  not  including  the  book  of 
outlines,  have  been  mailed  since  last  August  to  the 
135  members  of  the  Executive  Board. 

We  have  progressed  this  year  I am  sure.  The 
slogan  for  council  women  has  been  “Every  eligible 
doctor’s  wife  a member.”  Four  new  auxiliaries  have 


been  organized  and  two  have  disbanded,  distances 
being  too  great  to  travel  to  meetings.  It  is  to  be 
hoped  that  members  of  auxiliaries  which  have  dis- 
banded will  become  members-at-large  so  that  they 
may  keep  in  touch  with,  and  lend  greater  strength 
to  our  State  Auxiliary.  Our  present  membership 
numbers  3,160. 

At  our  fall  Board  meeting  it  was  voted  to  con- 
solidate the  Student  Loan  Funds,  and  put  them  in 
trust.  Mrs.  Marvin  Graves,  Houston,  who  is  life 
chairman  of  the  Student  Loan  Fund  Committee, 
with  her  committee,  Mrs.  P.  R.  Denman,  Houston, 
and  Mrs.  J.  L.  Jinkins,  Galveston,  and  Mrs.  Joe  B. 
Foster,  Houston,  chairman  of  the  George  Plunkett 
Red  Fund,  have  worked  diligently  in  preparation  for 
this  change.  The  Student  Loan  Fund  has  received 
donations  amounting  to  $681.79  this  year.  The 
George  Plunkett  Red  Fund  has  received  $466.67. 

The  Memorial  Fund  shows  an  increase  of  $853.85. 
This  is  from  donations  made  by  auxiliaries  and  in- 
dividuals this  past  year. 

The  Endowment  Fund  to  the  Library  of  the  State 
Medical  Association  shows  an  increase  of  $370.25. 

Our  School  of  Instruction  has  continued  its  good 
work,  that  our  officers,  chairmen  of  committees,  and 
county  presidents  may  be  better  informed,  and  they 
in  turn  keep  our  county  auxiliaries  alert. 

Public  relations  has  been  stressed  as  was  request- 
ed by  the  American  Medical  Association.  Outstand- 
ing programs  have  been  given  throughout  the  state. 
The  task  of  public  relations  must  continue  to  be 
that  of  interpreting  to  the  public  the  “background, 
philosophies,  recent  decisions,  and  actions  of  our 
parent  body.” 

All  auxiliaries  have  been  liberal  with  funds  and 
are  serving  their  communities  generously  through 
welfare  activities.  The  total  amount  of  money  given 
by  all  auxiliaries  to  various  benevolences  is  $1,898.08. 

We  are  proud  of  our  wide  distribution  of  Hygeia 
but  we  should  do  better.  Subscriptions  number  1,102. 

The  Bulletin  subscriptions  number  246;  this  should 
be  increased. 

And  now  I comment  on  a matter  that  concerns 
you  materially.  For  several  years  past  the  State 
Auxiliary  has  closed  its  fiscal  year  in  the  red.  Our 
budget,  which  according  to  the  Constitution  and  By- 
Laws  shall  be  made  from  the  dues  collected  the 
previous  year,  has  not  been  adequate  in  meeting  ex- 
penses. As  you  very  well  know  we  are  in  a period 
of  inflation.  In  order  to  pay  our  indebtedness  we 
have  for  several  years  past  dipped  over  into  the 
incoming  year’s  funds,  and  this  has  created  a deficit. 
Realizing  the  condition  of  the  state  treasury,  several 
of  our  county  auxiliaries  have  sent  contributions  to 
tide  us  over.  May  I express  to  them  sincere  appre- 
ciation for  their  interest  and  loyalty. 

I have  conferred  with  Mrs.  L.  L.  D.  Tuttle,  your 
convention  chairman,  and  with  Dr.  Harold  M.  Wil- 
liams, Secretary  of  the  State  Medical  Association 
in  prepai’ing  the  agenda  for  the  State  Auxiliary  Con- 
vention. Both  of  them  have  been  untiring  in  their 
efforts  and  cooperation  and  deserve  much  credit  for 
the  success  of  the  convention  which  is  in  evidence 
today. 

The  year  has  been  one  of  careful  self  scrutiny  on 
my  part,  to  the  end  that  the  Auxiliary  might  pro- 
gress. It  has  been  a very  busy  and  a happy  one.  I 
hope  for  my  successor  bigger  results,  and  I thank 
all  of  you  for  your  willing  support. 

Mrs.  Edward  C.  Ferguson,  Beaumont. 

Mrs.  G.  V.  Brindley,  Temple,  moved  and  Mrs. 
Charles  Alexander,  San  Antonio,  seconded,  that  the 
report  be  accepted.  The  motion  carried. 

The  President  resumed  the  chair  and  called  for 
the  reports  of  officers  and  committee  chairmen. 
Mrs.  Charles  Alexander,  San  Antonio,  moved  and 
Mrs.  G.  V.  Brindley,  Temple,  seconded,  that  the  re- 
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ports  be  acted  upon  collectively.  The  motion  carried. 

Reports  were  then  presented  as  follows: 

Report  op  First  Vice-President — Organization 
Chairman 

Your  Organization  Chairman,  through  the  mem- 
bership chairmen  of  the  county  auxiliaries  and 
through  the  fifteen  council  women  representing  the 
districts  into  which  the  State  Medical  Association  is 
divided,  has  attempted  to  reach  every  doctor’s  wife 
in  the  state  of  Texas,  to  enroll  her  as  either  a mem- 
ber of  a county  auxiliary  or  a member-at-large  of 
the  State  Auxiliary.  This  has  been  done  through 
(1)  intensive  membership  campaigns  in  the  county 
auxiliaries,  (2)  the  organization  of  new  county 
auxiliaries  by  the  council  women  in  their  districts, 
where  possible,  and  (3)  the  securing  of  members-at- 
large  from  counties  not  interested  in  organizing. 

This  organization  work  has  resulted  in  the  or- 
ganization of  three  districts:  District  2,  in  October, 
1947,  by  the  council  woman  Mrs.  A.  J.  Cooper,  Mid- 
land; District  3,  in  April,  1948,  by  the  council  wo- 
man, Mrs.  Howard  E.  Puckett,  Amarillo;  and  Dis- 
trict 6,  in  July,  1947,  by  the  council  woman,  Mrs. 
P.  H.  Frenzel,  Donna. 

The  organization  of  four  county  auxiliaries  has 
also  been  accomplished:  Eastland-Callahan  and 
Palo  Pinto-Parker,  by  Mrs.  P.  M.  Kuykendall,  coun- 
cil woman  of  District  13;  Cass-Marion,  by  Mrs.  Joe 
D.  Nichols,  council  woman  of  District  15;  and 
Hutchinson-Carson,  which  was  merged  with  Gray- 
Wheeler,  by  Mrs.  Howard  Puckett,  council  woman 
of  District  3. 

The  organizational  endeavors  have  also  resulted 
in  the  securing  of  92  members-at-large,  18  of  whom 
were  secured  by  Mrs.  P.  M.  Kuykendall  of  District 
13,  and  finally  in  a total  membership  of  3,076  mem- 
bers, an  increase  of  140  over  1946-1947. 

Mrs.  A.  N.  Boyd,  Houston. 

Report  of  Second  Vice-President — Physical 
Examinations  Chairman 

The  middle  of  last  September,  a letter  was  sent  to 
each  county  auxiliary  president  stressing  physical 
examinations  among  the  members  of  the  auxiliary, 
their  husbands,  children,  and  servants.  Again  a card 
was  sent  in  February  pointing  out  that  reports  were 
soon  due  and  it  would  be  wise  to  check  further  on  all 
members  for  their  health  examinations. 

I wish  to  commend  the  health  chairmen  of  the 
auxiliaries  for  their  splendid  interest  and  coopera- 
tion. The  results  were  more  than  gratifying  to  me: 
a total  of  4,936  examinations;  4,335  doctors,  wives, 
and  children ; 601  servants. 

Mrs.  H.  P.  Ledford,  Wichita  Falls. 

Report  of  Third  Vice-President — 

Hygeia  Chairman 

On  September  2,  1947,  a meeting  was  held  in 
Beaumont  by  the  State  President  for  the  members 
of  the  Executive  Board.  At  this  meeting  each  offi- 
cer was  asked  to  give  in  outline  form  her  plan  for 
the  year’s  work.  I gave  my  outline  and  have  tried 
to  follow  it  as  nearly  as  possible. 

In  early  September  I sent  a letter  to  each  county 
president  asking  the  name  of  her  county  Hygeia 
chairman  and  her  help  in  stressing  the  sale  of 
Hygeia  among  the  lay  public.  An  addressed  postal 
card  was  enclosed  in  this  letter.  If  I received  no  an- 
swer from  this  first  letter,  a personal  letter  was  sent 
asking  again  for  the  chairman’s  name.  The  number 
of  subscriptions  which  that  Auxiliary  sold  the  pre- 
ceding year  was  given  and  the  suggestion  was  made 
that  it  try  to  exceed  that  number  this  year.  This 
second  group  of  letters  was  sent  out  in  late  October 
and  early  November. 

A list  of  all  county  chairmen  was  sent  to  Mr. 
Cargill,  circulation  manager  of  Hygeia,  asking  that 


material  be  sent  to  each  one  so  that  they  could  par- 
ticipate in  the  Hygeia  contest. 

On  January  20  another  letter  was  sent  to  all 
Hygeia  chairmen  suggesting  that  the  last  eleven 
days  of  the  time  left  before  the  Hygeia  contest  closed 
be  used  to  boost  sales  for  their  auxiliary.  Also,  an- 
other self-addressed  postal  card  was  enclosed  asking 
that  the  chairmen  send  me  the  total  number  of  paid 
up  subscriptions  which  they  sold  and  thanking  them 
for  their  cooperation  during  the  year.  In  each  of 
these  letters  were  enclosed  extra  subscription  blanks. 
This  was  done  in  case  the  Auxiliary  had  used  all 
blanks  and  needed  more. 

A copy  of  all  letters  was  sent  to  the  State  Presi- 
dent. 

Numerous  letters  and  inquiries  were  answered 
during  the  year. 

It  was  necessary  to  send  the  total  number  of  paid 
up  subscriptions  for  Texas  for  the  fiscal  year 
1946-1947  to  Mr.  Cargill  before  March  1 so  that  he 
could  figure  the  quota  for  Texas. 

Mrs.  A.  L.  Delaney,  Liberty. 

Report  of  Fourth  Vice-President — 
Program  Chairman 

In  early  September  a letter  of  general  instruction 
was  sent  to  each  county  auxiliary  in  Texas.  Each 
was  advised  to  include  programs  on  health  educa- 
tion, Hygeia,  legislation,  public  relations,  and  social 
activities  in  the  year’s  work. 

Addresses  of  sources  from  which  to  obtain  mate- 
rial for  such  programs  were  given  in  this  letter,  and 
specific  details  as  to  the  planning  of  programs  were 
suggested. 

Many  letters  in  answer  to  specific  inquiries  have 
been  written  by  your  program  chairman  through- 
out the  year. 

In  November,  at  the  Thirteenth  District  Meeting 
in  Mineral  Wells,  the  State  President  was  repre- 
sented by  her  Fourth  Vice-President,  who  gave  a 
talk  on  program  aims  and  ideals. 

Every  cooperation  was  given  the  program  of 
national,  state,  and  county  organizations. 

Mrs.  W.  Frank  Armstrong,  Fort  Worth. 

Report  of  Recording  Secretary 
As  your  Recording  Secretary  I was  privileged  to 
attend  the  post  convention  Executive  Board  meeting 
in  May,  1947.  Due  to  illness  in  the  home  I was  unable 
to  attend  the  fall  Board  meeting  in  September,  1947, 
at  Beaumont.  The  minutes  of  these  sessions  were 
written  and  published  in  the  Texas  State  Journal 
of  Medicine.  A complete  record  of  the  proceedings 
of  the  annual  meeting  in  Houston,  April  26-28,  1948, 
will  be  made  and  arranged  for  printing  in  the 
Journal.  Your  new  Recording  Secretary  will,  of 
course,  assume  the  responsibility  for  the  post  con- 
vention meeting  minutes. 

Letters  of  instruction  concerning  annual  reports 
were  mailed  to  all  officers,  committee  chairmen, 
council  women,  and  county  presidents  in  February. 
Other  correspondence  incident  to  this  office  has  been 
taken  care  of  promptly.  A complete  record  of  each 
report  has  been  filed. 

Mrs.  M.  A.  Ramsdell,  San  Antonio. 

Report  of  Treasurer 

The  books  of  the  Treasurer  have  been  closed  and 
audited  for  the  fiscal  year  ending  May  1,  1948.  The 
financial  condition  of  the  Auxiliary  is  shown  in  the 
following  balances: 

General  Fund 

Balance  on  hand  May  1,  1947 $ 1,086.46 

Receipts  from  current  dues 1,536.00 

Receipts  from  dues  in  arrears 13.50 

From  23  members-at-large  paving  dues 

of  $1.00  each  11.50 

Over  payment  of  dues,  14  members 7.00 

Disbursements  1,508.00 

Total $ 1,146.46 
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General  Fund  Refunding  • 

Donations  received  $ 267.00 


Total  $ 267.00 

Student  Loan  Fund 

Balance  on  hand  May  1,  1947 $ 9,605.32 

Received  on  payment  of  notes 400.00 

Interest  received  53.58 

Donations 681.79 

Disbursements  (new  loans).. 750.00 

Total $ 9,990.69 

Memorial  Fund 

Balance  on  hand  May  1,  1947  . $ 1,964.38 

Receipts  942.85 


Schedules — Supporting  Summary  of  Acct.  Balances 
A-l  United  States  Saving  Bonds,  Memorial 
Fund 

A-2  Notes  Receivable,  Student  Loan  Fund 
Schedules — Supporting  General  Fund  Operations 
C-l  General  Fund  Cash  Disbursements 

E-l  General  Fund  Refunding  Donations 

Schedules — Supporting  Student  Loan  Fund  Opera- 
tions 

D-l  Student  Loan  Fund  Donations 

D-2  Student  Loan  Fund  Cash  Disbursements 


Total $ 2,907.23 

Library  Fund 

Balance  on  hand  May  1,  1947  $ 242.75 

Donations  received  35.50 

Received  from  Mrs.  Ledford  for  1946-1947  226.50 


Total $ 504.75 


Total $14,832.88 

United  States  -Saving:  Bonds,  Series  F,  de- 
posited with  the  Federal  Reserve  Bank, 

Dallas,  Texas,  cost $ 7,437.00 

Student  Loan  Fund  notes  receivable  3,514.28 


Total. $10,951.28 


Total $25,784.16 

Cash  overage  old  ledger  account $ 16.75 

Funds  received  since  the  close  of  the  books 
and  the  completion  of  Auditor’s  report: 

General  Fund 

Late  dues  4.50 

Library  Fund 

Mrs.  Marguerite  B.  Stiles,  chairman  of 

the.  fund  186.75 


Total $ 191.25 


Total $25,975.41 


We  have  this  year  51  auxiliaries  reporting  a total 
membership  of  3,078  members  paying  current  dues; 
this  includes  members-at-large  and  dues  received 
after  the  Auditor’s  report.  The  following  auxiliaries, 
reporting  a membership  of  96  for  1946-1947,  failed 
to  send  in  membership  lists  and  dues:  Brazos-Rob- 
ertson,  Caldwell,  Cameron-Willacy,  Cooke,  Dawson- 
Lynn-Terry-Gaines-Yoakum,  Hardin-Tyler,  Ander- 
son-Houston-Leon,  and  Kaufman.  Baylor-Knox-Has- 
kell  and  Brown-Comanche-Mills-San  Saba  failed  to 
send  a report  for  either  year.  There  was  a net  gain 
of  142  members  in  spite  of  the  failure  of  ten  auxil- 
iaries to  report. 

Membership  lists  and  25  cents  per  capita  dues 
have  been  sent  the  National  Treasurer.  A copy  of  the 
membership  lists  and  25  cents  per  capita  are  retain- 
ed in  the  files  and  funds  of.  the  State  Treasurer. 

Membership  lists  have  been  prepared  for  publica- 
tion in  the  Texas  State  Journal  of  Medicine. 

Mrs.  J.  Guy  Jones,  Dallas. 

Report  of  Auditor 

April  23,  1948 

Mrs.  J.  Guy  Jones,  Treasurer 
Woman’s  Auxiliary  to  the  State 
Medical  Association  of  Texas 
6875  Tokalon 
Dallas,  Texas 
Dear  Mrs.  Jones: 

I have  made  an  examination  of  the  books  and  rec- 
ords of  your  association  for  the  fiscal  year  ending 
April  30,  1948. 

The  results  of  this  examination  are  submitted  in 
the  following  exhibits  and  schedules: 

Exhibits 

A Summary  of  Account  Balances 

B Summary  of  Cash  Receipts  and  Disburse- 
ments 

C General  Fund  Operations 

D Student  Loan  Fund  Operations 

E Memorial  Fund  Operations 

F Library  Fund  Operations 


extent  of  audit 

All  entries  were  examined  and  checked  with  the 
total  cash  received  and  deposited.  Bank  statements 
and  cancelled  checks  were  examined  and  the  bank 
balance  reconciled  with  the  ledger  accounts.  Cash  in 
the  depository  bank  exceeded  the  sum  of  the  ledger 
accounts  in  the  amount  of  $16.75.  Examination  re- 
vealed that  this  overage  has  existed  for  the  past 
several  years  and  since  the  bank  account  is  in  total 
only,  there  is  no  way  of  ascertaining  the  proper  fund 
to  which  this  amount  should  be  credited.  Recom- 
mendation that  this  overage  be  expedited  to  the 
General  Fund  is  made  to  the  Treasurer.  Cash  in  the 
bank . was  verified  by  direct  communication  with 
depository  bank. 

United  States  Savings  Bonds  owned  by  the  asso- 
ciation were  verified  by  direct  communication  with 
custodians. 

The  Treasurer’s  report  to  the  State  Association, 
reporting  dues  collected  for  the  fiscal  year,  was  re- 
viewed and  reconciled  with  the  ledger  accounts. 

In  my  opinion,  based  upon  this  examination,  the 
accompanying  statements  of  account  balances  and 
cash  receipts  and  disbursements  correctly  l'eflect  the 
financial  condition  of  the  Woman’s  Auxiliary  to  the 
State  Medical  Association  of  Texas  as  of  April  30, 
1948,  and  the  results  of  its  operations  for  the  fiscal 
year  then  ended. 

Respectfully  submitted, 

A.  W.  Goodnight,  Public  Accountant. 


Exhibit  A 


Summary  of  Account  Balances 
May  1,  1947,  to  April  30,  1948 


General  Fund  Account 

Cash  

General  Fund  Refunding' 

Cash  

Student  Loan  Fund  Cash 

Memorial  Fund  Cash 

Library  Fund  Cash 

Library  Fund  Cash  due 
from  Mrs.  H.P.  Ledford 
Memorial  Fund  Bonds 

(cost)  

(Current  value  $7,949.72) 
Student  Loan  Fund 

Notes  Receivable 

Cash  Overage  


Balances  Increase  Decrease 
5-1-47 

$ 1,086.46  $1,568.00  $1,508.00 
267.00 

9.605.32  1,135.37  750.00 

1.964.38  942.85 

242.75  262.00 

160.50  160.50 

7,437.00 


3,289.28  750.00  525.00 

16.75 


Balances 

4-30-48 

$ 1,146.46 

267.00 

9.990.69 

2.907.23 

504.75 


7.437.00 


3,514.28 

16.75 


Totals  $23,802.44  $4,925.22  $2,943.50  $25,784.16 


Exhibit  B 

Summary  of  Cash  Receipts  and  Disbursements 
May  1,  1947,  to  April  30,  1948 


Cash  Balances,  May  1,  1947: 

General  Fund  - $1,086.46 

Student  Loan  Fund 9,60E 

Memorial  Fund  _ 1,964.38 

Library  Fund  242.75 

Overage  16.75 


Total,  Cash  in  Bank — $12,915.66 

Library  Fund  cash,  held  by  Mrs.  Ledford  160.50 

Total  Cash  ... - 13.076.16 
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Cash  Receipts: 

General  Fund  - 1,568.00 

General  Fund  Refunding 267.00 

Student  Loan  Fund. 1,135.37 

Memorial  Fund  942.85 

Library  Fund  101.50  4,014.72 


Total  Cash  Available 17,090.88 

Cash  Disbursements : 

General  Fund — Schedule  C-l 1,508.00 

Student  Loan  Fund — Schedule  D-2 750.00 


Total  Cash  Disbursements 2,258.00 


Cash  Balances,  April  30,  1948 14,832.88 


Cash  on  hand  at  Lakewood  State  Bank, 

Dallas,  Texas,  for  the  various  funds: 

General  Fund  1,146.46 

General  Fund  Refunding 267.00 

Student  Loan  Fund... 9,990.69 

Memorial  Fund  - 2,907.23 

Library  Fund  504.75 

Overage  16.75 


Total  Cash  Balances $14,832.88 


Exhibit  C 

General  Fund  Operations 
May  1,  1947,  to  April  30,  1948 


Cash  Balance,  May  1,  1947.. $ 1,086.46 

Receipts : 

Dues  collected  by  Mrs.  Jones : 

Angelina  $ 9.00 

Austin-Waller  4.00 

Bell  36.00 

Bexar  172.00 

Bowie  9.00 

Brazoria  8.00 

Cass-Marion  5.50 

Cherokee  8.50 

Childress-Collingsworth-Hall  6.00 

Coleman  3.50 

Colorado-Fayette  6.50 

Dallas  220.00 

DeWitt-Lavaca  _...  13.50 

Eastland-Callahan  6.50 

Ector-Midland-Martin-Howard-Andrews- 

Glasscock  — 21.50 

Ellis  - 10.00 

El  Paso  71.00 

Erath-Hood  6.00 

Falls  8.50 

Galveston  39.00 

Grayson  22.00 

Gray-Wheeler  9.00 

Gregg  15.50 

Harris  199.50 

Harrison  7.00 

Hays-Bianco  __ 7.50 

Henderson  7.00 

Hidalgo-Starr  18.50 

Hopkins-Franklin  10.00 

Hunt  13.00 

Jefferson  54.00 

Johnson  5.00 

Kerr-Kendall-Gillespie-Bandera  19.50 

Lamar  11.00 

Lampasas-Llano  6.00 

Liberty-Chambers  7.00 

Lubbock-Crosby  25.50 

McLennan  41.00 

Nacogdoches  „ % 6.00 

Nolan-Fisher-Mitchell  8.00 

Nueces  48.00 

Orange  6.50 

Potter  19.50 

Smith  I 24.50 

Tarrant  _ 106.50 

Taylor-Jones  24.00 

Titus  ... 3.00 

Tom  Green-Eight  County 16.50 

Travis  57.50 

Washington  13.50 

Wharton-Jackson-Matagorda-Fort  Bend  12.00 

Wichita  41.50 

District  3 at  large.. 1.50 

District  4 at  large 13.00 

District  7 at  large 5.00 

District  13  at  large... 15.00 

District  14  at  large 4.50 


Total  Receipts  $ 1,568.00 


Total  Cash  Available 2,654.46 

Cash  Disbursements : 

Schedule  C-l  1,508.00 


Cash  Balance,  April  30,  1948.. 1,146.46 


Exhibit  D 

Student  Loan  Fund  Operations 
May  1,  1947,  to  April  30,  1948 


Cash  Balance,  May  1,  1947 $ 9,605.32 

Receipts  : 

Payments  on  notes  receivable: 

Note  98  $ 100.00 

94  100.00 

77  100.00 

49  100.00 


Total  note  payments  received  . 400.00 


Interest  Paid  : 

Note  98  - 12.00 

94  2.08 

77  21.50 

49  13.00 

1 5.00 


Total  interest  received 53.58 


Donations  received  : 

Per  Schedule  D-1......1 681.79 


Total  cash  received 1,135.37 


Total  cash  available 10,740.69 

Cash  disbursements  : 

Per  Schedule  D-2 :.  750.00 


Cash  Balance,  April  30,  1948 $ 9.990.69 


Exhibit  E 

Memorial  Fund  Operations 
May  1,  1947,  to  April  30,  1948 


Cash  Balance,  May  1,  1947 $ 1,964.38 

Donations  received : 

Angelina  $ 7.50 

Austin-Waller  1.00 

Bell  15.00 

Bexar  68.00 

Brazoria  2.00 

Cherokee  1.00 

Childress-Collingsworth-Hall  2.00 

Colorado-Fayette  1.00 

Dallas  441.50 

DeWitt-Lavaca  5.00 

Ector-Midland-Martin-Howard-Andrews- 

Glasscock  5.00 

Ellis  5.00 

El  Paso 30.00 

Grayson  j. - 3.00 

Hardin-Tyler  1.25 

Harris  126.00 

Harrison  5.00 

Hays-Bianco  5.00 

Hidalgo-Starr  — 2.5<i 

Hunt  6.00 

Jefferson  25.00 

Kerr-Kendall-Gillespie-Bandera  5.00 

Lamar  5.00 

Lampasas-Llano 2.00 

Liberty-Chambers  2.00 

McLennan  ..  10.00 

Nacogdoches  — 2.50 

Nueces  5.00 

Orange  5.00 

Smith  — . 5.00 

Tarrant  43.50 

Taylor-Jones  5.00 

Tom  Green-Eight  County.. 10.00 

Wharton-Jackson-Matagorda-Fort  Bend—.  10.00 

Mrs.  Windham,  personal — 15.00 

District  12  35.10 

Past  President’s  Association 25.00 

Total  cash  received 942.85 


Cash  Balance,  April  30,  1948. $ 2,907.23 


Exhibit  F 

Library  Fund  Operatioyis 
May  1,  1947,  to  April  30,  1948 


Cash  Balance,  May  1,  1947.. $ 242.75 

Receipts: 

Travis  $ 10.00 

Wharton-Jackson-Matagorda-Fort  Bend—.  5.00 

Bowie  2.50 

Smith  3.00 

Nueces  5.00 

McLennan  10.00 

Various  contributions  received 

by  Mrs.  Ledford 66.00 


246 


TEXAS  STATE  JOURNAL  OF  MEDICINE 


July 


Receipts  (continued) 

Cash  receipts  1947-1948 $ 101.50 

Mrs.  Ledford  (1946-1947  receipts) 160.50 

Cash  Balance,  April  30,  19J,8 504.75 

Schedule  A-l 


United  States  Savings  Bonds — Series  F 
As  of  April  30,  1948 


Denomina- 

tion 

Serial  No. 

Issue  Date 

Purchase 

Price 

Redemption 

Value 

5-1-48 

♦ 

$1,000.00 

M170.524F 

March,  1942 

$740.00 

$822.00 

♦ 

1,000.00 

M170.982F 

April,  1942 

740.00 

822.00 

* 

1,000.00 

M230.604F 

July,  1942 

740.00 

809.00 

* 

1,000.00 

M230.605F 

July,  1942 

740.00 

809.00 

* 

1,000.00 

M230.606F 

July,  1942 

740.00 

809.00 

* 

1,000.00 

M724.283F 

Sept.,  1943 

740.00 

786.00 

* 

1,000.00 

M724.284F 

Sept.,  1943 

740.00 

786.00 

* 

1.000.00 

M996.729F 

Feb.,  1945 

740.00 

760.00 

* 

1,000.00 

M997.614F 

May,  1945 

740.00 

760.00 

* 

1,000.00 

M1,002,639F 

April,  1946 

740.00 

749.00 

* 

25.00 

Q671.994F 

July,  1944 

18.50 

19.17 

t 

25.00 

Q885.056F 

Dec.,  1946 

18.50 

18.55 

Totals $7,437.00  $7,949.72 


* Deposited  with  Federal  Reserve  Bank,  Dallas,  Texas, 
t Deposited  with  Mrs.  O.  M.  Marchman,  Dallas,  Texas. 

Schedule  A-2 
Notes  Receivable 


May  1, 

1947,  to  April  30, 

1948 

Note 

5-1-57 

4 

-30-48 

Interest 

Number 

Balance 

Increase 

Decrease  Balance 

Received 

49 

$ 100.00 

$ 

$ 100.00  $ 

— 0— 

$ 13.00 

78 

100.00 

100.00 

30 

463.38 

463.38 

1 

175.00 

175.00 

5.00 

2 

50.00 

50.00 

25* 

50.00 

50.00 

—0— 

69 

28.75 

28.75 

70 

50.00 

50.00 

71 

50.00 

50.00 

72 

50.00 

50.00 

73 

50.00 

50.00 

47 

100.00 

100.00 

51 

100.00 

100.00 

77 

100.00 

100.00 

— 0— 

21.50 

94 

100.00 

100.00 

—0— 

2.08 

37 

96.25 

96.25 

36 

175.00 

175.00 

57 

100.00 

100.00 

15 

127.55 

127.55 

98 

100.00 

100.00 

— 0— 

12.00 

13 

138.45 

138.45 

XIII  A 

100.00 

100.00 

XIII  B 

100.00 

100.00 

XIII  C 

6.00 

6.00 

11 

125.00 

125.00 

45 

178.90 

178.90 

53 

100.00 

100.00 

XVI* 

75.00 

75.00 

— 0— 

59 

150.00 

150.00 

81 

150.00 

150.00 

99 

— 0— 

250.00 

250.00 

100 

—0— 

250.00 

250.00 

101 

— 0— 

250.00 

250.00 

$3,289.28  $ 750.00  $ 525.00  $3,514.28  $ 53.58 


♦Makers  are  deceased.  Written  off  as  gifts. 

Schedule  C-l 

General  Fund  Disbursements 
May  1,  1947,  to  April  30,  1948 

Name  Amount 


Name  Amount 

Mrs.  Oren  H.  Chandler,  refund  of  overpayment  of  dues 

from  District  4 $ 6.50 

Mrs.  T.  M.  Steed,  refund  of  overpayment  of  dues  from 

Cass-Marion  .50 

Mrs.  A.  N.  Boyd,  First  Vice-President’s  expenses 15.00 


$1,508.00 

Schedule  D-l 

Student  Loan  Fund  Donations 
May  1,  1947,  to  April  30,  1948 


Angelina  $ 2.50 

Austin-Waller  _ 1.00 

Bell  36.00 

Bexar  12.50 

Bowie 5.00 

Cass-Marion  1.00 

Cherokee  5.00 

Childress-Collingsworth-Hall  5.00 

Dallas 35.00 

DeW  itt-Lavaca 2.00 

Ector-Midland-Martin-Howard-Andrews-Glasscock  _ . 5.00 

Galveston  __  303.79 

Grayson 1.00 

Hardin-Tyler  1.25 

Harris  50.00 

Harrison  - 5.00 

Hunt 2.00 

Jefferson 20.00 

Lamar  5.00 

Lampasas-Llano . - — 1.00 

Liberty-Chambers  2.00 

McLennan  33.25 

Nacogdoches  2.50 

Nueces  5.00 

Orange  5.00 

Taylor-Jones  5.00 

Tom  Green-Eight  County 10.00 

Travis 10.00 

Washington 5.00 

Wharton-Jackson-Matagorda-Fort  Bend 5 .00 

Dr.  Foley 100.00 


S 681.79 


Schedule  D-2 
Student  Loan  Fund 
Cash  Disbursements — New  Loans  Made 


May  1,  1947, 

to  April  30, 

1948 

Note 

Interest 

Number 

Date 

Rate  % 

Amount 

99 

10-1-47 

2 % 

S 250.00 

100 

2-1-48 

2V2 

250.00 

101 

2-1-48 

2% 

250.00 

Total  cash  disbursements 

$ 750.00 

Schedule  E-l 

General  Fund  Refunding  Donations 
May  1,  1947,  to  April  30,  1948 


Bell  $ 10.00 

Bexar  25.00 

Dallas  - 100.00 

DeWitt-Lavaca  2.00 

Galveston . . — , 10.00 

Harris 100.00 

Kerr-Kendall-Gillespie-Bandera  10.00 

Lamar - 5.00 

Smith  5.00 


$ 267.00 


Supplemental  Report  of  Activities  from  Date  of 


Mrs.  Edward  C.  Ferguson,  stationery  (part). $ 75.00 

Mrs.  Edward  C.  Ferguson,  President’s  expenses  (part)  200.00 
Mrs.  Edward  C.  Ferguson,  printing,  postage,  and 

envelopes  64.15 

Mrs.  Edward  C.  Ferguson,  President’s  expenses 

(balance)  200.00 

Mrs.  Edward  C.  Ferguson,  printing  (balance) 5.85 

Mrs.  M.  A.  Ramsdell,  Secretary’s  expenses _ 10.00 

Mrs.  W.  Frank  Armstrong,  Fourth  Vice-President’s 

expenses  10.00 

Mrs.  Edward  C.  Ferguson,  stationery  (balance)— 56.50 

Mrs.  A.  A.  Herold,  dues  to  National  Treasurer 753.50 

Mrs.  A.  A.  Herold,  additional  dues  to  National  Treasurer  21.00 

Mrs.  J.  Guy  Jones,  Treasurer’s  expenses 30.00 

Mrs.  J.  Guy  Jones,  additional  typing  expense  for  1946- 

1947  Journal  5.00 

A.  W.  Goodnight,  audit,  1947-1948- 45.00 

Mrs.  J.  Guy  Jones,  typing  expense  for  1947-1948  Journal  10.00 


Last  Audit 


April  30,  1948,  to  May  20,  1948 


Cash  Balance,  April  30,  1918 

Cash  Receipts: 

Genera]  Fund : 

El  Paso  (Late  dues — 2 members-at- 

large)  $ 

District  13  (Late  dues — 2 members-at- 

large ) - 

Eastland-Callahan  (Late  dues — 1 member) 


$14,832.88 


2.00 

2.00 

.50 


General  Fund  cash  receipts. ... 
Library  Fund  : 

Mrs.  Hooper  Stiles ... 


4.50 

186.75 


Total  cash  available 


15,024.13 
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Cash  Disbursements : 

General  Fund : 

5-13-48  Mrs.  Mark  Latimer  (44  ribbon 

awards)  ....$  10.25 

5-13-48  Mrs.  Guy  Jones  (additional  pay- 
ment to  typist  for  Journal  typing) 20.00 

5-18-48  A.  W.  Goodnight  (supplemental 
audit)  5.00 


Total  cash  disbursements , 35.25 


Cash  balance  14,988.88 

Checks  previously  issued,  cancelled  and 
payment  stopped,  to  be  reissued  by  new 
treasurer : 

Mrs.  Steed  $ .50 

Mrs.  Chandler  6.50 


Total  of  checks  cancelled— 7.00 


Cash  balance  transferred  to  new  treasurer $14,995.88 


Report  op  Corresponding  Secretary 

As  your  Corresponding  Secretary,  I have  en- 
deavored during  the  past  year  to  conduct  all  corre- 
spondence as  directed  by  the  President. 

In  August  I arranged  for  the  printing  and  de- 
livery of  the  auxiliary  stationery. 

I sent  out  invitations  to  all  Board  members  to 
attend  the  September  Executive  Board  meeting. 

In  January  I wrapped  152  copies  of  our  “Outline 
of  Projects  and  Objectives”  and  mailed  them  to  all 
officers,  committee  chairmen,  and  county  presidents. 

In  February  I notified  all  persons  concerned  of 
the  spring  Executive  Board  meeting,  and  of  the 
necessity  of  getting  in  all  reports  well  in  advance  of 
that  meeting. 

Mrs.  William  G.  Wallace,  Beaumont. 

Report  of  Publicity  Secretary 

In  September,  1947,  a letter  of  instruction  as  to 
publicity  news  for  the  State  Journal  was  sent  to 
each  county  president,  who  was  asked  to  pass  the 
letter  to  her  publicity  secretary.  The  letter  included 
the  following: 

1.  An  urge  to  send  regular  news  to  the  Journal. 

2.  Suggestions  as  to  the  type  of  news  to  send  to 
the  Journal. 

3.  A request  for  a yearbook  from  each  county 
auxiliary. 

4.  A request  for  the  complete  roll  of  each  county 
auxiliary,  asking  that  any  change  of  address  or 
death  of  any  member  during  the  year  be  sent  to  the 
State  Medical  Association. 

To  date,  March  3,  1948,  the  following  have  been 
received  and  given  to  the  Journal  Editor: 


News  items  for  the  Journal 155 

Yearbooks  11 

Auxiliary  Roll  Call 12 


(includes  the  11  yearbooks) 

Mrs.  J.  P’ranklin  Campbell,  Fort  Worth. 

Report  of  Parliamentarian 

Using  “Roberts’  Rules”  as  a guide,  I have  served 
the  state  meetings  of  the  Medical  Auxiliary  to  the 
best  of  my  ability.  No  form  letters  have  been  neces- 
sary, but  a statement  went  out  in  the  “Outline  of 
Projects  and  Objectives.”  I have  answered  a num- 
ber of  individual  inquiries,  and  I shall  turn  over 
my  file  to  the  incoming  parliamentarian. 

Mrs.  Paul  Brindley,  Galveston. 

Report  of  Legislative  Committee 
This  year’s  program  of  the  Legislative  Committee 
has  been  to  carry  on  an  educational  program.  First, 
we  have  in  our  many  organizations  had  programs 
and  various  types  of  lectures  to  inform  ourselves  on 
the  legislative  features  of  both  state  and  national 
matters.  We  have  gone  to  lay  organizations  on  each 
occasion  when  asked  and  presented  the  program  of 
the  medical  profession. 


The  statistical  report  is  as  follows: 

Talks  on  current  medical  legislation 54 

Study  groups  held 17 

Public  lectures  sponsored 131 

Communications  to  legislators 212 

Personal  calls  to  legislators 29 

Literature  disbursed  149 


Special  mention  should  be  made  of  several  coun- 
ties as  follows: 

Bexar  (membership  over  100)  approached  the 
study  of  legislation  in  a clever  manner — a quiz  pro- 
gram. Ten  minutes  of  each  meeting  were  devoted  to 
questions  and  answers  pertaining  to  legislation  and 
medical  problems. 

Dallas  (membership  over  100)  reported  in  the 
legislative  field  the  distribution  of  4,000  pamphlets 
and  cooperation  in  78  public  lectures. 

Brazoria  (membership  1-25)  reported  1 legislative 
talk,  20  public  lectures,  16  letters  to  Congressmen, 
and  20  calls  to  Congressman. 

Taylor-Jones  (membership  25-50)  sponsored  6 
public  lectures  and  1 talk,  and  distributed  5,000 
pamphlets. 

Bell  (membership  50-100)  gave  6 talks,  held  2 
study  groups,  sent  16  letters  to  legislators,  and  made 
3 calls  to  legislators. 

We  have  successfully  aided  in  the  poll  tax  cam- 
paign by  paying  our  own  poll  tax  and  encouraging 
our  friends  to  do  so.  We  have  kept  in  touch  with  our 
legislators  and  talked  to  them  for  better  medicine. 
This  summer  is  to  be  an  election  year  and  we  have 
the  opportunity  to  find  out  before  election  how  each 
candidate  stands  on  health  measures  and  vote  ac- 
cordingly. 

There  does  not  seem  to  much  prospect  for  a na- 
tional health  bill,  but  we  must  remain  “on  alert” 
and  be  prepared  on  all  occasions. 

Our  slogan  must  be:  “Find  out  what  our  legisla- 
tors stand  for  and  vote  for  the  right  ones.” 

Mrs.  A.  B.  Pumphrey,  Fort  Worth. 
Report  of  Public  Relations  Committee 

To  keep  the  channels  open  for  informing  the 
American  public  of  significant  events  in  the  world 
of  medicine,  the  American  Medical  Association  has 
developed  a number  of  valuable  activities.  The 
Woman’s  Auxiliary  to  the  State  Medical  Associa- 
tion of  Texas  is  functioning  as  one  of  these  activi- 
ties in  promoting  public  relations  in  our  state.  Pub- 
lic relations  is  a process  of  blending  our  own  ideals 
and  those  of  the  medical  profession  harmoniously 
with  those  of  the  public.  It  has  been  our  purpose 
to  bring  clearly  to  all  people  with  whom  we  come 
in  contact  the  aims  and  desires  of  the  profession 
as  related  to  the  health  and  welfare  of  our  popula- 
tion. 

It  has  been  my  privilege  to  lead  a group  of  sixty 
or  more  county  chairmen  in  this  work  for  the  year 
1947-1948.  My  first  efforts  were  spent  in  research 
and  consultation  with  the  Committee  on  Public  Re- 
lations of  the  State  Medical  Association.  We  were 
launching  a more  extensive  program  and  going  into 
many  fields.  We  could  not  advance  with  our  plans 
until  they  had  made  theirs  and  had  given  us  the 
starting  signal.  All  this  took  time  and  patience.  We 
were  slow  in  getting  started.  We  have  some  exten- 
sive plans  laid  and  I feel  that  this  next  year  the  work 
should  get  much  greater  results. 

During  the  year  I have  attended  two  State  Execu- 
tive Board  meetings,  one  in  May  at  Dallas  and  the 
other  at  Beaumont  in  September.  Last  June  I at- 
tended the  meeting  of  the  Auxiliary  to  the  Ameri- 
can Medical  Association  which  met  in  Atlantic  City, 
N.  J.  While  there  it  was  my  privilege  to  attend  a 
school  of  instruction  on  public  relations  under  the 
direction  of  our  national  chairman,  Mrs.  Harold 
Wahlquist. 
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I was  invited  to  meet  in  Fort  Worth  with  the 
Executive  Council  of  the  State  Medical  Association 
of  Texas  and  did  so. 

Regular  correspondence  with  our  national  chair- 
man has  kept  me  in  touch  with  all  the  current  ac- 
tivities in  the  national  field.  I have  passed  informa- 
tion on  to  our  County  Presidents  as  it  came  to  me. 
Three  hundred  pamphlets  and  suggestions  were 
mailed  out  in  November  with  a form  letter  of  sug- 
gestions and  information  which  explained  our  pro- 
gram. I hoped  this  would  get  all  auxiliaries  started 
on  public  relations  programs  and  activities  without 
delay. 

In  January  another  letter  was  written  and  a de- 
tailed panel  discussion  series  arranged  by  Dr.  George 
Schenewerk,  chairman  of  the  Committee  on  Public 
Relations  of  the  State  Medical  Association,  was  sent 
to  all  county  presidents  and  our  State  President, 
Mrs.  E.  C.  Ferguson.  In  addition  a postal  card  was 
mailed  to  #11  county  presidents  requesting  all  aux- 
iliary members  to  pay  poll  taxes. 

I have  spoken  before  several  local  and  district 
groups  in  the  interest  of  the  public  relations  pro- 
gram, and  arranged  and  presented  a program  for 
my  own  local  Auxiliary. 

My  co-chairman,  Mrs.  T.  C.  Terrell,  Fort  Worth, 
has  been  chairman  of  a Clipping  Bureau  which  we 
have  sponsored  at  the  request  of  the  State  Medical 
Association.  Another  member  of  my  committee,  Mrs. 
C.  0.  Patterson,  Dallas,  has  appeared  on  public  re- 
lations programs  and  given  me  her  support  in  all 
the  work  of  the  year.  To  these  committee  members 
I wish  to  say  thank  you  for  a grand  piece  of  wox-k. 

To  the  county  presidents  who  have  reported  and 
sent  clippings,  may  I say  thank  you  and  wish  you 
success. 

Mrs.  L.  S.  Thompson,  Dallas. 

Report  of  Library  Committee 

The  following  donations  to  the  Library  Fund 
have  been  made: 


To  the  Library  Chairman  : 

Mrs.  Marie  Ferguson,  State  President $ 25.00 

Bell  County  Auxiliary 5.00 

Bexar  County  Auxiliary 25.00 

Brazoria  County  Auxiliary 2.00 

Dallas  County  Auxiliary.. 25.00 

DeWitt-Lavaca  Counties  Auxiliary 2.00 

Grayson  County  Auxiliary 5.00 

Hardin-Tyler  Counties  Auxiliary 1.25 

Harris  County  Auxiliary  , 25.00 

Hattie  Hunt  Auxiliary,  Wellington,  Texas  5.00 

Hidalgo-Starr  Counties  Auxiliary 2.50 

Hunt  County  Auxiliary 2.00 

Jefferson  County  Auxiliary 5.00 

Kerr-Kendall-Gillespie-Bandera  Counties 

Auxiliary  5.00 

Lampasas-Burnet-Llano  Counties  Auxiliary  1.00 

Tarrant  County  Auxiliary.. 25.00 

Taylor-Jones  Counties  Auxiliary 5.00 

Travis  County  Auxiliary.. 10.00 

Wichita  County  Auxiliary 10.00 


Received  by  Library  Chairman  . $ 185.75 

To  the  State  Treasurer: 

Bowie-Miller  Counties  Auxiliary $ 2.50 

Cass-Marion  Counties  Auxiliary L__ 1.00 

McLennan  County  Auxiliary 10.00 

Smith  County  Auxiliary — 3.00 

Wharton-Jackson-Matagordo-Fort  Bend 

Counties  Auxiliary  5.00 


Received  by  State  Treasurer 


21.50 


Total  Donated  to  Library  Fund  $ 207.25 

Mrs.  J.  Hooper  Stiles,  Lubbock. 


Report  of  Student  Loan  Fund  Committee 
Your  efficient  Treasurer  has  made  her  fine  report. 
No  officer  in  our  Auxiliary  has  a more  difficult 
duty  to  perform  and  she  does  it  perfectly.  Our 
auxiliaries  are  doing  fine  work,  large  and  small,  no 
begging  or  urging  needed. 

We  are  helping  two  medical  students  at  the  Uni- 
versity of  Texas  School  of  Medicine  this  year,  lend- 
ing them  $250  at  the  beginning  of  each  term. 


Permit  me  to  tell  you  that  a physician  who  had 
borrowed  money  several  years  back  has  just  paid 
all  he  owed,  and  so  grateful  was  he  of  your  help, 
he  sent  our  Treasurer  $100  as  a token  of  his  ap- 
preciation. 

Mrs.  M.  L.  Graves,  Houston. 

The  President  requested  the  Corresponding  Sec- 
retary to  write  the  physician  who  donated  the  $100 
to  the  Loan  Fund,  expressing  the  Auxiliary’s  grate- 
ful appreciation  of  his  contribution  and  courtesy. 

Mrs.  Guy  Jones,  Dallas,  Treasurer,  took  this  op- 
portunity to  eulogize  Mrs.  Marvin  Graves  for  the 
assistance  rendered  the  Treasurer  in  the  financial 
records  incident  to  the  Student  Loan  Fund. 

Following  an  announcement  concerning  trans- 
portation to  the  School  of  Instruction  Luncheon  to 
be  held  at  Ship  Ahoy,  the  President  declared  the 
session  recessed  until  9 a.  m.  Wednesday.  The  ses- 
sion recessed  at  12:15  p.  m. 

Mrs.  M.  A.  Ramsdell,  San  Antonio, 
Recording  Secretary. 

SCHOOL  OF  INSTRUCTION 

The  School  of  Instruction  for  County  Officers  was 
held  April  27,  1948,  at  1 p.  m.,  at  Ship  Ahoy  in 
Houston,  Texas.  The  various  interest  groups  met 
separately  in  round-table  luncheon  sessions.  Pertinent 
material  was  distributed  and  a “question  box”  dis- 
cussion by  each  group  brought  forth  additional 
valuable  information. 

Mrs.  Charles  B.  Alexander,  San  Antonio,  was 
general  chairman  of  the  School  of  Instruction. 

Luncheon  for  Council  Women 

The  theme  of  the  luncheon  for  council  women  was: 
“Every  eligible  doctor’s  wife  an  Auxiliary  mem- 
ber.” A question  box  on  membership  and  organiza- 
tion was  led  by  Mrs.  A.  N.  Boyd,  Houston,  First 
Vice-President  and  Organization  Chairman. 

Luncheon  for  County  Presidents  and 
Vice-Presidents 

The  theme  of  the  luncheon  for  county  presidents 
and  vice-presidents  was:  “Every  county  auxiliary  a 
working  unit  of  the  State  and  National  Auxiliaries.” 

Mrs.  George  Turner,  El  Paso,  led  a discussion  on 
the  use  of  materials  provided  by  the  state  and  na- 
tional organizations.  An  outline  of  source  material 
and  suggestions  for  using  them  follows: 

SOURCE  MATERIALS 
1.  State  Auxiliary  Materials. 

a.  “Outlines  of  Projects  and  Objectives.” 

(1)  Covers  all  phases  of  our  projects  and 
objectives. 

(2)  Clearly  defines  duties  of  all  officers 
and  chairmen. 

(3)  Property  of  State  Auxiliary,  to  be 
passed  on  to  each  successor  in  office. 

(4)  Other  states’  outlines — New  York,  Illi- 
nois, Louisiana,  California,  “The 
Courier.” 

b.  “Suggestions  to  County  Auxiliary  Presidents,” 

by  Mrs.  Frank  Haggard. 

c.  Texas  State  Journal  of  Medicine. 

(1)  Editorials. 

(2)  Articles  on  general  policy  and  legisla- 
tion. 

(3)  Auxiliary  news  in  every  issue. 

(4)  Transactions  of  the  annual  Auxiliary 
meeting  and  Board  meetings  in  the  July 
issue. 

(5)  Transactions  of  State  Medical  Associa- 
tion in  the  June  issue. 

d.  Materials  available  in  State  Medical  Asso- 

ciation Library. 

(1)  Package  library  service. 

(2)  Health  films. 
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2.  National  Auxiliary  Materials. 

a.  Bulletin  of  Woman’s  Auxiliary  to  the  A.M.A. 

(issued  quarterly)  ; $1  per  year  subscrip- 
tion. 

(1)  May — convention  number. 

(2)  August — contains  reports  of  national 
convention;  program  outlines  of  na- 
tional officers  and  committee  chairmen. 

(3)  December  — conference  number;  con- 
tains midyear  reports  of  national  offi- 
cers, committee  chairmen,  and  state 
presidents  and  a directory  of  state  and 
national  officers. 

(4)  March — miscellaneous  articles. 

(5)  All  issues  contain  articles  of  general 
interest  and  information  suitable  for 
program  material  and  education  of 
members  in  general. 

(6)  Essential  in  the  works  of  all  national, 
state,  and  county  officers  and  commit- 
tee chairmen. 

b.  Handbook  for  State  Auxiliaries. 

c.  Constitution  and  By-Laws  of  National,  State, 

and  County  Auxiliaries. 

3.  Materials  Available  from  American  Medical  As- 

sociation (535  N.  Dearborn  St.,  Chicago  10). 

a.  .Journal  of  American  Medical  Association. 

b.  Hygeia. 

c.  Special  Journals. 

d.  Departments  of  the  A.M.A. 

(1)  Judicial  Council. 

(2)  Council  on  Scientific  Assembly. 

(3)  Council  on  Medical  Education  and  Hos- 
pitals. 

(4)  A.M.A.  Library. 

(5)  Committee  on  Scientific  Exhibits. 

(6)  Council  on  Pharmacy  and  Chemistry. 

(7)  Chemical  Laboratory. 

(8)  Bureau  of  Investigation. 

(9)  Bureau  of  Health  Education. 

(10)  Bureau  of  Legal  Medicine  and  Legisla- 
tion. 

(11)  Council  on  Physical  Medicine. 

(12)  Council  on  Foods  and  Nutrition. 

(13)  Bureau  of  Medical  Research. 

(14)  Council  on  Industrial  Health. 

(15)  Council  on  Medical  Service. 

(16)  Bureau  of  Information. 

4.  American  Hospital  Association  (18  East  Division 

St.,  Chicago  10). 

a.  Nurse  Recruitment  Program. 

b.  Series  of  recruitment  kits  for  workers. 

(1)  Display  materials  for  schools,  windows, 
and  so  forth. 

(2)  Press  material — articles,  cartoons. 

(3)  Radio  materials. 

5.  Medical  Economics — published  monthly. 

6.  “Medicine  in  the  Changing  Order” — report  of  the 

New  York  Academy  of  Medicine  Committee, 
Commonwealth  Fund,  41  East  57  St.,  New  York 
22. 

7.  Roberts’  “Rules  of  Order,”  Revised. 

a.  Basis  for  parliamentary  procedure  in  con- 
ducting meetings. 

b.  Monthly  board  meetings,  preceding  each 
regular  meeting  of  county  auxiliary. 

c.  Conduct  dignified  and  precise  business  ses- 

sions. 

d.  Provide  interesting  and  educational  programs 
for  each  meeting. 

e.  Develop  local  projects. 

f.  Social  hour. 

8.  Recommendations. 

a.  Permanent  notebook  for  county  presidents 
containing: 

(1)  Outlines  and  objectives. 

(2)  Bulletins. 


(3)  Important  communications. 

(4)  Reports. 

(5)  Pass  this  on  to  your  successor. 

b.  Close  contact  with  your  officers,  county, 
state,  and  national. 

c.  Respond  promptly  to  your  communications 
from  state  officers  and  committee  chairmen. 

d.  Self  education  on: 

(1)  Impending  legislation. 

(2)  Voluntary  prepayment  medical  care 
plans. 

(3)  Health  education. 

(4)  Our  objectives. 

Mrs.  Frank  Haggard,  San  Antonio,  led  a discus- 
sion on  state  and  national  suggestions  for  county 
programs,  public  relations,  and  legislation.  An  ex- 
planation of  the  public  relations  program  and  sug- 
gestions for  carrying  it  out,  prepared  by  Mrs.  L.  S. 
Thompson,  Dallas;  chairman  of  the  Public  Relations 
Committee,  was  presented  as  follows : 

PUBLIC  RELATIONS 

Public  relations  is  a matter  of  friendly  under- 
standing. This  is  what  the  doctor  and  his  family 
wish  to  maintain  forever  with  his  fellow  man.  The 
doctor  seeks  success  in  public  relations  now  above 
anything  else. 

The  American  Medical  Association  is  putting 
forth  its  best  to  develop  an  extensive  and  intensi- 
fied public  relations  program  for  the  doctors’  or- 
ganizations. The  profession  has  always  had  public 
relations  and  always  will  have.  The  reason  for  stress- 
ing them  at  this  time  is  to  inform  communities  of 
the  ideals  toward  which  the  profession  is  striving. 
This  is  necessary  because  of  our  present  situation 
in  the  public  today.  A socialized  system  of  medicine 
is  being  thrust  upon  us.  Doctors  and  their  families 
have  been  slow  to  inform  themselves  of  our  posi- 
tion. The  public  has  been  misinformed  in  many 
cases.  However,  the  public  generally  is  looking  to 
the  medical  profession— not  only  for  good  medical 
care,  but  it  is  looking  to  the  doctors  for  continued 
improvements  and  better  medical  care  to  more  peo- 
ple and  for  a minimum  cost  to  the  lower  income 
group. 

The  American  Medical  Association  is  planning 
ways  and  means  of  carrying  out  this  extensive  pub- 
lic relations  program  and  has  requested  the  Woman’s 
Auxiliary  to  assist  them  in  developing  it  and  carry- 
ing it  on  successfully.  This  program  is  not  a 
temporary  drive  that  will  soon  come  to  an  end.  It 
is  a permanent  part  of  our  program  and  must  be 
carried  on  from  year  to  year.  To  do  this  we  must 
be  open-minded,  informed,  and  willing  to  work 
hard. 

First  of  all,  will  you  please  inform  the  women  of 
your  Auxiliary  just  what  is  meant  by  Public  Re- 
lations, what  the  American  Medical  Association  is 
trying  to  accomplish  and  why.  Second,  select  one  or 
more  members  who  are  interested,  capable,  and 
willing  to  work  hard  to  accomplish  the  task  set  be- 
fore us.  Third,  apply  these  suggestions  to  your  own 
Auxiliary,  selecting  the  ones  you  can  do,  set  to  work 
on  them  and  carry  them  through  as  your  important 
work  of  the  year.  Truly  it  behooves  you  and  all 
doctors’  wives  to  improve  public  relations  for  our 
own  personal  good  as  well  as  the  profession  as  a 
whole. 

Specific  suggestions  for  auxiliaries  are  as  fol- 
lows : 

1.  Develop  friendly  relations  with  individual 
members  of  your  organization.  A courtesy  commit- 
tee should  function  here.  Develop  friendship  and 
understanding  throughout  the  auxiliary. 

2.  Better  relations  with  surrounding  county 
auxiliaries.  Invite  them  for  a discussion  of  public 
relations  and  what  it  means  to  your  community. 
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3.  Show  friendliness  to  nurses’  groups  and  hos- 
pital officials. 

4.  Better  relations  with  health  organizations  such 
as  the  Cancer  Society,  Tuberculosis  Association, 
Public  Assistance,  Public  Instruction,  and  State 
Legislature. 

5.  Cooperate  in  specific  ways  with  your  State 
and  Local  Departments  of  Health,  Welfare,  Public 
Assistance,  Public  Instruction,  State  Legislature, 
and  others. 

6.  Increase  better  relationship  with  P.T.A.,  Com- 
munity Che^t,  all  women’s  clubs,  and  church  groups. 

7.  If  you  are  a small  auxiliary  and  find  you  do 
not  have  much  to  do,  contact  the  Rural  Health  Com- 
mittee of  the  State  Medical  Association,  of  which 
Dr.  Allen  T.  Stewart,  Lubbock,  is  chairman.  He 
may  have  suggestions  for  you. 

8.  Read  auxiliary  news  in  the  Texas  State 
Journal  of  Medicine  and  other  magazines  of  the 
profession  rio  find  out  what  other  auxiliaries  are 
doing.  Be  sure  your  auxiliary  is  reporting  its  ac- 
tivities to  the  Journal.  Reports  should  be  sent  to 
the  Public  Relations  Chairman  of  the  State  Aux- 
iliary also. 

9.  By  all  means  see  that  your  husbands  attend 
their  county  medical  society  meetings.  This  is  a 
must  request  from  A.M.A.  It  is  here  they  will  learn 
of  their  public  relations  program. 

10.  Urge  your  membership  to  pay  their  poll  taxes 
and  to  be  informed  voters. 

11.  Read  the  October  issue  of  the  Texas  State 
Journal  of  Medicine  and  find  out  who  your  friends 
are  in  the  Texas  Legislature. 

12.  Hold  meetings  of  auxiliary  and  devote  pro- 
grams to  educating  your  members  of  what  is  ex- 
pected of  them  and  why. 

13.  Have  meetings  and  invite  public  leaders, 
telling  them  of  our  willingness  to  cooperate  in  all 
public  activities  for  better  communities. 

14.  Promote  Health  Days,  Health  Institutes, 
Guest  Days,  and  Doctors’  Days. 

15.  Sell  Hygeia.  Give  it  to  brides  for  gifts,  use  it 
as  Christmas  and  birthday  gifts.  See  that  each  mem- 
ber of  the  medical  society  subscribes  to  it.  It  is 
their  magazine.  A.M.A.  urges  them  to  take  it  and 
then  requests  the  auxiliary  to  take  subscriptions 
for  it  and  give  your  auxiliary  credit.  It  is  only 
$1.25  per  year. 

16.  Get  an  essay  contest  and  health  poster  con- 
test started  in  your  schools.  Offer  prizes  and  pro- 
mote these  projects. 

For  an  essay  contest  have  your  essay  chairman 
contact  the  superintendent  of  schools.  Lay  the  plan 
before  him,  explaining  fully  why  you  want  the  con- 
test and  the  health  benefits  the  public  and  individ- 
uals as  well  as  the  school  will  receive  from  it.  He 
will  then  give  you  permission  to  offer  the  contest  to 
the  English  teachers  of  the  high  schools  and  in  turn 
will  instruct  them  to  put  the  subject  and  plan  be- 
fore the  pupils.  The  teachers  collect  the  essays, 
select  several  of  the  best  ones,  and  turn  them  over 
to  your  essay  chairman.  The  chairman  and  her  com- 
mittee select  the  best  one  and  award  the  prizes — 
you  may  offer  first,  second,  and  third  prizes. 

For  a health  poster  contest  proceed  as  in  the 
health  essay  contest,  but  offer  the  health  poster 
contest  in  all  grades.  Small  children  love  the  making 
of  posters. 

If  you  have  contests,  report  them  to  the  State  Pub- 
lic Relations  chairman. 

17.  Use  of  newspapers. 

Have  the  publicity  chairman  know  and  cultivate 
newspaper  editors  and  their  families.  Explain  our 
program  and  ask  their  support.  Write  fully  news  of 


activities  of  doctors’  wives,  emphasizing  only  im- 
portant things.  Let  the  public  know  through  news- 
papers that  doctors  and  their  wives  are  cooperating 
in  public  projects. 

Have  an  auxiliary  representative  seek  support  of 
editor-in-chief  or  managing  editor.  It  is  he  who  has 
control  over  material  and  space  in  your  paper. 

Use  photography.  Have  each  picture  tell  a story. 
Only  two  or  three  in  each  picture  make  it  graphic 
and  have  reader  appeal. 

18.  Use  of  Speakers  Bureau.  Urge  clubs, 
P.T.A.’s,  church  groups,  and  so  forth  to  incorporate 
in  their  programs  lectures  by  your  doctors  on  sub- 
jects of  public  interest. 

Mrs.  Peyton  R.  Denman,  Houston,  discussed 
health  education,  emphasizing  Hygeia,  physical  ex- 
aminations, and  the  national  health  program  of  the 
American  Medical  Association: 

HEALTH  EDUCATION 

First,  I would  commend  highly  the  booklet  gotten 
out  by  this  year’s  administration,  “Outline  of 
Projects  and  Objectives.”  One  page  goes  into  detail 
concerning  the  duties  of  three  vice-presidents  as  re- 
lated to  health  education.  Also  recommended  is  a 
study  of  the  ten  point  health  program  of  the  Ameri- 
can Medical  Association.  (Editor’s  Note:  A discus- 
sion of  the  A.M.A.  program  appears  in  an  editorial 
in  the  May,  1948,  State  Journal,  pages  2-5.)  You 
will  find  these  materials  inspirational  and  valuable. 

This  is  the  twenty-fifth  year  the  Auxiliary  has 
sponsored  Hygeia.  Sometimes  this  work  seems  quite 
prosy,  but  if  we  had  been  privileged  to  attend  the 
A.M.A.  meeting  in  San  Francisco  in  June,  1923,  and 
had  witnessed  the  charming  way  it  was  introduced, 
we  would  always  think  of  Hygeia  as  glamorous. 

Use  your  magazine  as  public  health  education 
material.  We  must  not  become  so  concerned  with  the 
increase  in  subscriptions  and  overlook  the  more  im- 
portant factor,  its  value  as  authentic  information 
on  health  matters.  In  practically  every  current 
magazine,  thei-e  are  pages  devoted  to  medicine.  I 
give  you  an  instance  that  came  to  me.  A close  friend 
wrote  in  response  to  one  such  article  found  in  a 
current  magazine  of  high  rating,  but  the  hospital 
and  doctor  sent  an  immediate  regretful  answer. 
They  deplored  the  publicity;  for  as  yet,  the  cure  was 
not  proven  and  had  not  been  accepted  by  the  A.M.A. 
So  often  this  proves  to  be  the  case.  Let  us  earnestly 
strive  to  put  Hygeia  where  it  is  needed. 

Finally,  physical  examination  is  a personal  mat- 
ter and  highly  important.  It  is  one  thing  we  know 
we  can  do.  Let  us  keep  working  on  it  until  all  our 
lay  friends  also  realize  there  is  truth  in  the  old 
adage,  “A  stitch  in  time  saves  nine.” 

A discussion  of  “Benevolent  Projects  of  the  State 
Medical  Auxiliary  of  Texas”  was  then  presented  by 
Mrs.  O.  M.  Marchman,  Dallas,  as  follows: 

benevolent  projects 

The  majority  of  county  auxiliary  members  do  not 
know  what  the  benevolent  projects  of  the  State 
Auxiliary  are,  how  funds  are  raised  and  maintained, 
why  there  is  a need  to  contribute,  and  who  are  the 
beneficiaries. 

Because  a few  of  us  understand,  it  is  no  sign  the 
incoming  county  auxiliary  officers  do,  and  cer- 
tainly new  members  need  to  be  carefully  instructed. 
I was  amazed  a few  weeks  ago  when  a long  time 
auxiliary  member  and  a member  of  the  Executive 
Board  called  me  by  telephone  and  said,  “Would  you 
please  explain  to  me  the  difference  between  the 
Student  Loan  and  the  Memorial  Fund?”  I told  her 
they  were  not  especially  alike  except  they  are  both 
funds  of  the  State  Auxiliary  and  stem  from  the 
same  response  to  a call  to  help  others.  They  orig- 
inated and  are  increased  by  voluntary  contributions 
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from  county  auxiliaries  and  from  members.  And 
then  I told  her  just  about  what  I am  going  to  say 
to  you.  Always  someone  does  not  know.  Let  us  re- 
member repetition  is  an  important  factor  in  the 
learning  process.  Necessary  information  may  be 
found  in  the  Texas  State  Journal  of  Medicine  and 
from  the  several  state  chairmen. 

The  Student  Loan  Fund  was  established  in  1930. 
Through  the  years  donations  to  that  fund  have 
been  made  in  the  interest  of  medical  education,  and 
many  are  the  young  doctors  from  medical  colleges  in 
Texas  who  have  received  financial  aid  from  the 
Woman’s  Auxiliary.  The  committee  is  empowered 
to  loan  money  to  any  worthy  junior  or  senior  medi- 
cal student  who  is  recommended  by  the  dean. 

Interest  from  the  George  Plunkett  Red  Student 
Loan  Fund  is  used  for  the  same  purpose.  The  prin- 
ciple is  in  a trust  fund.  Together  they  have  done 
a far  reaching  service. 

The  Memorial  Fund  was  established  in  1931  for 
the  purpose  of  rendering  financial  aid  to  the  wife 
or  family  of  any  doctor  who  at  the  time  of  his 
death  or  retirement  was  a member  of  the  State 
Medical  Association  of  Texas.  It  is  increased  by 
voluntary  contributions  from  auxiliaries  and  other 
medical  groups,  and  from  individuals  who  contribute 
directly  or  who  send  memorial  cards  instead  of 
flowers  to  convey  their  messages  of  love  and  sym- 
pathy. The  donations  are  retained  as  perpetual 
memorials  but  the  interest  therefrom  is  to  be  used 
as  a love  gift  or  a loan  at  the  discretion  of  the  com- 
mittee with  the  consent  of  the  President. 

The  Library  Committee  encourages  bequests, 
memorials,  and  donations  to  the  State  Medical  Li- 
brary in  Fort  Worth.  It  is  a project  of  the  State 
Medical  Association  but  in  1943  the  Auxiliary  was 
asked  to  sponsor  and  secure  endowments  for  the 
Library,  which  serves  Texas  physicians  with  post- 
graduate information  on  medical  or  scientific  sub- 
jects. Also  the  Library  makes  health  films  available 
to  county  medical  societies  and  auxiliaries. 

A question  box  on  duties  of  county  presidents  con- 
ducted by  Mrs.  Edward  C.  Ferguson,  Beaumont, 
State  President,  and  Mrs.  S.  M.  Hill,  Dallas,  State 
President-Elect,  concluded  the  program  of  the 
luncheon  for  county  presidents  and  vice-presidents. 

Luncheon  for  County  Treasurers 

The  theme  of  the  luncheon  for  county  treasurers 
was:  “Money  Well  Spent.” 

Mrs.  Scott  Applewhite,  San  Antonio,  Finance 
Chairman,  discussed  “County,  State,  and  National 
Auxiliary  Budgets”  as  follows : 

BUDGETS 

To  prepare  a county  budget  you  first  must  de- 
cide on  the  amount  of  dues  so  that  you  may  know 
how  much  you  will  have  as  a working  basis.  Sec- 
ond, you  should  set  aside  the  amount  to  be  sent  to 
the  State  and  National  Auxiliaries  for  their  dues. 
You  now  have  left  the  amount  allotted  to  your 
county  needs.  Each  auxiliary  decides  at  the  first  of 
the  fiscal  year  the  main  objectives  for  that  year. 
Smaller  auxiliaries  are  not  expected  to  do  as  much 
as  the  larger  ones.  The  State  Auxiliary  has  three 
projects — Memorial,  Library,  and  Student  Loan — 
all  of  which  are  maintained  by  special  gifts.  It  is 
necessary  to  study  your  state  projects  as  well  as 
local  in  order  to  decide  which  ones  you  wish  to 
support,  and  then  divide  your  working  capital  ac- 
cordingly. 

The  State  Auxiliary  budget  has  a somewhat  dif- 
ferent arrangement.  After  the  dues  are  sent  to  the 
National  Auxiliary  Treasurer,  the  remainder  is 
used  for  the  President’s  traveling  expenses,  mail- 
ing expenses  of  the  chairmen,  auditor,  treasurer, 
and  for  printing  and  stationery. 

The  National  Auxiliary  budget  may  seem  large, 
but  in  comparison  it  is  no  larger  than  the  state. 


First,  an  amount  is  allocated  to  the  President  to 
cover  her  expenses,  such  as  traveling,  hotel,  clerical, 
postage,  and  telegraph.  A small  sum  is  used  for  the 
chairmen  to  cover  postage  and  printing  expenses. 
The  central  office  is  our  center  of  activity.  It  is 
here  all  materials  are  kept  for  the  use  of  all  mem- 
bers. The  material  for  the  Bulletin  is  also  assembled 
here.  The  cost  of  printing  and  mailing  the  Bulletin 
is  met  by  the  money  derived  from  subscriptions. 

It  is  our  wish  that  you  now  have  a clear  under- 
standing of  how  to  prepare  your  budgets,  and  of  the 
close  relationship  of  all  three  budgets — not  only  in 
money  value  but  interests. 

In  closing,  may  I suggest  that  it  is  wise  to  pre- 
pare your  budget  from  the  money  collected  the  pre- 
vious year. 

The  luncheon  for  county  treasurers  was  conclud- 
ed with  a question  box  on  keeping  records  led  by 
Mrs.  J.  Guy  Jones,  Dallas,  Treasurer. 

Mrs.  M.  A.  Ramsdell,  San  Antonio, 
Recording  Secretary. 

SECOND  GENERAL  MEETING 

At  9 a.  m.,  Wednesday,  April  28,  1948,  in  the 
“Little  Theater  of  Fashion,”  The  Fashion,  Hous- 
ton, Texas,  the  thirtieth  annual  session  of  the  Wo- 
man’s Auxiliary  to  the  State  Medical  Association  of 
Texas  reconvened  in  the  second  business  session. 

The  President,  Mrs.  Edward  C.  Ferguson,  Beau- 
mont, called  the  meeting  to  order. 

Mrs.  V.  M.  Longmire,  Temple,  moved  and  Mrs.  J. 
H.  McCracken,  Jr.,  Dallas,  seconded  that  to  expedite 
the  transaction  of  the  business  of  the  convention, 
the  unfinished  and  new  business  be  taken  up  at  this 
time,  the  reports  of  chairmen  of  standing  com- 
mittees, council  women,  and  county  presidents  to  be 
resumed  thereafter  if  time  permitted;  if  not,  that 
the  reports  be  filed.  The  motion  carried. 

The  recommendations  of  the  Executive  Board 
were  then  presented  individually  by  the  Secretary. 
The  recommendations  follow: 

recommendations  of  executive  board 

1.  That  an  instrument  of  a trust  fund  combining 
the  Student  Loan  Fund  and  the  George  Plunkett 
Red  Fund  be  adopted.  Mrs.  0.  M.  Marchman,  Dal- 
las, moved,  and  Mrs.  Tom  Sharp,  San  Antonio,  sec- 
onded that  the  recommendation  be  adopted.  The 
motion  carried. 

2.  That  the  “floating  excess”  of  $16.75  noted  by 
the  Auditor  be  placed  in  the  General  Fund.  Mrs. 
Tom  Sharp,  San  Antonio,  moved,  and  Mrs.  G.  V. 
Brindley,  Temple,  seconded  the  adoption  of  this 
recommendation.  The  motion  carried. 

3.  That  the  general  body  adopt  the  trust  instru- 
ment drawn  up  by  a committee  in  conference  with 
the  trust  officer  of  the  Republic  National  Bank  of 
Dallas.  Mrs.  F.  F.  Kirby,  Waco,  moved,  and  Mrs. 
P.  H.  Frenzel,  Donna,  seconded  the  adoption  of  the 
recommendation.  The  motion  carried. 

4.  That  the  standing  rules  be  revised  to  provide 
(a)  that  the  paragraph  concerning  the  George 
Plunkett  Red  Fund  be  omitted;  and  (b)  that  the 
Woman’s  Auxiliary  Student  Loan  Fund  Committee 
be  composed  of  five  members,  appointed  annually 
by  the  President;  that  it  shall  have  a chairman  and 
a co-chairman;  that  the  co-chairman  shall  act  as 
chairman  of  the  Red  Division  of  the  Student  Loan 
Fund;  and  that  each  city  wherein  an  accredited 
medical  school  is  located  shall  have  a representa- 
tive on  the  committee.  Mrs.  Joe  Foster,  Houston, 
moved,  and  Mrs.  L.  L.  D.  Tuttle,  Houston,  seconded 
the  adoption  of  the  recommendation.  The  motion 
carried. 

5.  That  in  the  future  the  Finance  Committee  pre- 
pare the  budget  for  the  following  year.  Mrs.  Ed- 
ward Coyle,  San  Antonio,  moved  and  Mrs.  Travis 
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Smith,  Temple,  seconded  the  adoption  of  the  recom- 
mendation. The  motion  carried. 

6.  That  the  Treasurer  be  instructed  to  have  a 
supplementary  audit  made  covering  the  expenses  of 
the  convention.  The  adoption  of  this  recommenda- 
tion was  moved  by  Mrs.  Paul  Brindley,  Galveston, 
seconded  by  Mrs.  Edward  Coyle,  San  Antonio,  and 
carried. 

7.  That  in  consideration  of  the  unusual  service 
of  Mrs.  Frank  Haggard,  San  Antonio,  to  the  State, 
Southern,  and  National  Auxiliaries  the  Auxiliary 
to  the  State  Medical  Association  of  Texas  recom- 
mend to  the  National  Auxiliary  Board  that  Mrs. 
Haggard  be  made  an  Honorary  National  Member. 
Mrs.  Scott  Applewhite,  San  Antonio,  moved  and 
Mrs.  Guy  Jones,  Dallas,  seconded  the  adoption  of 
the  recommendation.  The  motion  carried. 

Mrs.  Haggard  then  voiced  her  deep  appreciation 
of  the  action  of  the  State  Auxiliary. 

8.  That  -the  proposed  revisions  of  the  Constitu- 
tion of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  to  be  presented  at  the  annual 
meeting  of  the  National  Auxiliary  in  June,  1948,  be 
adopted.  Mrs.  W.  R.  Thompson,  Dallas,  moved  and 
Mrs.  A.  B.  Pumphrey,  Fort  Worth,  seconded  that 
these  proposed  revisions  be  considered  individually. 
The  motion  carried. 

It  was  moved  by  Mrs.  L.  L.  D.  Tuttle,  Houston, 
seconded  by  Mrs.  Guy  Jones,  Dallas,  that  the  fol- 
lowing revision  be  recommended  to  the  National 
Auxiliary:  Article  VI,  General  Officers  (Constitu- 
tion), Section  6,  to  read  “to  be  eligible  for  election, 
succession  or  appointment  as  president,  president- 
elect, first  vice-president,  or  director,  a member 
must  have  served,  and  so  forth.”  The  motion  car- 
ried. 

Mrs.  G.  V.  Brindley,  Temple,  moved  and  Mrs.  F. 
F.  Kirby,  Waco,  seconded,  that  the  following  re- 
vision be  recommended  to  the  National  Auxiliary: 
Chapter  II,  Election  of  General  Officers  (By-Laws), 
Section  2,  to  read  “No  more  than  two  members  of 
this  committee  shall  serve  two  years  consecutively.” 
The  motion  carried. 

Mrs.  A.  L.  Goodman,  Waco,  moved  and  Mrs.  L. 
J.  Peters,  Orange,  seconded  that  the  following  re- 
vision be  recommended  to  the  National  Auxiliary: 
Chapter  III,  Duties  of  General  Officers,  Section  3, 
to  read  “She  shall  serve  on  all  standing  committees 
as  a member  ex-officio  without  the  right  to  vote.” 
The  motion  carried. 

Mrs.  Stanley  P.  Howard,  Waco,  moved  and  Mrs. 
Travis  Smith,  Temple,  seconded  that  the  following- 
revisions  be  recommended  to  the  National  Auxiliary: 
Chapter  IV,  Section  1,  Item  5,  and  Section  8,  to 
change  the  name  of  the  Editorial  Committee  to 
Publications  Committee;  and  Chapter  V,  Official 
Publication,  to  read  “The  official  publication  of  the 
Auxiliary  is  the  periodical  published  by  the  Woman’s 
Auxiliary  to  the  American  Medical  Association 
through  (or,  in  conjunction  with)  which  shall  be 
published  all  official  Auxiliary  notices  and  Trans- 
actions of  the  Convention  and  abstracts  of  the  meet- 
ings of  the  Board  of  Directors.”  The  motion  car- 
ried. 

Mrs.  Mark  Latimer,  Houston,  moved  and  Mrs.  P. 
H.  Frenzel,  Donna,  seconded  that  the  following  re- 
vision be  recommended  to  the  National  Auxiliary: 
Chapter  VII,  Constituent  Auxiliaries,  Section  4,  line 
3,  to  read  “Each  constituent  auxiliary  shall  trans- 
mit to  the  Treasurer  of  this  Auxiliary  not  later 
than  March  15  annually,  dues  amounting  to  one 
dollar  for  each  of  its  members  for  the  current  year, 
which  shall  include  subscription  to  the  periodical 
published  by  this  Auxiliary.”  The  motion  carried. 

Mrs.  George  Turner,  El  Paso,  moved  and  Mrs. 
Scott  Applewhite,  San  Antonio,  seconded  that  the 
following  revision  be  recommended  to  the  National 


Auxiliary:  Chapter  X,  Policy,  an  added  Section  4 
to  read  “All  gifts  presented  to  the  Woman’s  Aux- 
iliary must  be  accepted  by  the  Board  of  Directors 
before  being;  announced  at  the  annual  meeting.”  The 
motion  carried. 

9.  That  the  Constitution  of  the  Auxiliary  to  the 
State  Medical  Association  of  Texas  be  revised  to 
read : 

“Article  5.  Section  1.  Each  county  auxiliary  shall 
pay  annual  dues  to  the  State  Auxiliary  at  the  rate 
of  $2  per  capita;  this  to  include  the  dues  of  $1  per 
capita  to  the  Woman’s  Auxiliary  to  the  American 
Medical  Association.”  Mrs.  O.  M.  Marchman,  Dal- 
las, moved  and  Mrs.  Edward  Coyle,  San  Antonio, 
seconded,  that  this  change  be  adopted.  The  motion 
carried. 

Mrs.  Scott  Applewhite,  San  Antonio,  moved  and 
Mrs.  William  Hibbitts,  Texarkana,  seconded,  that 
the  motion  on  change  of  dues  be  amended  to  read: 
“Each  county  auxiliary  shall  pay  annual  dues  to 
the  State  Auxiliary  at  the  rate  of  75  cents  per 
capita;  this  to  include  the  dues  of  50  cents  per 
capita  to  the  Woman’s  Auxiliary  to  the  American 
Medical  Association.”  This  amendment  failed  to 
carry. 

There  being  no  further  unfinished  nor  new  busi- 
ness the  President  asked  that  the  reading  of  the  re- 
ports of  chairmen  of  standing  committees,  council 
women,  and  county  presidents  be  resumed.  The  fol- 
lowing reports  were  read  or  filed: 

Report  of  Chairman  of  George  Plunkett  Red 
Fund  Committee 

Your  chairman  attended  the  post  convention  Execu- 
tive Board  meeting  in  Dallas  in  May  and  the  fall 
Executive  Board  meeting  at  Beaumont  in  September. 

Special  effort  has  been  made  to  add  a substantial 
sum  to  the  trust  this  year.  In  line  with  this  effort 
over  seventy-five  letters  have  been  written.  In  many 
instances  generous  responses  have  been  received. 

One  loan  of  $200  has  been  repaid  in  full,  plus  in- 
terest for  six  years.  It  has  been  the  pleasure  and 
privilege  of  the  committee  to  make  two  loans  this 
year. 

The  financial  statement  is  as  follows: 

Received  and  deposited  with  Trust  Department  of  the 
South  Texas  Commercial  National  Bank : 


Gifts  from  Auxiliaries $ 353.25 

Gifts  from  Individuals 15.00 

Total 368.25 

Interest  received  on  Bonds  and  Notes 98.42 

Total 466.67 


Book  value  of  Trust  at  Bank  as  of  March  9,  1948  5.667.47 

Mrs.  Joe  B.  Foster,  Houston 

Report  of  Chairman  of  Memorial  Fund 
Committee 

The  Memorial  Fund  is  ending  the  year  1947-1948 
with  a very  good  report  though  as  late  as  the  last 
week  in  February  the  outlook  was  not  very  good. 
Your  chairman  sent  out  an  S.O.S.  to  all  county 
presidents  asking  for  donations,  and  telling  them 
we  had  a comparatively  free-from-sorrow  year  and 
asked  that  they  make  contributions  not  as  of  neces- 
sity but  cheerfully  with  a deep  feeling  of  gratitude. 
There  was  a wonderful  response.  I am  sure  many 
would  have  contributed  anyway,  but  in  less  than  six 
weeks  the  amount  of  money  received  was  most  en- 
couraging. I had  some  interesting  answers.  One 
president  said  her  auxiliary  was  new  and  they  knew 
nothing  about  the  Memorial  Fund  but  would  cer- 
tainly be  glad  to  include  it  in  their  budget  next  year. 
I appreciated  that  response  very  much  and  the  ex- 
planation. 

The  balance  in  the  Treasury  in  May,  1947,  was 
$1,964.38.  This  year  we  had  added  to  that  amount 
$942.85  at  the  time  the  books  were  audited.  We 
lacked  $57.15  of  having  $1,000.  Though  the  Treasur- 
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er’s  books  have  closed  mine  never  do  and  I have  since 
the  audit  collected  $57.15,  which  brings  my  report 
for  the  year  to  $1,000.  The  only  expense  incurred 
was  a lawyer’s  fee  for  setting  up  the  Trust  Fund. 
It  has  not  been  paid  yet  but  will  be  when  the  trans- 
action is  completed.  I have  the  instrument  with  me 
for  those  who  are  interested  to  read.  It  has  been  ap- 
proved by  the  Executive  Board  and  adopted  by  the 
general  body. 

There  was  only  one  applicant  for  help  this  year 
which  came  to  me  after  the  Treasurer’s  books  had 
closed.  It  will  be  charged  on  next  year’s  report.  The 
fact  only  one  seemed  to  need  help  might  be  another 
cause  for  gratitude  but  we  should  be  very  sure  we 
are  not  neglecting  other  deserving  persons.  Be  alert 
to  the  needs  in  your  county,  make  investigations  and 
send  information  to  the  state  chairman  after  the 
case  has  been  approved  by  your  local  executive  board. 
The  usable  part  of  the  Memorial  Fund  is  still  quite 
limited  but  it  is  increasing  gradually  each  year. 

Remember  the  beneficiary  may  be  the  wife  or 
other  member  of  a doctor’s  family  provided  he  is  or 
shall  have  been  at  the  time  of  his  death  or  retire- 
ment a member  of  the  State  Medical  Association  of 
Texas.  It  is  an  emergency  gift  or  loan  fund  to  be 
used  at  the  discretion  of  the  committee  with  the 
consent  of  the  State  Auxiliary  President.  I have 
not  used  the  word  “loan”  for  several  years  though 
originally  the  fund  was  used  as  such  entirely.  Re- 
cently I heard  of  a woman  who  did  not  need  a gift 
or  want  charity  but  would  have  been  so  glad  to  have 
had  an  emergency  loan.  The  Memorial  Fund  Com- 
mittee could  and  would  make  a loan  provided  the 
amount  does  not  exceed  funds  available. 

We  look  forward  with  hope  to  a time  when  such 
emergencies  will  not  arise  but  until  that  day  dawns 
it  behooves  us  to  provide  a means  of  help  for  the 
doctor’s  family. 

Mrs.  O.  M.  Marchman,  Dallas. 
Report  on  Exhibits 

Mrs.  J.  J.  Truitt,  Houston,  stated  that  her  report 
had  been  filed.  (Editor’s  Note:  This  report  is  in- 
corporated in  table  1.) 

Report  of  Archives  Chairman 

With  the  progress  of  State  Auxiliary  work  the 
work  of  this  committee  grows  and  becomes  more  in- 
spiring. 

The  amount  of  material  increases,  and  greater 
becomes  our  responsibility  for  preservation  of  every 
article.  Nothing  must  be  lost  since  “The  Preservers 
of  History  are  as  heroic  as  the  Makers  of  History.” 

The  following  material  has  been  received  since 
our  last  report: 

1.  History  of  the  Administration  of  Mrs.  George 
Turner  of  El  Paso  by  Mrs.  E.  H.  Marek,  Historian 
for  1946-1947. 

2.  Outline  of  Programs  and  Objectives  of  Wom- 
an’s Auxiliary  to  State  Medical  Association,  1947- 
1948. 

3.  Three  papers  from  Bexar  County  Auxiliary: 
Address  by  Dr.  D.  A.  Todd,  Quiz  Program,  and 
Minutes  of  Bexar  County  Auxiliary  for  February 
13,  1948. 

4.  Yearbook  of  Grayson  County  Auxiliary,  1947- 
1948. 

5.  Annual  County  Statistics  Report  for  Childress- 
Collingsworth-Hall  Counties  by  Mrs.  E.  M.  Jones, 
president. 

With  a view  to  standardizing  all  reports  for  filing 
we  recommend:  (1)  that  all  reports  be  typed  on 
paper  8.5  by  11  inches;  (2)  that  all  reports  be  made 
on  letterhead  stationery  of  the  organization  as  far 
as  possible;  (3)  that  all  reports  be  signed  by  both 
the  chairman  and  the  president  of  the  organization 
reporting. 

Mrs.  W.  A.  Wood,  Waco. 


Report  of  Research  to  Southern  Medical 
Auxiliary 

The  committee,  in  an  effort  to  preserve  the  mate- 
rial used  on  our  programs  and  to  contribute  it  to 
the  library  of  “Research  and  Romance  of  Medicine,” 
has  written  letters  to  each  county  president  asking 
for  papers,  speeches,  poems,  and  interesting  fea- 
tures used  throughout  the  year.  Some  replies  told 
of  splendid  programs  which  were  unobtainable  for 
this  work,  but  others  made  responses  in  creditable 
contributions.  More  than  eighty  letters  have  been 
written  and  the  following  material  assembled  to 
forward  to  the  chairman  of  Research  and  Romance 
of  Medicine,  Southern  Medical  Auxiliary : 

“Public  Health”  by  Dr.  Roy  Reed,  director  of 
Galveston  County  Health  Unit  (contributed  by 
Galveston  County  Auxiliary)  ; “Noblesse  Oblige”  by 
Mrs.  Robert  Winn,  Dallas  (Dallas  County  Aux- 
iliary) ; “Our  Obligations  As  Auxiliary  Members” 
by  Mrs.  Cecil  0.  Patterson,  Dallas  (Dallas  County 
Auxiliary)  ; “Modern  Trends  in  Medicine”  by  Mrs. 
John  Talley,  Waco  (McLennan  County  Auxiliary)  ; 
“Socialized  Medicine,”  a skit  (Liberty-Chambers 
Counties  Auxiliary) ; “Ten  Commandments  for  Doc- 
tors’ Wives”  (Wharton- Jackson- Matagorda- Fort 
Bend  Counties  Auxiliary)  ; “History  of  the  Caduceus 
and  the  Oath  of  Hippocrates”  compiled  by  Mrs.  J.  T. 
Robinson,  Texarkana  (Bowie-Miller  Counties  Aux- 
iliary; “The  Two  Lives  of  Women”  by  Mrs.  R.  F. 
Baskett,  Texarkana  (Bowie-Miller  Counties  Auxil- 
iary; Address  by  Dr.  David  A.  Todd,  San  Antonio 
(Bexar  County  Auxiliary)  ; “Public  Relations” 
(Bexar  County  Auxiliary)  ; “Quiz  Program”  (Bexar 
County  Auxiliary). 

Mrs.  Marvin  Duckworth,  Cuero. 

Report  of  Bulletin  Committee 

A letter  was  sent  to  each  county  president  last 
fall  saying,  “A  $10  prize  is  to  be  given  to  that  dis- 
trict having  the  highest  percentage  of  subscriptions 
to  the  Bulletin  this  year.  This  check  is  to  be  given 
to  a student  loan  fund,  the  choice  of  the  winning 
district.” 

There  have  been  283  subscriptions  for  the  Bulletin 
since  last  September.  This  number  represents  all 
paid  subscriptions,  whether  renewals  or  new  ones. 
The  $10  prize  went  to  Fifteenth  District  for  having 
the  highest  percentage.  This  district  sent  in  17  sub- 
scriptions, and  with  65  members,  their  percentage 
was  26.  District  5 was  a close  second — 90  subscrip- 
tions and  with  380  members  this  averaged  24  per 
cent. 

Mrs.  S.  J.  Gaddy,  El  Paso. 

Report  of  Memorial  Service  Committee 

In  the  fall  of  the  current  year,  form  letters  were 
sent  to  all  the  county  auxiliary  presidents  request- 
ing the  names  of  deceased  members,  with  the  names 
and  addresses  of  the  immediate  family,  so  that  let- 
ters of  condolence  could  be  written  to  them.  In  the 
spring  each  county  president  was  sent  a reminder  so 
that  a final  check  could  be  made  of  deceased  mem- 
bers not  listed. 

To  date,  there  are  eighteen  members  who  have 
passed  away  during  the  current  year,  and  their 
names  will  be  recorded  in  the  Transactions  of  the 
State  Medical  Auxiliary.  The  immediate  family  of 
each  deceased  member  has  been  written  an  invita- 
tion to  attend  the  Memorial  Services  to  be  held  at 
the  Rice  Hotel,  Houston,  Texas,  on  Wednesday, 
April  28,  1948,  at  4:45  p.  m. 

Mrs.  O.  W.  Robinson,  Paris. 

Report  of  Chairman  of  Finance 

The  Auxiliary  has  many  and  varied  activities, 
each  one  a spoke  in  the  wheel  with  finance  the  hub, 
for  without  money  we  cannot  survive,  let  alone 
progress. 
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Since  organizing  the  Auxiliary  our  dues  both 
State  and  National  have  been  25  cents  per  capita. 
At  this  point  I wish  to  explain  our  requirements 
for  yearly  budgets  as  provided  by  our  Constitution. 
All  money  collected  during  the  current  year  is  set 
aside  to  be  used  the  following  year.  The  budget  is 
made  and  presented  at  the  post  convention  Board 
meeting  for  acceptance;  thus  it  is  a permanent,  and 
not  a tentative  budget. 

In  the  past  our  income,  while  not  large,  did  take 
care  of  our  needs  by  careful  distribution.  Since  the 
war,  with  the  constant  increase  in  the  cost  of  all 
commodities,  we  find  it  is  far  from  adequate  for  our 
present  needs — not  to  mention  any  new  projects.  For 
this  reason  it  was  found  necessary  the  past  few 
years  to  infringe  upon  the  next  year’s  budget  in 
order  to  meet  the  current  bills.  From  the  attached 
table  of  expenditures  you  can  well  understand  how 
necessary  it  is  that  we  have  a larger  income  if  we 
care  to  continue  not  only  as  we  are,  but  for  any 
expansion  o £ the  program. 

Expenditures  for  1947-1948 

Budget  Actual 


President’s  Expenses  $400.00  $400.00 

First  Vice-President  15.00  15.00 

Fourth  Vice-President  10.00  10.00 

Recording  Secretary  10.00  10.00 

Treasurer  — - 30.00  30.00 

Auditor  - 35.00  45.00 

Stationery  - 75.00  131.50 

Membership  List  (typing) — 10.00  30.00 

Printing  of  programs 70.00  70.00 

Printing  of  folders.  School  of  Instruction  25.00 
Miscellaneous  - 50.00  10.25 


Total- $730.00  $751.75 


Mrs.  Scott  C.  Applewhite,  San  Antonio. 

Report  of  School  of  Instruction  Chairman 
Mrs.  Charles  B.  Alexander,  San  Antonio,  stated 
that  the  program  for  the  School  of  Instruction  had 
been  carried  out  during  the  luncheon  period  April 
27,  1948.  (See  page  248  for  report  of  the  School  of 
Instruction. ) 

Report  of  Advisory  Committee 
As  immediate  past  president  and  chairman  of  the 
Advisory  Committee,  it  has  been  my  pleasure  and 
privilege  to  confer,  at  times,  by  letter  and  personal 
contact  with  our  capable  and  charming  President, 
Mrs.  E.  C.  Ferguson.  These  contacts  have  been  a 
source  of  inspiration  and  information  to  me,  rather 
than  a help  to  her. 

Mrs.  George  Turner,  El  Paso. 

Report  of  Postwar  Planning  Committee 
The  dual  purpose  of  our  Postwar  Planning  Com- 
mittee has  been  sustained  in  90  per  cent  of  our 
auxiliaries.  The  objectives  of  the  American  and  State 
Medical  Associations  have  been  advanced,  and  physi- 
cians have  made  the  study  of  prepayment  medical 
care  plans  clearer  and  easier.  The  late  Dr.  Holman 
Taylor,  Dr.  Allen  T.  Stewart,  and  Dr.  George 
Schenewerk  have  been  generous  with  their  time  and 
knowledge  in  making  all  plans  comprehensive  to  the 
public  and  our  membership.  Modus  operandi  has  de- 
pended on  the  ingenuity  of  each  auxiliary  for  the 
distribution  of  information. 

In  the  second  and  more  practical  phase  of  this 
committee’s  activities  auxiliaries  have  welcomed 
the  opportunity  to  serve  and  have  been  cooperative 
in  all  instances.  Specific  relationship  to  the  public 
has  been  our  assistance,  individually  and  collective- 
ly, in  the  recruitment  of  nurses.  Auxiliaries  have 
collaborated  with  nurses  and  hospital  organizations. 
Twenty-three  auxiliaries  presented  the  advantages 
of  nursing  as  a profession  to  high  school  girls 
through  films,  posters,  addresses  by  graduate  or 
student  nurses,  radio,  newspapers,  teas,  luncheons, 
and  airway  hostesses’  talks.  Three  auxiliaries  report 


financial  aid  to  student  nurses  through  scholarship 
loans.  As  a result  eight  prospective  student  nurses 
were  listed  March  10  as  enrollees  in  September 
classes. 

Brochures,  newsletters,  radio  script,  mats,  and 
posters  have  been  secured  from:  American  Medical 
Association  Council  on  Medical  Service,  535  N. 
Dearborn  St.,  Chicago;  Nursing  Information  Bu- 
reau, 1790  Broadway,  New  York;  Advertising  Coun- 
cil, Inc.,  11  West  42nd  St.,  New  York;  American 
Hospital  Association,  18  E.  Division  St.,  Chicago; 
Florists  Telegraph  Association  through  local  florists. 

The  full  effects  and  results  of  an  auxiliary’s  en- 
deavors in  both  phases  of  postwar  planning  are 
indeterminable  and  will  be  measured  as  accom- 
plishments from  time  to  time  in  the  future  as  con- 
tributory to  our  medical  associations. 

Mrs.  E.  H.  Marek. 

The  President  then  called  for  the  reports  of  coun- 
cil women,  which  were  read  or  filed  as  follows: 

Report  of  First  District  Council  Woman 

As  Council  Woman  for  District  1,  I have  written 
letters  to  the  wives  of  the  doctors  whose  names 
were  listed  in  the  Journal  from  counties  of  District 
1,  asking  them  to  become  members-at-large.  These 
letters  were  written  along  the  lines  of  the  sample 
sent  me  in  the  fall.  There  were  twenty-seven  in  all. 
I asked  them  to  mail  their  dues  to  the  State  Treas- 
urer by  March  1,  1948,  but  since  District  1 is  so 
large  I can  only  contact  the  women  by  letter  and  so 
have  no  way  of  knowing  how  many  have  sent  their 
dues  in.  However,  the  women  I have  contacted  in 
and  around  El  Paso  have  expressed  their  preference 
to  pay  for  a full  membership  in  El  Paso  County 
Auxiliary. 

Mrs.  A.  D.  Long,  El  Paso. 

Report  of  Second  District  Council  Woman 

When  the  doctors  held  their  district  meeting  in 
October  at  Big  Spring  the  wives  met  and  organized. 

Registration  was  held  at  the  Settles  Hotel,  and  a 
coffee  for  all  visitors  was  held  at  the  Country  Club. 
Special  guests  were  Mrs.  Edward  C.  Ferguson,  Beau- 
mont, State  President;  Mrs.  A.  N.  Boyd,  Houston, 
First  State  Vice-President;  and  Miss  Mario  de  Haro, 
Dallas. 

Mrs.  E.  V.  Headlee,  Odessa,  president  of  the  Aux- 
iliary to  the  Six-County  Medical  Society,  presided 
and  welcomed  the  state  officers  and  visitors. 

A nominating  committee  report  was  presented  and 
the  following  officers  were  elected  by  acclamation : 
president,  Mrs.  A.  J.  Cooper,  Midland;  vice-presi- 
dent, Mrs.  R.  B.  G.  Cowper,  Big  Spring;  and  sec- 
retary, Mrs.  J.  M.  Woodall,  Big  Spring. 

Mrs.  Ferguson  gave  an  inspiring  message,  and 
Mrs.  Boyd  made  an  interesting  talk.  The  pledge  was 
given  in  unison,  led  by  Mrs.  Ferguson. 

Luncheon  was  held  at  the  Settles  Hotel  followed 
by  a dramatic  interpretation  of  “Life  in  Mexico”  by 
Miss  de  Haro.  At  6 p.  m.  the  wives  joined  the  doctors 
for  a cocktail  party  and  banquet. 

Much  enthusiasm  was  manifested  and  another 
meeting  is  anticipated  for  May. 

Mrs.  A.  J.  Cooper,  Midland. 

Report  of  Third  District  Council  Woman 

Since  the  last  annual  meeting  one  new  auxiliary 
has  been  organized  but  it  is  a merger.  Hutchinson- 
Carson  Counties  Medical  Society  has  recently  voted 
to  meet  with  Gray-Wheeler  Medical  Society.  The 
doctors’  wives,  at  my  suggestion,  are  likewise  join- 
ing the  Gray-Wheeler  Auxiliary  as  regular  members. 

In  the  Third  District  there  are  now  11  county 
societies,  4 county  auxiliaries,  10  paid  up  new  mem- 
bers, 120  total  paid  up  members,  and  9 members- 
at-large. 

A substantial  increase  will  be  shown  in  member- 
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ship  of  Gray-Wheeler  Auxiliary  next  year.  Addition- 
al counties  plan  to  merge  with  Gray-Wheeler  next 
year.  Potter,  Lubbock-Crosby,  Gray-Wheeler,  and 
Childress-Collingsworth-Hall  Auxiliaries  are  all 
showing  an  upward  trend  in  interest. 

For  the  most  part  organization  work  has  been  by 
personal  contact.  At  my  suggestion,  the  doctors’ 
wives  attending  the  fall  district  meeting  at  Lubbock 
voted  to  reorganize  the  women  of  the  district.  A 
district  auxiliary  has  not  functioned  for  some  eigh- 
teen years.  This  will  be  organized  at  the  district 
meeting  to  be  held  in  Amarillo  in  April,  1948.  It  is  to 
be  hoped  that  this  will  be  a step  toward  greater  unity 
in  auxiliary  work  in  the  Panhandle  of  Texas. 

Mrs.  Howard  E.  Puckett,  Amarillo. 

Report  of  Fifth  District  Council  Woman 

The  Fifth  District  is  one  of  the  largest  in  the 
state,  with  twenty-three  counties,  nine  organized 
medical  societies,  and  two  organized  medical  aux- 
iliaries, Bexar  and  Kerr-Kendall-Gillespie-Bandera. 
The  auxiliaries  are  both  ardent  and  efficient  or- 
ganizations with  an  increase  in  membership  in  each 
during  this  past  year. 

In  July  your  council  woman  attended  a meeting 
of  the  Fifth  and  Sixth  District  Medical  Societies 
held  in  Corpus  Christi.  The  wives  of  the  visiting 
doctors  were  guests  of  the  Nueces  County  Auxiliary. 
At  this  meeting  I contacted  the  members  present 
and  talked  organization.  I found  those  present  from 
Karnes-Wilson  Counties  wei'e  interested  in  having 
a local  auxiliary.  Upon  my  return  home,  I wrote  to 
the  councilor,  Dr.  Cary  Poindexter,  for  permission 
to  organize  these  counties;  the  request  was  granted, 
but  Fate  decreed  that  some  one  else  must  do  this 
work.  I commend  to  my  successor  Karnes-Wilson 
Counties.  May  she  have  good  fortune  in  all  her  un- 
dertakings. 

I attended  the  meeting  of  the  State  Board  in 
Beaumont  where  we  were  so  royally  entertained  by 
Dr.  and  Mrs.  E.  C.  Ferguson  and  the  Jefferson 
County  Medical  Auxiliary. 

By  request  of  the  state  chairman  for  Postwar 
Planning,  Mrs.  E.  H.  Marek,  I wrote  to  the  presi- 
dents of  the  Fifth  District  auxiliaries  asking  them 
to  present  programs  in  the  interest  of  the  nursing 
profession  in  all  the  high  schools  and  colleges  in 
their  respective  towns  and  cities. 

The  auxiliaries  in  the  Fifth  District  were  re- 
quested to  discuss  the  feasibility  of  organizing  a 
Fifth  District  Auxiliary.  A vote  was  taken  and  the 
decision  was  to  postpone  this  question  until  some 
future  date,  as  both  organizations  were  so  busy  this 
year  with  local  philanthropic  work. 

A letter  requesting  material  for  a program  on 
prepayment  plans  for  medical  care  was  answered 
and  the  available  material  was  sent. 

The  Bexar  County  Auxiliary  reported  that  Mrs. 
Hershall  LaForge,  Uvalde,  had  renewed  her  mem- 
bership with  them.  Mrs.  J.  E.  Weiderman,  Junction, 
has  renewed  her  membership  with  the  Kerr-Kendall- 
Gillespie-Bandera  Counties  Auxiliary.  These  are  the 
only  two  members-at-large  that  I have  to  report. 

Mrs.  H.  H.  Gallatin,  Kerrville. 

Report  of  Sixth  District  Council  Woman 

And  it  came  to  pass  that  in  the  sixth  month  in 
the  year  of  our  Lord  nineteen  two  score  and  seven, 
the  daughters  of  Texas  gathered  themselves  togeth- 
er in  a town  called  Corpus  Christi. 

Then  all  the  people  of  District  Six  organized 
themselves  together  with  one  accord.  Moreover 
Marie,  the  daughter  of  the  House  of  Ferguson,  and 
Bertie,  the  daughter  of  the  House  of  Boyd,  stood 
up  to  admonish  the  people  in  well  doing. 

And  it  came  to  pass  at  this  time,  that  the  daugh- 
ter of  the  Council  had  a scroll  read,  which  con- 
tained all  the  names  of  the  leaders  for  the  year  to 


follow.  The  first  was  the  daughter  of  the  House  of 
Edwards,  from  the  town  of  Corpus  Christi.  The  sec- 
ond was  the  daughter  of  the  House  of  Glass,  from 
the  town  of  Weslaco.  The  third,  the  daughter  of  the 
House  of  Gibson,  from  the  town  of  Robstown;  the 
fourth  and  fifth  were  the  daughters  of  the  Houses 
of  Barnard  and  Jasperson. 

Now  the  rest  of  the  acts  of  the  daughter  of  the 
Council,  concerning  the  gathering  at  the  City  of 
the  Atlantic,  and  the  City  of  Beaumont,  are  they 
not  recorded  elsewhere? 

Thus  ended  the  report  of  Frances,  the  daughter 
of  the  House  of  Frenzel,  from  the  town  of  Donna. 

Mrs.  P.  H.  Frenzel,  Donna. 

Report  of  Eighth  District  Council  Woman 

As  Council  Woman  for  this  district,  I have  writ- 
ten nineteen  letters  concerned  primarily  with  mem- 
bership-at-large and  collection  of  dues.  I have  en- 
deavored to  stimulate  interest  in  the  organization  of 
an  auxiliary  in  Victoria-Calhoun-Goliad  Counties, 
by  writing  to  three  doctors’  wives,  two  of  whom 
were  members-at-large.  I am  sorry  to  report  no 
success. 

District  8 has  had  programs  on  medical  legisla- 
tion and  voluntary  prepayment  plans,  campaigns  to 
interest  young  women  in  nursing  as  a career,  con- 
tributions to  cancer  control,  contributions  to  various 
auxiliary  funds,  some  Hygeia  subscriptions,  and 
some  physical  examinations. 

I attended  the  State  Medical  Association  conven- 
tion in  Dallas  last  May  and  also  the  South  Texas 
District  meeting  in  Houston  in  December. 

Mrs.  James  H.  Wooten,  Jr.,  Columbus. 

Report  of  Tenth  District  Council  Woman 

In  the  Tenth  District  there  were  six  organized 
auxiliaries  in  May,  1947,  and  six  now,  making  no 
new  auxiliaries  organized  during  the  year.  There 
are  thirty  new  paid  up  members,  the  total  member- 
ship increasing  from  155  to  185.  There  were  no 
members-at-large  a year  ago  and  there  is  none  now. 

There  are  four  unorganized  Auxiliaries.  During 
the  year  over  twenty-five  letters  were  written  ask- 
ing the  women  to  become  members-at-large,  as  these 
counties  have  very  few  doctors  and  usually  not  over 
one  or  two  doctors  in  each  town.  All  of  the  towns 
are  small  and  widely  scattered,  making  it  prac- 
tically impossible  for  the  women  to  meet  with  any 
regularity.  Not  one  of  the  women  responded  to  these 
letters,  so  I am  assuming  they  are  uninterested. 
Telephone  calls  were  made  to  Orange  and  Hardin- 
Tyler  Auxiliaries  asking  them  to  join  Jefferson 
County  at  its  meetings. 

All  of  the  auxiliaries  have  several  health  programs 
during  the  year,  and  each  Auxiliary  met  monthly. 
Outstanding  health  work  was  done  by  Jefferson 
County  in  polio  work.  Its  members  staffed  the  polio 
booth  at  the  Southeast  Texas  Fair  for  ten  days. 
They  also  staffed  one  of  the  theaters  in  Beaumont 
for  two  weeks  during  the  March  of  Dimes.  One  of 
our  members  taught  the  first  class  of  polio  emer- 
gency volunteers  in  Port  Arthur,  the  newest  project 
of  the  Polio  Foundation.  We  are  very  proud  to  have 
had  a part  in  this  new  venture.  Contributions  to 
the  Memorial,  Student  Loan,  Library,  and  George 
Plunkett  Red  Funds  were  made  by  Jefferson,  Lib- 
erty-Chambers, Nacogdoches,  and  Orange  Auxil- 
iaries. 

In  closing  I would  like  to  say  how  deeply  regret- 
ful I am  not  to  have  been  more  successful.  I would 
like  to  recommend  that  personal  contact  be  made 
with  the  unorganized  groups,  or  a key  person  be 
appointed  in  each  county  to  see  that  the  women  are 
approached,  as  I do  not  think  anything  can  be  done 
in  this  district  with  letter  writing. 

Mrs.  John  Carter,  Beaumont. 
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Report  of  Eleventh  District  Council  Woman 

The  fall  meeting  was  held  October  29,  1947,  at  the 
home  of  Mrs.  George  Hilliard,  Jacksonville,  with 
twenty-three  members  present.  The  council  woman 
outlined  the  President’s  program  for  the  year,  and 
heard  a report  from  the  presidents  of  the  five  aux- 
iliaries in  the  district  concerning  the  work  planned 
for  the  year.  The  treasurer,  Mrs.  T.  M.  Jarmon,  re- 
ported a balance  of  $10.56. 

Following  the  business  meeting,  the  ladies  had 
luncheon  at  a local  hotel  with  the  doctors,  during 
which  Dr.  Tate  Miller,  of  Dallas,  gave  a splendid 
address  on  the  importance  of  the  family  doctor. 
Following  the  luncheon,  Mrs.  L.  L.  Travis  held 
open  house  for  the  ladies,  with  tea  and  other  refresh- 
ments. 

The  spring  meeting  was  originally  scheduled  to 
be  held  on  March  10,  in  Palestine,  but  a driving 
sleet  and  the  lowest  temperature  of  the  year  changed 
the  date  to  March  18.  The  meeting  was  held  in  Tyler, 
with  the  Tyler  Auxiliary  as  hostesses,  at  the  home 
of  Mrs.  C.  C.  McDonald,  local  president.  There  were 
twenty-seven  members  present.  The  treasurer,  Mrs. 
T.  M.  Jarmon,  reported  a balance  of  $10.56. 

A slate  of  officers  for  the  coming  year  was  pre- 
sented by  Mrs.  L.  B.  Windham,  chairman  of  the 
nominating  committee.  They  were  elected  unanimous- 
ly and  are  as  follows : council  woman  and  president, 
Mrs.  Paul  Stokes,  Crockett;  vice-president,  Mrs.  J. 
T.  Boyd,  Jacksonville;  second  vice-president,  Mrs.  T. 
M.  Jarmon,  Tyler;  third  vice-president,  Mrs.  R.  E. 
Henderson,  Athens;  recording  secretary,  Mrs.  W.  H. 
Sory,  Jacksonville;  corresponding  secretary  and 
treasurer,  Mrs.  Jack  Goolsby,  Crockett;  parliamen- 
tarian, Mrs.  R.  L.  Page,  Tyler;  and  reporter,  Mrs. 
J.  M.  Travis,  Jacksonville. 

Following  the  reports  of  the  county  presidents, 
the  meeting  adjourned  and  tea  was  served  by  the 
hostesses. 

Mrs.  E.  H.  Caldwell,  Tyler. 

Report  of  Twelfth  District  Council  Woman 

The  meeting  of  the  Twelfth  District  Auxiliary 
convened  July  8,  1947,  at  the  Falls  Hotel,  Marlin. 
Twenty-one  members  were  present  from  Hill,  Falls, 
Bell,  and  McLennan  Counties.  From  this  meeting 
$12.25  was  sent  to  the  Memorial  Fund.  The  death  of 
Mrs.  H.  S.  Garrett  on  May  1,  1947,  was  reported. 
The  different  counties  reported  active  work  on  legis- 
lation, public  relations,  and  in  tuberculosis  work. 

The  next  meeting  was  January  13,  1948,  in  Waco, 
at  the  Raleigh  Hotel.  There  were  thirty  members 
present  from  Bell,  Bosque,  Brazos,  Falls,  and  Mc- 
Lennan Counties.  The  State  President,  Mrs.  E.  C. 
Ferguson,  was  guest  of  honor.  From  this  meeting 
$22.85  was  sent  to  the  Memorial  Fund.  One  mem- 
ber passed  away,  Mrs.  H.  F.  Connally,  Sr.,  Waco. 
Donations  from  the  different  county  auxiliaries 
were  made  to  Red  Cross,  Community  Chest,  Memo- 
rial Fund,  Student  Loan  Fund,  and  Library  Fund. 
There  are  four  members-at-large  from  the  McLen- 
nan County  Auxiliary  and  three  subscriptions  to  the 
Bulletin. 

New  officers  elected  for  the  coming  year  were: 
president,  Mrs.  R.  R.  White,  Temple;  vice-president, 
Mrs.  R.  J.  Hanks,  Waco;  secretary,  Mrs.  Ray  E. 
Bullard,  Waco;  publicity  secretary,  Mrs.  D.  R. 
Swetland,  Marlin. 

Mrs.  R.  Spencer  Wood,  Waco. 

Report  of  the  Thirteenth  District  Council 
Woman 

The  Woman’s  Auxiliary  to  the  Thirteenth  District 
Medical  Society  has  had  an  active  year.  There  are 
about  550  doctors  in  our  district,  nine  organized 


medical  groups  in  the  twenty  counties.  We  have  five 
active  auxiliaries  and  four  groups  of  counties  with 
no  auxiliaries.  I contacted  ten  different  women  in 
these  four  groups  at  three  different  times  this  year, 
but  in  each  instance  the  ones  I asked  thought  best 
not  to  try  to  organize  at  this  time,  and  our  First 
Vice-President  and  organization  chairman,  Mrs.  A. 
N.  Boyd,  Houston,  had  said,  “Do  not  try  to  organize 
an  unwilling  group.”  I was  disappointed  for  I had 
hoped  to  have  a completely  organized  district. 

I did  organize  two  auxiliaries,  Parker-Palo  Pinto 
Counties  and  Eastland-Callahan  Counties.  They  are 
active  and  are  doing  splendid  work,  and  I feel  that 
I have  laid  the  ground  work  for  further  organiza- 
tion. After  sending  notes  to  each  woman  in  the  un- 
organized counties,  I did  secure  twenty  members- 
at-large.  I have  written  about  225  letters  and  cards, 
have  made  a number  of  phone  calls,  and  sent  tele- 
grams. We  have  had  two  interesting  meetings. 

The  Auxiliary  met  in  Mineral  Wells,  the  district’s 
permanent  meeting  place,  at  the  Baker  Hotel  on 
November  11,  1947.  Thirty-seven  women  registered 
and  were  present  at  our  joint  luncheon  with  the 
medical  society.  Vocal  duets  were  sung  by  Mrs.  Wat- 
son Frazier  and  Mr.  Gordon  Dennis.  Dr.  Tate  Miller, 
Dallas,  President-Elect  of  the  State  Medical  Asso- 
ciation, gave  an  interesting  address.  Mrs.  Ben  L. 
McCloud,  Jr.,  Mineral  Wells,  welcomed  the  visitors 
and  Mrs.  P.  M.  Kuykendall,  Ranger,  council  woman, 
responded.  Dr.  Allen  Stewart,  Lubbock,  presented 
slides  and  spoke  on  voluntary  prepayment  medical 
care  plans.  Our  honor  guest  was  Mrs.  W.  Frank 
Armstrong,  Fort  Worth,  Fourth  Vice-President  of 
the  Woman’s  Auxiliary  to  the  State  Medical  Asso- 
ciation. Mrs.  Frank  C.  Hodges,  Abilene,  was  intro- 
duced as  council  woman-elect.  In  a short  business 
session,  a nominating  committee  for  council  woman 
was  appointed:  Mrs.  W.  G.  Phillips,  Fort  Worth, 
chairman;  Mrs.  R.  G.  Baker,  Fort  Worth;  and  Mrs. 
J.  D.  Hall,  Wichita  Falls.  Mrs.  Annstrong  gave  an 
interesting  talk  on  socialized  medicine. 

The  spring  meeting  of  the  Auxiliary  was  held 
May  11,  1948,  at  the  Baker  Hotel.  There  were 
twenty-five  ladies  present  in  spite  of  a rainy  day. 
Our  luncheon  was  with  the  doctors  on  the  Baker 
Hotel  Roof. 

We  had  the  pleasui'e  of  hearing  a splendid  ad- 
dress by  Dr.  G.  V.  Brindley,  Temple,  President- 
Elect  of  the  State  Medical  Association.  This  was 
our  outstanding  meeting  of  the  year,  for  we  had  the 
honor  of  introducing  at  the  luncheon  the  President- 
Elect’s  wife,  Mrs.  G.  V.  Brindley,  Temple,  and  our 
own  new  President  of  the  Woman’s  Auxiliary  to 
the  State  Medical  Association,  Mrs.  S.  M.  Hill, 
Dallas. 

The  auxiliary  meeting  was  called  to  order  by 
Mrs.  P.  M.  Kuykendall,  council  woman,  who  respond- 
ed to  the  welcome  by  Mrs.  Platt  L.  Allen,  Weather- 
ford, president  of  Parker-Palo  Pinto  Counties  Aux- 
iliary. Miss  Louise  Wilson  sang,  accompanied  by 
Mrs.  E.  F.  Francis.  A short  business  session  was 
held  and  repoi’ts  were  given  by  county  auxiliary 
presidents.  Much  activity  was  shown  in  each  aux- 
iliary by  the  reports  given.  Mrs.  R.  G.  Baker  read 
the  report  of  the  nominating  committee  in  the  ab- 
sence of  Mrs.  W.  G.  Phillips,  chairman.  She  pre- 
sented the  name  of  Mrs.  Tom  B.  Bond,  Fort  Worth, 
as  council  woman-elect,  and  she  was  elected  unani- 
mously by  acclamation.  At  this  meeting  Mrs.  Frank 
C.  Hodges,  Abilene,  became  council  woman  for  1948- 
1949.  We  had  the  pleasure  of  having  three  visitors 
present  from  the  Fourteenth  District,  Mrs.  H.  Leslie 
Moore,  Mrs.  0.  M.  Marchman,  and  Mrs.  S.  F.  Har- 
rington, all  of  Dallas. 

Our  honor  guest,  Mrs.  S.  M.  Hill,  Dallas,  the  new 
State  President,  gave  an  interesting  talk  on  the 
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state  meeting  at  Houston  and  her  plans  for  our 
Auxiliary  for  the  coming  year. 

Mrs.  P.  M.  Kuykendall,  Ranger. 

Report  of  the  Fourteenth  District 
Council  Woman 

The  Fourteenth  District  Auxiliary  held  two  meet- 
ings during  the  year.  The  first,  in  Sherman,  on  June 
24,  1947,  stressed  public  relations  and  public  health. 
Thirty-four  members  were  present.  The  second  was 
held  at  the  home  of  Mrs.  S.  M.  Hill,  Dallas,  on  De- 
cember 9,  1947,  with  thirty  members  present. 

During  the  year  125  cards  were  mailed  to  mem- 
bers-at-large  and  county  presidents,  informing  them 
of  meetings  to  be  held.  Members  were  also  inform- 
ed of  the  slogan  of  Mrs.  Edward  C.  Ferguson,  our 
State  President:  “Every  Doctor’s  Wife  a Member.” 

Membership  is  as  follows: 

Cook  County  9,  Hunt-Rockwall-Rains  Counties  35, 
Ellis  County  18,  Hopkins-Franklin  Counties  16, 
Dallas  County  440,  Kaufman  County  15,  Lamar 
County  27,  Grayson  County  33,  members-at-large  7, 
total  600. 

Mrs.  Cecil  0.  Patterson,  Dallas. 

Narrative  reports  were  then  presented  by  county 
auxiliary  presidents.  (Editor’s  Note:  Lack  of  space 
makes  it  impossible  to  print  these  reports.)  Reports 
were  received  from  the  following:  Austin-Waller, 
Mrs.  R.  A.  Neely,  Bellville;  Bell,  Mrs.  Travis  Smith, 
Temple;  Bexar,  Mrs.  Tom  Sharp,  San  Antonio; 
Bowie-Miller,  Mrs.  W.  L.  Kitchens,  Texarkana; 
Brazoria,  Mrs.  G.  J.  Hayes,  Alvin  (read  by  Mrs. 
Ralph  Gray,  Lake  Jackson)  ; Cass-Marion,  Mrs.  A. 
E.  Starnes,  Hughes  Springs;  Cherokee,  Mrs.  John 
Travis,  Jacksonville;  Cook,  Mrs.  V.  C.  Cirone, 
Gainesville;  Dallas,  Mrs.  John  M.  Pace,  Dallas; 
DeWitt-Lavaca,  Mrs.  Harvey  Renger,  Hallettsville ; 
Eastland-Callahan,  Mrs.  E.  R.  Townsend,  Eastland; 
Ector-Midland  - Martin-Howard  - Andrews  - Glasscock, 
Mrs.  E.  V.  Headlee,  Odessa;  Ellis,  Mrs.  S.  H.  Wat- 
son, Waxahachie;  El  Paso,  Mrs.  A.  P.  Black,  El 
Paso;  Erath-Hood-Somervell,  Mrs.  T.  F.  Bryan, 
Dublin;  Falls,  Mrs.  W.  S.  Smith,  Marlin;  Galveston, 
Mrs.  Hughes  Gilliam,  Galveston;  Grayson,  Mrs.  Doak 
Blassingame,  Denison  (read  by  Mrs.  W.  A.  Lee, 
Denison)  ; Gregg,  Mrs.  J.  E.  Wensley,  Longview; 
Hardin-Tyler,  Mrs.  L.  R.  Lancaster,  Sour  Lake; 
Harris,  Mrs.  L.  L.  D.  Tuttle,  Houston  (read  by  Mrs. 
A.  N.  Boyd,  Houston)  ; Hunt-Rockwall-Rains,  Mrs. 
H.  W.  Maier,  Greenville;  Jefferson,  Mrs.  Fred  Sut- 
ton, Beaumont;  Kerr-Kendall-Gillespie-Bandera, 
Mrs.  Lester  Keyser,  Fredericksburg  (read  by  Mrs. 
Sam  Thompson)  ; Lamar,  Mrs.  T.  E.  Hunt,  Paris; 
Liberty-Chambers,  Mrs.  W.  H.  Bridges,  Goose  Creek; 
Lubbock-Crosby,  Mrs.  0.  Robert  Hand,  Lubbock; 
McLennan,  Mrs.  Stanley  Howard,  Waco;  Nacog- 
doches, Mrs.  J.  Frank  Beall,  Nacogdoches;  Nolan- 
Fisher-Mitchell,  Mrs.  S.  F.  Supowit,  Sweetwater; 
Nueces,  Mrs.  Frank  Ellis,  Corpus  Christi;  Orange, 
Mrs.  T.  O.  Woolley,  Orange;  Potter,  Mrs.  T.  P. 
Churchill,  Amarillo;  Smith,  Mrs.  C.  C.  McDonald, 
Tyler;  Tarrant,  Mrs.  Tom  Bond,  Fort  Worth;  Tay- 
lor-Jones,  Mrs.  C.  A.  McFadden,  Abilene;  Tom 
Green-Eight  County,  Mrs.  W.  G.  Mitchell,  San  An- 
gelo; Travis,  Mrs.  R.  A.  Cooper,  Austin;  Washing- 
ton, Mrs.  Roger  E.  Knolle,  Brenham;  Wharton- 
Jackson-Matagorda-Fort  Bend,  Mrs.  B.  M.  McGee, 
Rosenberg;  Wichita,  Mrs.  W.  E.  Crump,  Wichita 
Falls. 

There  being  no  further  reports,  the  President  de- 
clared the  meeting  recessed  until  1 p.  m.  The  meet- 
ing recessed  at  11:45  a.  m. 

Mrs.  M.  A.  Ramsdell,  San  Antonio, 
Recording  Secretary. 


GENERAL  LUNCHEON  SESSION 

The  Woman’s  Auxiliary  to  the  State  Medical  As- 
sociation of  Texas  reconvened  at  1 p.  m.  Wednesday, 
April  28,  1948,  at  San  Jacinto  Inn,  San  Jacinto 
Battleground,  Houston,  Texas,  for  a luncheon  ses- 
sion. 

The  President,  Mrs.  Edward  C.  Ferguson,  Beau- 
mont, called  the  meeting  to  order. 

Mrs.  Frank  Haggard,  San  Antonio,  gave  the  in- 
vocation. 

Vocal  selections  were  presented  by  Mrs.  Nancy 
Yeager  Blackburn,  Houston  artist. 

The  President  introduced  Mrs.  L.  L.  D.  Tuttle, 
chairman  of  General  Arrangements.  Mrs.  Tuttle  ex- 
pressed her  recognition  of  the  work  done  by  the 
various  chairmen  and  their  committees. 

Mrs.  Ferguson  then  introduced  Mrs.  Eustace  A. 
Allen,  Atlanta,  Ga.,  President  of  the  National  Aux- 
iliary, and  guest  of  the  Texas  State  Auxiliary,  in 
the  following  words: 

Introduction  of  Mrs.  Allen 

Our  speaker  for  today  is  a distinguished  lady. 
Although  she  is  personally  known  to  but  a few  of 
you,  she  is  the  warm  friend  and  staunch  ally  of  all, 
for  service  to  the  Medical  Auxiliary  has  been  her 
watchword  since  1923  when  she  became  a charter 
member  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  Fulton  County,  Georgia. 

Since  that  time,  she  has  served  her  local  auxiliary 
in  a number  of  offices  including  that  of  president. 
She  has  been  on  the  board  of  directors  of  the  Wom- 
an’s Auxiliary  to  the  Georgia  State  Medical  Asso- 
ciation for  many  years. 

In  the  Auxiliary  to  the  Southern  Medical  Asso- 
ciation she  has  served  as  vice-president,  corre- 
sponding secretary,  and  as  a member  of  various 
committees. 

In  July,  1946,  she  was  elected  to  the  office  of 
President-Elect  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association.  In  June,  1947,  she 
became  its  President. 

I am  honored  and  happy  to  present  to  you  our 
National  President,  Mrs.  Eustace  A.  Allen,  Atlanta, 
Ga. 

Summary  of  Address  by  Mrs.  Eustace  A.  Allen 

Mrs.  Allen  stated  that  she  felt  very  much  at  home, 
inasmuch  as  the  late  Mrs.  Samuel  Clark  Red,  Hous- 
ton, had  been  the  founder  of  the  Auxiliary  to  the 
American  Medical  Association  in  1922.  She  express- 
ed the  wish  that  Mrs.  Red  might  have  been  able  to 
see  the  progress  accomplished  in  the  realization  of 
her  vision  for  the  National  Auxiliary.  She  called 
attention  to  the  importance  of  public  relations  ob- 
jectives of  the  organization. 

She  emphasized  three  suggestions  made  by  the 
Board  of  Trustees  of  the  American  Medical  Asso- 
ciation : 

1.  The  membership  should  be  doubled. 

2.  Public  Relations  may  actually  be  defined  as 
Public  Health. 

3.  County  auxiliaries  are  important  in  carrying 
out  the  program.  Among  the  items  mentioned  were 
the  value  of  questionnaires,  panel  discussions,  round- 
table discussions,  the  necessity  of  personal  and  so- 
cial contacts  as  well  as  emphasis  upon  the  medical 
phase,  and  in  nurses’  recruitment  the  importance  of 
offering  scholarships  as  well  as  educational  sup- 
port to  prospective  nurses. 

Mrs.  Allen  referred  briefly  to  the  necessity  and 
advisability  of  an  increase  in  dues  to  the  National 
Auxiliary. 
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In  conclusion,  Mrs.  Allen  paid  tribute  to  the  serv- 
ices rendered  as  members  of  the  National  Board  by 
two  members  of  the  Texas  State  Auxiliary,  Mrs. 
Frank  Haggard,  San  Antonio,  and  Mrs.  Scott  C. 
Applewhite,  San  Antonio,  and  stated  that  the  Na- 
tional Auxiliary  considers  Texas  as  the  mainstay  of 
the  southern  states  in  Auxiliary  accomplishments. 

Report  of  Historian 

Mrs.  Mark  H.  Latimer,  Houston,  Historian,  was 
asked  to  give  her  report.  She  stated  that  her  report 
had  been  filed  (table  1,  pages  258-259). 

Awards 

Awards  were  then  announced. 

Hidalgo-Starr  Counties  Auxiliary  was  given  the 
silver  loving  cup  for  having  increased  its  member- 
ship 105.5  per  cent.  Second  in  that  class  was  Potter 
County  with  105.3  per  cent.  The  following  blue  rib- 
bons were  awarded: 

Student  Loan 
First  Group — Nacogdoches 
Second  Group — Tom  Green-Eight  County 
Third  Group — McLennan 
Fourth  Group — Harris 

George  Plunkett  Red 

First  Group — none 
Second  Group — none 
Third  Group — none 
Fourth  Group — Harris 

Memorial  Fund 
First  Group — Nacogdoches 
Second  Group — Tom  Green-Eight  County 
Third  Group — McLennan 
Fourth  Group — Harris 

Local  Contributions 
First  Group — Nacogdoches 
Second  Group — Tom  Green-Eight  County 
Third  Group — McLennan 
Fourth  Group — Harris 

Library  Fund 

First  Group — none 

Second  Group — Tom  Green-Eight  County 
Third  Group — McLennan 
Fourth  Group — Harris 

Physical  Examinations 
First  Group — Cameron-Wiilacy 
Second  Group — Lubbock-Crosby 
Third  Group — Galveston 
Fourth  Group — Harris 

Hygeia 

First  Group — Childress-Collingsworth-Hall 
Second  Group — Kerr-Kendall-Gillespie-Bandera 
Third  Group — Nueces 
Fourth  Group — Dallas 

Bulletin  Subscriptions 
First  Group — Bowie-Miller 
Second  Group — Tom  Green-Eight  County 
Third  Group — Galveston 
Fourth  Group — Bexar 

State  Publicity 

First  Group — Nolan-Fisher-Mitchell 
Second  Group — Kerr-Kendall-Gillespie-Bandera 
Third  Group — Nueces 
Fourth  Group — none 

Local  Publicity 

First  Group — Nolan-Fisher-Mitchell  _ 

Second  Group — Kerr-Kendall-Gillespie-Bandera 
Third  Group — Nueces 
Fourth  Group — Tarrant 

Exhibits 

First  Group — Brazoria 

Second  Group — Kerr-Kendall-Gillespie-Bandera 
Third  Group — Bell 
Fourth  Group — Harris 

Legislative 

First  Group — Brazoria 
Second  Group — Taylor- Jones 
Third  Group — Bell 
Fourth  Group — Dallas 

Public  Relations 

First  Group — Orange 
Second  Group — Hunt-Rockwall-Rains 
Third  Group — McLennan 
Fourth  Group — Bexar 


Mrs.  Dan  Russell,  San  Antonio,  chairman  of 
Resolutions,  gave  her  report  as  follows: 

Resolutions 

The  Woman’s  Auxiliary  to  the  State  Medical  As- 
sociation of  Texas,  in  thirtieth  annual  session  at 
Houston,  April  26-29,  1948,  is  appreciative  of  the 
many  courtesies  and  favors  extended  it.  Under  the 
untiring  leadership  of  our  capable  President,  Mrs. 
Edward  C.  Ferguson,  with  the  guidance  of  the  loyal 
doctors  of  the  State  Medical  Association  of  Texas, 
with  the  able  assistance  of  all  state  officials  and 
committees,  and  the  marvelous  contributions  of  the 
various  county  auxiliaries  and  their  efficient  presi- 
dents, we  come  to  the  close  of  another  successful 
year,  and  wish  to  express  our  deepest  gratitude  to 
each  one  who  contributed  to  its  success,  and  to  say 
a heartfelt  “thank  you.” 

Whereas,  the  Woman’s  Auxiliary  to  the  Harris 
County  Medical  Society,  under  the  presidency  of 
Mrs.  L.  L.  D.  Tuttle,  has  so  warmly  welcomed  us, 
having  provided  us  with  a hostess  room,  transporta- 
tion on  numerous  occasions,  and  has  arranged  for 
our  every  need  and  comfort,  and  has  entertained  us 
so  graciously  with  a beautiful  tea  at  the  River  Oaks 
Country  Club; 

Whereas,  the  local  convention  chairmen  and  com- 
mittees have  so  beautifully  arranged  for  all  busi- 
ness and  social  functions; 

Whereas,  the  Lamar  Hotel  has  kindly  provided 
space  for  registration  and  meetings; 

Whereas,  Dr.  L.  T.  Pulliam  has  provided  beauti- 
ful flowers  for  our  meeting  on  Tuesday; 

Whereas,  Mrs.  Nancy  Yeager  Blackburn  and  her 
accompanist,  have  contributed  to  the  entertainment 
at  the  luncheon  on  Wednesday  with  beautiful  vocal 
selections; 

Whereas,  Houston  merchants  have  remembered  us 
with  attractive  favors  upon  several  occasions: 

The  Fashion,  917  Main  Street,  through  the  Wom- 
an’s Auxiliary  to  the  Harris  County  Medical  Society, 
has  provided  a comfortable  and  attractive  meeting 
place,  together  with  most  acceptable  refreshments, 
as  well  as  favors  for  the  luncheon  at  San  Jacinto 
Inn ; 

Sakowitz  Bros.,  720  Main  Street,  entertained  us 
with  a style  show  and  provided  us  with  favors  at 
the  tea  at  River  Oaks  Country  Club  on  Tuesday; 

Foley’s,  110  Main  Street,  provided  flowers,  fav- 
ors, and  draw  prizes  for  the  hostess  room; 

Smart  Shop,  905  Main  Street,  gave  us  the  favors 
for  the  Executive  Board  Luncheon; 

Du  Barry,  through  its  representative,  Mr.  Dan 
Tatum,  1973  Norfolk,  furnished  draw  prizes  at  the 
business  meetings,  as  well  as  favors  for  the  hostess 
room  and  favors  for  the  luncheon  at  Ship  Ahoy  on 
Tuesday; 

Battlesteins,  812  Main  Street,  donated  draw  prizes 
for  the  hostess  room; 

The  Coca-Cola  Company,  707  Live  Oak,  provided 
a cooling  box  and  Coca-Colas  in  the  hostess  room 
for  the  entire  meeting; 

Whereas,  the  local  newspapers,  the  Houston 
Chronicle,  the  Houston  Post,  and  the  Houston  Press 
have  been  generous  with  publicity  for  all  meetings; 

Whereas,  Mrs.  J.  H.  Hawthorne,  notary  for  Mr. 
Ben  Wolfram  of  The  Fashion,  so  kindly  donated  her 
services  to  make  the  instruments  of  the  trust  fund 
legal ; 

Whereas,  the  President  to  the  Woman’s  Auxiliary 
of  the  American  Medical  Association,  Mrs.  Eustace 
A.  Allen,  Atlanta,  Ga.,  has  traveled  so  many  miles 
to  be  with  us  on  this  occasion  and  bring  to  us  in- 
spiration and  encouragement  in  her  charming  and 
gracious  manner;  therefore  be  it 
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Resolved,  that  in  appreciation  of  the  above  stated 
courtesies  and  favors,  and  for  all  considerations 
shown  us  by  each  and  everyone,  that  a copy  of  these 
resolutions  be  spread  upon  the  minutes,  and  that  a 
copy  be  sent  to  each  group  and  individual  mentioned 
above. 

These  resolutions  were  duly  adopted. 

Mrs.  Henry  Maresh,  Houston,  chairman  of  regis- 
tration, reported  576  registered. 

The  President  called  for  the  report  of  the  Nom- 
inating Committee,  which  was  presented  by  Mrs. 
George  Turner,  El  Paso.  The  President  called  for 
nominations  for  each  office  from  the  floor;  there 
being  no  other  nominations  the  vote  was  by  acclama- 
tion, according  to  the  Constitution.  The  following  of- 
ficers were  elected: 

New  Officers 

President — Mrs.  Samuel  M.  Hill,  Dallas. 

President-Elect — Mrs.  Joseph  B.  Foster,  Houston. 

First  Vice-President — Mrs.  0.  W.  Robinson,  Paris. 

Second  Vice-President — Mrs.  Robert  F.  Thompson, 
El  Paso. 

Third  Vice-President — Mrs.  J.  C.  Terrell,  Stephen- 
ville. 

Fourth  Vice-President — Mrs.  Edward  W.  Coyle, 
San  Antonio. 

Corresponding  Secretary — Mrs.  Cecil  O.  Patter- 
son, Dallas. 

Recording  Secretary — Mrs.  R.  E.  Clark,  Memphis. 

Treasurer — Mrs.  V.  M.  Longmire,  Temple. 

Publicity  Secretary — Mrs.  H.  S.  Renshaw,  Fort 
Worth. 

Parliamentarian— Mrs.  J.  C.  Sharp,  Corpus 
Christi. 

Mrs.  P.  R.  Denman,  Houston,  installed  the  officers 
with  the  following  service : 

Installation  Service 

Before  introducing  our  new  officers,  we  turn  to 
you  who  have  been  faithful  in  service  with  unswerv- 
ing loyalty  throughout  the  past  year,  and  express 
to  you  our  sincere  appreciation  and  affection.  If 
it  were  in  order,  to  decorate  for  service  as  we  dec- 
orate our  boys  for  valor,  we  would  give  you  a beau- 
tiful medal. 

Mrs.  Ferguson,  may  I welcome  you  into  the  group 
of  our  beloved  Past  Presidents — a privilege  you 
richly  deserve. 

To  you  who  take  over  this  responsibility  of  lead- 
ership, we  express  our  confidence  that  you  will  hold 
high  the  torch  of  service,  and  we  pledge  to  you  our 
loyal  cooperation.  As  doctors’  wives,  we  face  a grave 
responsibility,  but  under  your  guidance,  I am  sure 
we  will  meet  it  valiantly. 

Mrs.  Hill,  as  President,  we  give  an  especial  bit  of 
love  and  assurance,  and  know  that  as  you  have  ex- 
celled in  the  many  varied  services  you  have  render- 
ed the  Auxiliai’y  in  the  past  years,  you  will  excel 
as  our  leader. 

May  I close  with  a prescription  that  I think  will 
be  an  aid  to  each  of  you  as  you  carry  on  another 
year : 

All  doctors  must  sometimes  give  pills 

That  they  may  cure  their  patients  ills, 

So  it  should  not  be  deemed  a sin 

If  I prescribe  some  vi  ta  min. 

Each  officer  for  the  coming  year 

Can  take  her  place  without  a fear. 

If  she  will  only  see  the  need 

Of  my  prescription,  and  take  heed. 

To  Madam  President,  I give  vitamin  A 

And  it  will  help  her  every  day  ; 


It  will  make  her  alert,  ambitious,  and  amiable  too. 

If  she  will  remember  to  take  a few. 

The  President-Elect  may  partake  of  the  same, 

And  it  will  help  her  grow  to  fame. 

For  our  Vice-Presidents,  one,  two,  three  and  four, 

I insist  they  take  D-E,  and  nothing  more  ; 

D will  give  her  a desire  to  do  her  duties  right. 

E will  furnish  her  energy  to  work  with  all  her  might. 

Then  I know  each  of  our  Secretaries  will  heartily  agree 
That  the  office  she  holds  is  important  as  can  be. 

Vitamin  V-complex  will  surely  do  her  no  harm 

Since  it  contains  visions  of  duties  she  must  perform. 

Now  we  come  to  the  Treasurer,  whom  we  certainly  would  not 
forget. 

For  we  know  that  what  she  does  is  the  biggest  job  yet. 

She  needs  to  have  a combination  of  A and  F and  E 
To  give  her  accuracy,  efficiency,  and  some  frugality. 

Then  our  Parliamentarian  must  always  be  at  par 

So  she  can  keep  us  straight  on  rules,  and  tell  us  where  we  are  ; 
For  her  to  have  knowledge,  she  must  take  vitamin  K 
And  that  will  help  her  to  know  the  right  way. 

Now,  when  you  have  taken  all  the  pills  that  I have  requested. 

And  they  have  had  the  time  to  be  properly  digested, 

I hope  the  way  will  look  quite  clear 

For  many  great  things  for  the  coming  year. 

Before  I close  my  installation 
I must  remind  the  organization  : 

We  have  elected  them 
They  are  our  choice 
So  let’s  give  them  a glad  hand 
And  a supporting  voice. 

Mrs.  Fred  Sutton,  Beaumont,  presented  Mrs.  Fer- 
guson with  a beautiful  bouquet  of  roses  from  her 
local  auxiliary. 

Mrs.  Ferguson  turned  the  gavel  over  to  Mrs.  S. 
M.  Hill  with  the  following  words: 

Presentation  of  Gavel 

We  now  turn  our  faces  toward  another  year  with 
its  new  leaders.  For  them  I ask  your  continued  sup- 
port. They  are  well  fitted  to  carry  on  the  work,  and 
I know  that  we  may  confidently  look  forward  to 
1948-1949. 

Mrs.  Hill,  the  State  Auxiliary  is  to  be  congratu- 
lated on  its  choice  of  President.  Your  many  graces 
of  mind  and  personality  admirably  fit  you  for  lead- 
ership. You  have  kept  in  close  touch  with  Auxiliary 
work  during  the  years,  and  you  have  accepted  this 
high  office  with  the  full  understanding  of  its  duties. 

I give  you  this  gavel  as  a symbol  of  your  authority, 
and  with  it  the  responsibility  of  carrying  on  the 
work.  But  I can  assure  you  that  the  happiness  you 
will  have  in  serving  your  Auxiliary  and  the  fellow- 
ship that  you  will  enjoy  will  more  than  compensate 
you  for  the  responsibility  you  assume.  Best  of  luck! 

Mrs.  John  M.  Pace,  Dallas,  presented  Mrs.  Hill 
with  a beautiful  bouquet  of  roses  from  her  local 
auxiliary,  after  which  Mrs.  Hill  gave  her  inaugural 
address : 

Address  of  New  President 

No  saying  in  our  language  contains  more  truth 
than  the  familiar  one  that  “Great  privileges  beget 
great  responsibilities.”  In  accepting  at  your  hands 
the  leadership  of  this  organization,  I do  so  with  the 
full  realization  that  it  is  at  once  my  greatest  privil- 
ege and  my  greatest  public  responsibility. 

The  able  women  who  have  preceded  me  as  Presi- 
dents of  the  State  Woman’s  Auxiliary,  by  their 
courageous  and  unselfish  efforts  and  their  splendid 
achievements,  have  given  this  office  a particular 
dignity,  a dignity  that  is  incident  of  high  endeavor. 
The  task  of  carrying  on  their  work  has  now  been 
placed  in  my  hands,  and  the  responsibility  of  its 
fulfillment  impels  me  to  call  upon  every  member  of 
this  Auxiliary  for  the  utmost  in  cooperation  and 
assistance.  Your  cooperation  and  assistance  are  es- 
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sential  in  order  that  the  present  administration  may 
continue  to  give  the  high  quality  of  service  which 
has  become  traditional  with  the  Texas  Auxiliary. 
One  sign  of  our  progress  is  the  fact  that  we  are  all 
constantly  searching  for  new  ideas  and  new  ways 
to  make  our  ideas  workable. 

The  incoming  officers  and  chairmen  of  standing 
committees  should  assume  their  responsibilities,  as 
have  their  predecessors,  with  full  realization  of  their 
obligations.  With  the  membership  rests  the  respon- 
sibility for  carrying  on  such  plans  as  are  presented 
by  the  various  departments,  particularly  those  which 
have  to  do  with  public  relations — Hygeia,  legislation, 
program,  and  organization.  In  such  manner  as  of- 
ficers and  members  assume  their  responsibilities  will 
their  influence  be  felt  on  the  health  standards  of 
the  community. 

Let  us  pledge  our  united  effort  to  accomplishing 
our  purpose  in  the  spirit  of  service  to  humanity,  as 
do  the  members  of  the  great  humanitarian  profession 
with  which  we  have  the  privilege  of  association.  With 
your  confidence  in  me  and  my  faith  in  you,  I look 
forward  to  a year  of  service  and  progress  and 
friendship. 

The  new  President  announced  that  the  post  con- 
vention Board  meeting  would  be  held  the  following 
morning. 

The  meeting  was  declared  adjourned,  sine  die,  at 
3 p.  m. 

Mrs.  M.  A.  Ramsdell,  San  Antonio, 

Recording  Secretary. 

MEMORIAL  SERVICES 

Impressive  memorial  services  were  held  at  4:45 
p.  m.,  Wednesday,  April  28,  1948,  in  the  Ballroom, 
Rice  Hotel,  Houston,  Texas,  in  memory  of  Texas 
physicians  and  members  of  the  Woman’s  Auxiliary 
who  died  during  1947  and  1948. 

Dr.  J.  W.  Torbett,  Sr.,  Marlin,  chairman,  Com- 
mittee on  Memorial  Exercises,  State  Medical  Asso- 
ciation, presided. 

The  invocation  was  given  by  Bishop  Clinton  S. 
Quinn,  Houston,  Bishop  of  the  Texas  Diocese,  Epis- 
copal Church. 

Mrs.  0.  W.  Robinson,  Paris,  Memorial  Chairman, 
read  the  roll  call  of  the  deceased  members  of  the 
Auxiliary  and  gave  the  Memorial  Address  as  fol- 
lows: 

■■■■ii  in  'I  iiinin  llll^ll■ll■l  Birriiirii-MMiiBiMrrnTiiniii— ■ 

Memorial  Address 

“By  so  many  roots  as  the  marsh  grass  sends  in  the  sod, 

I will  lay  me  a hold  on  the  goodness  of  God.” 

Well  do  these  words  from  the  poet,  Sidney  Lanier, 
express  the  sense  of  work  accomplished,  and  also  the 
simple  faith  in  the  Source  of  all  good  deeds.  Noth- 
ing could  express  more  seemly  the  full  and  useful 
life  of  the  doctor’s  wife  than  do  these  lines. 

During  the  year  1947-1948,  the  Woman’s  Auxiliary 
to  the  State  Medical  Association  has  lost  eighteen 
members.  It  is  fitting  that  we  pause  at  this  hour  to 
pay  tribute  to  the  living  memory  of  these  friends  we 
have  loved,  and  lost  for  a little  while,  and  who  have 
received  the  joyous  acclaim,  “Give  her  of  the  fruits 
of  her  own  hands;  and  let  her  own  works  praise  her 
in  the  gates.” 

“They  do  not  die  who  leave  their  thought 
Imprinted  on  some  deathless  page ; 

They  pass,  but  the  work  they  wrought 
Lives  on  from  age  to  age.” 

Deceased  members  of  the  Auxiliary  to  the  State 
Medical  Association  for  1947-1948  are  as  follows: 

Mrs.  W.  W.  Cole,  Longview. 

Mrs.  H.  F.  Connally,  Sr.,  Waco. 


Mrs.  B.  F.  Coop,  Houston. 

Mrs.  John  W.  Embree,  Dallas. 

Mrs.  Conrad  Fry,  Wichita  Falls. 
Mrs.  R.  G.  Cranberry,  Marshall. 
Mrs.  J.  B.  Latham,  Abilene. 

Mrs.  J.  T.  Moore,  Goose  Creek. 
Mrs.  W.  E.  Pennington,  Greenville. 
Mrs.  W.  J.  Price,  Gainesville. 

Mrs.  George  F.  Powell,  Terrell. 
Mrs.  J.  E.  Robinson,  Temple. 

Mrs.  D.  Roach,  Amarillo. 

Mrs.  M.  Shannon,  El  Paso. 

Mrs.  Charles  M.  Simpson,  Temple. 
Mrs.  Jesson  L.  Stowe,  El  Paso. 
Mrs.  Alex  W.  Terrell,  Dallas. 

Mrs.  S.  G.  Von  Almen,  El  Paso. 


Dr.  Harold  M.  Williams,  Fort  Worth,  read  the  roll 
call  of  deceased  members  of  the  State  Medical  As- 
sociation, with  Dr.  J.  W.  Torbett,  Sr.,  Marlin,  giving 
the  Memorial  Address. 

Vocal  selections  were  presented  by  Mrs.  Nancy 
Yeager  Blackburn,  a Houston  soloist. 

Mr.  Franklin  Washburn,  Houston,  accompanied 
by  Mrs.  Franklin  Washburn,  Houston,  gave  violin 
selections. 

The  services  closed  with  the  benediction  by  Bishop 
Quinn. 

Mrs.  M.  A.  Ramsdell,  San  Antonio. 

Recording  Secretary. 

POST-CONVENTION  EXECUTIVE  BOARD 
MEETING 

On  April  29,  1948,  at  9 a.  m.,  thirty-nine  members 
of  the  Executive  Board  of  the  Woman’s  Auxiliary 
to  the  State  Medical  Association  of  Texas  met  in 
Room  2A  of  the  Lamar  Hotel,  Houston.  Mrs.  S.  1VJ. 
Hill,  Dallas,  President,  presided.  Mrs.  G.  V.  Brindley, 
Temple,  gave  the  invocation. 

Mrs.  Hill  then  addressed  the  group  as  follows: 

Address  of  New  President 

We  are  fortunate  in  beginning  the  thirty-first 
year  of  our  State  Auxiliary  history  in  the  hospitable 
city  of  Houston,  where  we  have  had  such  a success- 
ful convention. 

I deeply  appreciate  the  gracious  manner  in  which 
each  member  of  the  Executive  Board  has  accepted 
her  responsibilities  for  the  coming  year.  The  Execu- 
tive Board  serves  as  the  spinal  cord  for  the  body 
of  the  Auxiliary.  I am  sure  we  shall  be  able  with 
this  excellent  group  to  maintain  that  cord  in  an  ac- 
tive and  healthy  condition. 

We  are  ready  now  to  plan  our  program  for  the 
year.  It  must  be  a comprehensive,  varied,  and  adapt- 
able program.  It  must  be  a program  which  em- 
phasizes in  its  public  aspects  information,  service, 
leadership,  and  friendliness.  It  must  be  a program 
which  emphasizes  for  us  as  doctors’  wives  the  im- 
portance of  keeping  in  touch  with  prevailing  condi- 
tions and  of  making  a definite  contribution  to  the 
community,  either  individually  or  in  cooperation  with 
other  groups.  It  must  be  a program  so  constructive, 
so  coordinated  with  the  interests  of  the  community, 
so  inspiring  that  it  will  fire  anew  the  will  to  do 
that  which  has  always  animated  our  Auxiliary. 

The  President  announced  that  Dr.  Tate  Miller, 
President  of  the  State  Medical  Association,  sent  his 
regrets  that  he  could  not  attend  the  meeting. 

The  President  then  introduced  the  officers  who 
had  been  elected  the  preceding  day  and  announced 
the  committee  chairmen,  introducing  those  who  were 
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present.  The  chairmen  and  committee  members  are 
as  follows: 

Standing  Committees 

Legislation. — Mrs.  A.  B.  Pumphrey,  Fort  Worth. 
Public  Relations. — Mrs.  M.  A.  Ramsdell,  San  An- 
tonio, chairman;  Mrs.  T.  C.  Terrell,  Fort  Worth; 
Mrs.  Joe  W.  Bailey,  Austin. 

Library. — Mrs.  Sam  E.  Thompson,  Kerrville;  Mrs. 
L.  P.  Guttman,  Corpus  Christi. 

Historian. — Mrs.  L.  B.  Windham,  Tyler. 

Student  Loan. — Mrs.  Marvin  Graves,  Houston, 
chairman;  Mrs.  John  H.  Wootters,  Houston,  co- 
chairman;  Mrs.  J.  L.  Jinkins,  Galveston;  Mrs.  Wil- 
liam M.  Gambrell,  Austin;  Mrs.  John  M.  Pace, 
Dallas. 

Memorial  Fund. — Mrs.  O.  M.  Marehman,  Dallas, 
chairman;  Mrs.  Carlos  Hamilton,  Houston;  Mrs. 
Ramsey  Moore,  Dallas. 

Revisions. — Mrs.  Troy  Shafer,  Harlingen,  chair- 
man; Mrs.  R.  C.  Bellamy,  Daisetta;  Mrs.  F.  0.  Bar- 
rett, El  Paso. 

Reference. — Mrs.  J.  H.  McCracken,  Jr.,  Dallas, 
chairman;  Mrs.  C.  B.  Alexander,  San  Antonio. 

Exhibits. — Mrs.  P.  H.  Frenzel,  Donna,  chairman; 
Mrs.  Guy  A.  Tittle,  Dallas;  Mrs.  Tom  H.  Sharp, 
San  Antonio. 

Archives. — Mrs.  W.  A.  Wood,  Waco,  chairman; 
Mrs.  H.  R.  Dudgeon,  Waco;  Mrs.  Tate  Miller, 
Dallas. 

Research  to  Southern  Medical  Auxiliary. — Mrs. 
Paul  Brindley,  Galveston. 

Bulletin. — Mrs.  Mark  Latimer,  Houston,  chair- 
man; Mrs.  F.  F.  Kirby,  Waco. 

Memorial  Service. — Mrs.  Max  Woodward,  Sher- 
man, chairman;  Mrs.  John  L.  Pridgen,  San  Antonio. 

Finance. — Mrs.  H.  Leslie  Moore,  Dallas,  chairman; 
Mrs.  J.  Guy  Jones,  Dallas;  Mrs.  G.  V.  Brindley, 
Temple. 

School  of  Instruction. — Mrs.  S.  F.  Harrington, 
Dallas. 

Nominating  Committee. — Mrs.  E.  C.  Ferguson, 
Beaumont,  chairman;  Mrs.  C.  B.  Alexander,  San 
Antonio;  Mrs.  H.  Leslie  Moore,  Dallas;  Mrs.  L.  L. 

D.  Tuttle,  Houston;  Mrs.  A.  D.  Long,  El  Paso;  Mrs. 
R.  A.  Cooper,  Austin;  Mrs.  Tom  Bond,  Fort  Worth. 

Advisory. — Mrs.  P.  R.  Denman,  Houston,  chair- 
man; Mrs.  E.  C.  Ferguson,  Beaumont;  Mrs.  George 
Turner,  El  Paso;  Mrs.  C.  B.  Alexander,  San  An- 
tonio; Mrs.  S.  E.  Thompson,  Kerrville;  Mrs.  A.  B. 
Pumphrey,  Fort  Worth;  Mrs.  S.  F.  Harrington,' 
Dallas. 

Special  Advisory. — Mrs.  W.  R.  Thompson,  Fort 
Worth,  chairman;  all  past  presidents  not  on  the 
Advisory  Committee. 

Postwar  Planning. — Mrs.  W.  Frank  Armstrong, 
Fort  Worth,  chairman;  Mrs.  L.  S.  Thompson,  Dallas; 
Mrs.  E.  H.  Marek,  Yoakum. 

Resolutions. — Mrs.  P.  M.  Kuykendall,  Ranger, 
chairman;  Mrs.  William  Hibbitts,  Texarkana;  Mrs. 

E.  T.  Crim,  Greenville. 

Council  women  were  announced  as  follows: 
Council  Women 

District  1. — Mrs.  S.  J.  Gaddy,  El  Paso. 

District  2. — Mrs.  A.  J.  Cooper,  Midland. 

District  3. — Mrs.  Howard  Puckett,  Amarillo. 
District  J.- — Mrs.  Maynard  Knight,  San  Angelo. 
District  5. — Mrs.  L.  L.  Keyser,  Fredericksburg. 
District  6. — Mrs.  Thomas  W.  Edwards,  Corpus 
Christi. 

District  7.— Mrs.  R.  A.  Cooper,  Austin. 


District  8. — Mrs.  Harvey  Renger,  Hallettsville. 

District  9. — Mrs.  W.  F.  Hasskarl,  Brenham. 

District  10. — Mrs.  Hugh  Alexander,  Beaumont. 

District  11. — Mrs.  Paul  Stokes,  Crockett. 

District  12. — Mrs.  R.  R.  White,  Temple. 

District  1 3.— Mrs.  Frank  C.  Hodges,  Abilene. 

District  1U- — Mrs.  Cecil  O.  Patterson,  Dallas. 

District  15. — Mrs.  Joe  Nichols,  Atlanta. 

The  county  presidents  present  were  introduced. 
The  President  then  introduced  and  thanked  Mrs. 
Carlos  R.  Hamilton,  hostess,  for  the  meeting. 

Mrs.  E.  W.  Coyle,  San  Antonio,  program  chair- 
man, announced  that  her  plans  would  be  mailed  out 
to  the  county  presidents  soon. 

The  Memorial  Fund  chairman,  Mrs.  0.  M.  March- 
man,  Dallas,  announced  that  the  fund  was  available 
for  any  doctor’s  wife  who  was  in  need.  She  urged 
use  of  the  fund. 

All  other  chairmen  expressed  their  pleasure  at 
the  opportunity  offered  them  for  service. 

Mrs.  H.  Leslie  Moore,  Dallas,  presented  the  budget 
for  the  year: 

Budget  for  1948-1949 


Amount  from  dues,  1947-1948 $1,568.00 

President’s  expense  400.00 

First  Vice-President  15.00 

Fourth  Vice-President  10.00 

Recording  Secretary  15.00 

Treasurer  30.00 

Auditor  35.00 

Stationery 100.00 

Membership  typing 20.00 

A.M.A.  dues  (approx.) 769.00 

Printing  of  programs 70.00 

Printing  folders  for  School  of  Instruction  ...  25.00 

Miscellaneous  79.00 


$1,568.00 

The  Budget  was  adopted  upon  the  motion  of  Mrs. 
Moore,  seconded  by  Mrs.  W.  R.  Thompson,  Fort 
Worth. 

On  a motion  made  by  Mrs.  Edward  C.  Ferguson, 
Beaumont,  and  seconded  by  Mrs.  R.  F.  Thompson, 
El  Paso,  the  President  was  empowered  to  appoint 
delegates  to  the  meeting  of  the  Auxiliary  to  the 
American  Medical  Association  to  be  held  in  Chicago 
in  June.  The  following  members  were  named:  Mrs. 
O.  M.  Marehman,  Dallas;  Mrs.  Edward  C.  Fergu- 
son, Beaumont;  Mrs.  S.  H.  Watson,  Waxahachie; 
Mrs.  H.  Leslie  Moore,  Dallas;  Mrs.  W.  R.  Thomp- 
son, Fort  Worth;  Mrs.  Joseph  B.  Foster,  Houston; 
Mrs.  O.  R.  Grogan,  Fort  Worth;  Mrs.  J.  M.  Travis, 
Jacksonville;  Mrs.  Dalton  Richardson,  Austin;  Mrs. 
H.  R.  Dudgeon,  Sr.,  Waco;  and  Mrs.  J.  C.  Terrell, 
Stephenville. 

At  the  request  of  the  President,  the  Parliamentar- 
ian, Mrs.  J.  C.  Sharp,  Corpus  Christi,  read  from  the 
Constitution  that  the  Nominating  Committee  is  elect- 
ed by  the  Board — three  members  from  the  Board  and 
four  from  the  general  body.  On  a motion  by  Mrs.  J. 
H.  McCracken,  Dallas,  seconded  by  Mrs.  Paul 
Brindley,  Galveston,  the  committee  members  listed 
above  were  elected  by  acclamation. 

A telegram  of  greetings  from  Mrs.  M.  A.  Rams- 
dell, San  Antonio,  was  read. 

The  President  invited  the  Board  to  meet  in  her 
home  in  Dallas,  September  22,  1948.  Mrs.  W.  R. 
Thompson,  Fort  Worth,  moved  and  Mrs.  B.  H.  Pass- 
more,  San  Antonio,  seconded  that  the  Board  accept 
the  invitation  and  date.  The  motion  carried. 

There  being  no  further  business,  the  meeting  ad- 
journed for  a brief  social  hour. 

Mrs.  R.  Ernest  Clark,  Memphis. 

Recording  Secretary. 
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MEMBERSHIP 

Woman’s  Auxiliary  to  the  State  Medical  Association  of  Texas 

MAY,  1948 

The  membership  list  which  follows  is  compiled  from  names  sent  to  the  State  Treasurer,  by  county  auxiliaries,  as  this  year’s 
paid-up  members. 

The  Councilor  Districts  of  the  Auxiliary  are  the  same  as  those  of  the  State  Medical  Association,  which  are  as  follows : 

First  District,  embracing  the  following  counties:  Brewster,  Culbertson,  El  Paso,  Hudspeth,  Jeff  Davis,  Loving,  Pecos,  Presidio, 
Reeves,  Ward  and  Winkler. 

Second  District,  embracing  the  following  counties:  Andrews,  Borden.  Dawson,  Dickens,  Ector,  Fisher,  Gaines,  Garza,  Glasscock, 
Howard,  Kent,  King,  Lynn,  Martin,  Midland,  Mitchell,  Nolan,  Scurry,  Stonewall,  Terry  and  Yoakum. 

Third  District,  embracing  the  following  counties:  Armstrong,  Bailey,  Briscoe,  Carson,  Castro,  Childress,  Cochran,  Cottle,  Col- 
lingsworth, Crosby,  Dallam,  Deaf  Smith,  Donley,  Floyd,  Foard.  Gray,  Hale,  Hall,  Hansford,  Hardeman,  Hartley,  Hemphill,  Hockley, 
Hutchinson,  Lamb,  Lipscomb,  Lubbock,  Moore,  Motley,  Ochiltree,  Oldham,  Parmer,  Potter,  Randall,  Roberts,  Sherman,  Swisher  and 
Wheeler. 

Fourth  District,  embracing  the  following  counties:  Brown,  Coke,  Coleman,  Comanche,  Concho,  Crane,  Crockett,  Irion,  Kimble, 
Mason,  Menard,  Mills,  McCulloch,  Reagan,  Runnels,  San  Saba,  Schleicher,  Sterling,  Sutton,  Tom  Green  and  Upton. 

Fifth  District,  embracing  the  following  counties:  Atascosa,  Bandera,  Bexar,  Comal,  Dimmit,  Edwards,  Frio,  Gillespie,  Gonzales, 
Guadalupe,  Karnes,  Kendall,  Kerr,  Kinney,  LaSalle,  Maverick,  Medina,  Real,  Terrell,  Uvalde,  Val  Verde,  Wilson  and  Zavala. 

Sixth  District,  embracing  the  following  counties:  Aransas,  Bee,  Brooks,  Cameron.  Duval.  Hidalgo,  Jim  Hogg,  Jim  Wells,  Ken- 
edy, Kleberg,  Live  Oak,  McMullen,  Nueces,  Refugio,  San  Patricio,  Starr,  Webb,  Willacy  and  Zapata. 

Seventh  District,  embracing  the  following  counties:  Bastrop,  Blanco,  Burnet,  Caldwell,  Hays,  Lampasas,  Lee,  Llano,  Travis  and 
Williamson. 

Eighth  District,  embracing  the  following  counties:  Brazoria,  Calhoun,  Colorado,  DeWitt,  Fayette,  Fort  Bend,  Galveston,  Goliad, 
Jackson,  Lavaca,  Matagorda,  Victoria  and  Wharton. 

Ninth  District,  embracing  the  following  counties:  Austin,  Burleson,  Grimes,  Harris,  Madison,  Montgomery,  Polk,  San  Jacinto, 
Trinity,  Waller,  Walker  and  Washington. 

Tenth  District,  embracing  the  following  counties:  Angelina,  Chambers,  Hardin.  Jasper,  Jefferson,  Liberty,  Nacogdoches,  New- 
ton, Orange,  Sabine,  San  Augustine,  Shelby  and  Tyler. 

Eleventh  District,  embracing  the  following  counties:  Anderson,  Cherokee,  Freestone,  Henderson,  Houston,  Leon,  Panola,  Rusk 
and  Smith. 

Twelfth  District,  embracing  the  following  counties:  Bell,  Bosque,  Brazos,  Coryell,  Erath.  Falls,  Hamilton,  Hill,  Hood,  Johnson, 
Limestone,  McLennan.  Milam,  Navarro,  Robertson  and  Somervell. 

Thirteenth  District,  embracing  the  following  counties:  Archer,  Baylor,  Callahan,  Clay.  Eastland,  Haskell.  Jack,  Jones,  Knox, 
Montague,  Palo  Pinto,  Parker,  Shackelford,  Stephens,  Tarrant,  Taylor,  Throckmorton,  Wichita,  Wilbarger,  Wise  and  Young. 

Fourteenth  District,  embracing  the  following  counties:  Collin,  Cooke,  Dallas,  Delta,  Denton,  Ellis,  Fannin,  Franklin,  Grayson. 
Hopkins,  Hunt,  Kaufman,  Lamar,  Rains,  Rockwall,  Van  Zandt  and  Wood. 

Fifteenth  District  embracing  the  following  counties:  Bowie,  Camp,  Cass,  Gregg,  Harrison,  Marion,  Morris,  Red  River,  Titus  and 
Upshur. 


FIRST  DISTRICT 

Mrs.  S.  J.  Gaddy 
El  Paso 

Council  Woman 

EL  PASO  COUNTY  AUXILIARY* 
Awe,  Mrs.  Chester  D.,  4430  Trowbridge. 
Barrett,  Mrs.  Frank  O.,  2733  Gold. 

Basom,  Mrs.  W.  Compere,  3237  Aurora. 
Bell,  Mrs.  Herbert  J.,  3920  Idalia. 

Bennett,  Mrs.  J.  Travis,  2611  Altura. 
Black,  Mrs.  Arthur  P.,  2735  Federal. 
Blanco,  Mrs.  Victor  M.,  919  Ellis. 

Boehler,  Mrs.  Clement  C.,  401  Cincinnati. 
Boverie,  Mrs.  Robert  F.,  4505  Bliss. 

Breck,  Mrs.  Louis  W.,  2726  Richmond. 
Britton,  Mrs.  W.  W.,  1216  N.  Mesa. 

Brown,  Mrs.  C'.  P.,  2900  Federal. 

Brown,  Mrs.  W.  L.,  1025  E.  Yandell. 
Brunner,  Mrs.  George,  908  Winter. 

Butler,  Mrs.  Arthur  H.,  3207  Memphis. 
Cameron,  Mrs.  David  M.,  4700  Hastings. 
Cardwell,  Mrs.  Robert  J.,  1007  Galloway. 
Carpenter,  Mrs.  Gray  E.,  3015  Tularosa. 
Carter,  Mrs.  Joe  C.,  1512  Elm. 

Cathcart,  Mrs.  J.  W.,  800  W.  Yandell. 
Causey,  Mrs.  E.  Grady,  1009  Park  Rd. 
Collins,  Mrs.  William  A.,  Jr.,  2919  Grant. 
Cooley,  Mrs.  Ben  H.,  2020  Washington. 
Cooper,  Mrs.  Arlin  B.,  18  Franklin  Rd. 
Craige,  Mrs.  Branch,  517  Corto. 

Cuen,  Mrs.  Ben  H.,  1122  Montana. 
Cummins,  Mrs.  Erwin  J.,  1018  Mills  Bldg. 
Curtis,  Mrs.  Wickliffe  R.,  1501  Rim  Rd. 
Davis.  Mrs.  William  J.,  416  Roberts-Banner 
Bldg. 

Deter.  Mrs.  Russell  L.,  4122  Cumberland. 
Dietrich,  Mrs.  Hervey  W.,  3004  Savannah. 
Duncan,  Mrs.  Ernest  A.,  2018  N.  Kansas. 
Dutton,  Mrs.  L.  O.,  Country  Club  Rd. 

Eck,  Mrs.  Andrew  J.,  Rt.  42,  Box  614. 
Edwards,  Mrs.  George  M.,  1530  Hardway. 
Egbert,  Mrs.  Orville,  3000  Federal. 
Eidinoff,  Mrs.  Harold,  2701  N.  Kansas. 
Ellis,  Mrs.  Jack  R.,  315  Lawton. 

Epstein,  Mrs.  I.  M.,  4001  Cumberland. 
Evans,  Mrs.  F.  G.,  701  E.  Blacker. 

* Address  is  El  Paso  unless  otherwise 
stated. 


Feener,  Mrs.  L.  C.,  911  E.  Kerbey. 

Floyd,  Mrs.  Joe  R.,  4503  Bliss. 

Fuchlow,  Mrs.  J.  Richard,  4301  Hastings. 
Gaddis,  Mrs.  William  R.,  3312  Douglas. 
Gaddy,  Mrs.  S.  J.,  912  N.  Mesa. 

Galatzan,  Mrs.  Joe  S.,  520  Cincinnati. 
Gallagher,  Mrs.  Paul,  1145  E.  California. 
Garrett,  Mrs.  H.  D.,  1414  N.  Piedras. 
Golding,  Mrs.  Frank  C.,  3409  Tularosa. 
Goodloe,  Mrs.  B.  Lynn,  3200  Memphis. 
Gorman,  Mrs.  James  J.,  3100  Federal. 
Green,  Mrs.  J.  Leighton,  3012  Silver. 

Hart,  Mrs.  Maynard  S.,  3127  Wheeling. 
Hendricks,  Mrs.  C.  M.,  3601  McKinley. 
Hinton,  Mrs.  J.  Houston,  3611  Douglas. 
Holt,  Mrs.  Russell,  2735  Wheeling. 

Homan,  Mrs.  Ralph  H.,  2727  Silver. 
Homan,  Mrs.  Robert  B.,  Jr.,  3117  Copper. 
Huffaker,  Mrs.  D.  Hunter,  316  E.  Rio 
Grande. 

Hunter,  Mrs.  C.  D.,  2429  Montana. 

Irvin,  Mrs.  E.  H.,  321  W.  Rio  Grande. 
Jamieson,  Mrs.  W.  R.,  405  Prospect. 
Johnstone,  Mrs.  John  H.,  Ysleta. 

Jones,  Mrs.  Edmund  P.,  507  Cincinnati. 
Jordan,  Mrs.  Gerald  H.,  4517  Cumberland. 
Jumper,  Mrs.  C.  E.,  1511  N.  Virginia. 
Keller,  Mrs.  N.  H , 700  Cincinnati. 

King,  Mrs.  Sam  R.,  3301  Hueco. 

Laws,  Mrs.  James  W.,  701  N.  St.  Vrain. 
Leigh,  Mrs.  Harry,  2619  Altura. 

Liddell,  Mrs.  T.  C.,  2731  Richmond. 
Lombard,  Mrs.  Julian,  Emery  Way. 

Long.  Mrs.  A.  D.,  1805  Elm. 

Lynch,  Mrs.  K.  D.,  235  Pennsylvania. 
Marshall,  Mrs.  Alex  G.,  3919  Chester. 
Marshall,  Mrs.  Howard  J.  H.,  1111  N.  St. 
Vrain. 

Martin,  Mrs.  John  D.,  3003  Louisville. 
Mason,  Mrs.  C.  H.,  4430  Oxford. 

McCamant,  Mrs.  T.  J.,  603  Gregory  Way. 
McChesney,  Mrs.  Paul  E.,  401  Robinson. 
McClain,  Mrs.  J.  W.,  Box  185,  Fabens. 
Milchen,  Mrs.  Carl,  North  Loop  Rd. 
Miller,  Mrs.  Felix  P.,  5 Cumberland  Cir- 
cle. 

Miskimins,  Mrs.  J.  Harry,  2805  Lebanon. 
Molinar  Z.,  Mrs.  Ramon,  700  Baltimore. 
Molloy,  Mrs.  M.  S.,  502  Cincinnati. 
Morrison,  Mrs.  John  E.,  800  E.  College. 


Multhauf,  Mrs.  A.  W.,  1101  Baltimore. 
Murphy,  Mrs.  John  L.,  2942  Copper. 
Mutnick,  Mrs.  Reuben,  6313  Weems  Way. 
Peticolas,  Mrs.  John  D.,  3705  Chester. 
Phillips,  Mrs.  Richard  J.,  620  N.  Oregon. 
Pickett,  Mrs.  James  A.,  1406  Montana. 
Preston,  Mrs.  Thomas  K.,  Anthony,  N. 
Mex. 

Prieto,  Mrs.  Phillip  M.,  2531  Montana. 
Ramey,  Mrs.  R.  L.,  1110  Montana. 

Reed,  Mrs.  Palmer  H.,  3019  Altura. 
Rennick,  Mrs.  Charles  F.,  411  Blacker. 
Rheinheimer,  Mrs.  E.  W.,  3124  Aurora. 
Rigney,  Mrs.  Paul,  2718  Wheeling. 

Rissler,  Mrs.  Ross  W..  1601  Hawthorne. 
Robbins,  Mrs.  J.  B.,  408  E.  Blacker. 
Rodarte,  Mrs.  R.  B.,  239  Porfirio  Diaz. 
Rogde,  Mrs.  Jacob,  151  S.  Clark  Rd. 
Rogers,  Mrs.  E.  B.,  1601  E.  Rio  Grande. 
Rogers,  Mrs.  H.  Earl,  2518  Richmond. 
Rogers,  Mrs.  S.  Perry,  1140  Galloway. 
Rogers,  Mrs.  Will  P.,  901  Montana. 
Safford,  Mrs.  Henry  T.,  1211  N.  Mesa. 
Schuessler,  Mrs.  Willard  W.,  3501  Mon- 
tana. 

Schuster,  Mrs.  Frank  P..  939  Rim  Rd. 
Schuster,  Mrs.  Stephen  A..  1000  N.  Mesa. 
Shanley,  Mrs.  T.  J.  B.,  25  Cumberland 
Circle. 

Smith,  Mrs.  Leslie  M..  2827  Lebanon. 

Smith,  Mrs.  T.  H.,  Anthony,  N.  Mex. 
Snidow,  Mrs.  Francis  A.,  3429  Lebanon. 
Souda,  Mrs.  Andrew,  1319  N.  Mesa. 
Spearman,  Mrs.  Maurice  P..  1313  Rim  Rd. 
Spier,  Mrs.  Erich,  918  McKelligon. 

Stapp,  Mi's.  Celso  C.,  Sunset  Dr. 

Staten,  Mrs.  Burleson.  916  E.  Blanchard. 
Stevens,  Mrs.  B.  F.,  217  E.  Blacker. 

Swope,  Mrs.  S.  D..  1127  Montana. 

Terrell.  Mrs.  Scurry  L.,  2600  Richmond. 
Thompson,  Mrs.  Robert  F..  1227  Rim  Rd. 
Treece,  Mrs.  A.  A..  Fabens. 

Tubbs,  Mrs.  William  M..  3020  Savannah. 
Turner,  Mrs.  George,  3009  Silver. 

Vance,  Mrs.  James,  1717  N.  Mesa. 
Vandevere,  Mrs.  W.  E.,  1919  N.  Stanton. 
Varner,  Mrs.  Harry  H.,  Lindberg  Dr. 
Villareal,  Mrs.  Andres,  1330  Madeline. 
Villareal,  Mrs.  Leopoldo,  1101  Mesita. 
Vinikoff,  Mrs.  M.  R.,  727  McKelligon. 
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Von  Briesen,  Mrs.  Delphin.  2800  Copper. 
Walker,  Mrs.  Newton  F.,  2412  N.  Mesa. 
Webb.  Mrs.  Charles  E.,  401  Buena  Vista. 
White,  Mrs.  Hugh  S.,  1428  Montana. 
Wilcox,  Mrs.  Leigh  E.,  3133  Federal. 
Worsham,  Mrs.  B.  M.,  1325  Montana. 

MEMBERS-AT-LARGE,  FIRST  DISTRICT 

Camp,  Mrs.  Jim.  Pecos. 

McClure,  Mrs.  W.  H.,  Kermit. 

Robinson.  Mrs.  L.  Rose,  Kermit. 

SECOND  DISTRICT 

Mrs.  A.  J.  Cooper 
Midland 

Council  Woman 

ECTOR-MIDLAND-MARTIN-HOWARD- 
ANDREWS-GLASSCOCK  COUNTIES 
AUXILIARY* 

Barbanier,  Mrs.  John  H.,  802  N.  Allegha- 
ney,  Odessa. 

Bennett,  Mrs.  M.  H. 

Bobo,  Mrs.  Tom  C.,  Midland. 

Bowden,  Mrs.  A.  M. 

Briggs,  Mrs.  H.  A.,  1609  W.  Missouri,  Mid- 
land. 

Britt.  Mrs.  C.  S.,  701  W.  Kansas,  Midland. 
Chappie,  Mrs.  James  H.,  Midland. 

Cooper,  Mrs.  A.  J.,  Midland. 

Cowper,  Mrs.  R.  B.  G.,  908  Mountain  Park 
Rd. 

Devereaux,  Mj*s.  J.  M.,  Midland. 

Dickerson,  Mrs.  M.  S.,  610  W.  Missouri, 
Midland. 

Elliott,  Mrs.  Vance  J.,  1502  N.  Dotsy, 
Odessa. 

Friedewald,  Mrs.  V.  E. 

Fulcher,  Mrs.  O.  A.,  1120  N.  Golder, 

Odessa. 

Golladay,  Mrs.  R.  M.,  Midland. 

Greenlees,  Mrs.  David  L.,  Frances  Apt. 

D 2,  Odessa. 

Hall,  Mrs.  G.  T. 

Hays,  Mrs.  Alan  L.,  420  N.  Sam  Houston, 
Odessa. 

Headlee,  Mrs.  Emmet  V.,  416  N.  Sam 
Houston,  Odessa. 

Hestand,  Mrs.  H.  E.,  601  N.  Washington, 
Odessa. 

Hogan.  Mrs.  J.  E. 

Howser,  Mrs.  John  C.,  Box  231. 

Johnson,  Mrs.  Homer  B.,  Midland. 

Leggett,  Mrs.  L.  Waldo,  Midland. 

Lekisch,  Mrs.  Kurt,  Midland. 

Lillie,  Mrs.  Gordon  V.,  1322  County  Rd., 
W.,  Odessa. 

Malone,  Mrs.  P.  W.,  503  E.  Park. 

Mclntire,  Mrs.  L.  R. 

Miller,  Mrs.  Garnett. 

Patton.  Mrs.  Doyle  L.,  308  N.  Colorado, 
Midland. 

Peacock,  Mrs.  George. 

Rainer,  Mrs.  James  W.,  Box  3112,  Odessa. 
Ramsey,  Mrs.  Richard  R.,  Andrews. 

Sadler,  Mrs.  F.  E.,  Box  553,  Midland. 
Sanders,  Mrs.  Preston  R. 

Strauss,  Mrs.  E.  H. 

Thomas,  Mrs.  Clyde  E. 

Thornton,  Mrs.  Elbert,  500  N.  Dotsy, 
Odessa. 

Uthoff,  Mrs.  Carl  J.,  100  Canyon  Dr. 
Whitehouse,  Mrs.  W.  G.,  Midland. 

Wilson,  Mrs.  C.  E.,  306  N.  Lincoln,  Odessa. 
Wood,  Mrs.  G.  H. 

Woodall,  Mrs.  J.  M.,  701  W.  17th. 

NOLAN-FISHER-MITCHELL 
COUNTIES  AUXILIARY 

Berg,  Mrs.  Owen  C.,  1205  McCaulley, 

Sweetwater. 

Bonner,  Mrs.  William,  Sweetwater. 

Callan,  Mrs.  Chester  U.,  Rotan. 

Fortner,  Mrs.  A.  H.,  Sweetwater. 

Johnson,  Mrs.  Bruce  H.,  Loraine. 

Johnson,  Mrs.  Dale  F.,  Loraine. 

Johnson,  Mrs.  J.  Frank,  Rotan. 

Loeb,  Mrs.  Sam  A.,  Sweetwater. 

Peavy,  Mrs.  J.  E.,  Jr.,  Sweetwater. 

Peters,  Mrs.  Roland  O.,  800  Silas,  Sweet- 
water. 

Price,  Mrs.  R.  L.,  Sweetwater. 

Richardson,  Mrs.  J.  K.,  Sweetwater. 
Rosebrough,  Mrs.  C.  A.,  Sweetwater. 
Supowit,  Mrs.  S.  F.,  500  Oak,  Sweetwater. 
Young,  Mrs.  J.  W.,  Roscoe. 

Young,  Mrs.  T.  D.,  Roscoe. 


*Address  is  Big  Spring  unless  otherwise 
stated. 


THIRD  DISTRICT 

Mrs.  Howard  E.  Puckett 
Amarillo 
Council  Woman 

CHILDRESS-COLLINGSWORTH-HALL 
COUNTIES  AUXILIARY 

Clark,  Mrs.  R.  E.,  Memphis. 

Goodall,  Mrs.  O.  R.,  Memphis. 

Headlee,  Mrs.  Robert,  Childress. 

Jernigan,  Mrs.  J.  H.,  Childress. 

Jeter,  Mrs.  P.  R..  Childress. 

Jones,  Mrs.  Charles  B.,  Wellington. 

Jones,  Mrs.  E.  W.,  Wellington. 

Jones,  Mrs.  Elmer  K.,  Wellington. 

Odom,  Mrs.  J.  A.,  Memphis. 

Watkins,  Mrs.  Dale  V.,  Wellington. 
Wattam,  Mrs.  James  M.,  Wellington. 
Wilson,  Mrs.  Winfred,  Clark  Hospital, 
Memphis. 

GRAY-WHEELER  COUNTIES 
AUXILIARY* 

Ashby,  Mrs.  Charles,  412  E.  Louisiana. 
Bellamy,  Mrs.  R.  M.,  404  E.  Louisiana. 
Brown,  Mrs.  R.  Malcolm,  1206  Christine. 
Falkenstein,  Mrs.  R.  D.,  1206  Mary  Ellen. 
High,  Mrs.  C.  E.,  921  N.  Somerville. 

Huff,  Mrs.  Oscar,  1116  Christine. 

Jones,  Mrs.  Calvin  W.,  900  Christine. 

Kelly,  Mrs.  Frank,  504  Magnolia. 

Key,  Mrs.  Julian  M.,  1234  N.  Russell. 
McDaniel,  Mrs.  M.,  Medical  Arts  Hospital, 
Dallas. 

Nicholson,  Mrs.  H.  E.,  Wheeler. 

Nicholson.  Mrs.  H.  E.,  Jr..  Wheeler. 
Overton,  Mrs.  M.  C.,  Jr.,  1232  Garland. 
Pieratt,  Mrs.  K.  W.,  1331  N.  Russell. 
Purviance,  Mrs.  W.,  802  W.  Francis. 

Sigler,  Mrs.  Howard  Y.,  Shamrock. 

Wilder,  Mrs.  H.  L.,  426  Hill. 

Williams,  Mrs.  Edward  S.,  1120  Terrace. 

LUBBOCK-CROSBY  COUNTIES 
AUXILIARYf 

Arnett,  Mrs.  Sam  M.,  2211  14th. 

Barsh,  Mrs.  Albert  G.,  2511  22nd. 

Batson,  Mrs.  Carey  B.,  2203  22nd. 

Benson.  Mrs.  Martin  H.,  1625  Ave.  Y. 
Blake,  Mrs.  Emerson  M.,  3311  20th. 

Clark,  Mrs.  Doyce  M.,  2617  19th. 

Cross,  Mrs.  Denzil  D.,  3001  20th. 

Douglas,  Mrs.  R.  C.,  Jr.,  1631  Main. 
Douglass,  Mrs.  D.  W.,  2619  19th. 

Dunn,  Mrs.  Sam  G.,  Levelland  Hwy. 
English,  Mrs.  Otis  W.,  2809  19th. 

Ewing,  Mrs.  Mahon  M.,  2504  23rd. 

Fiel,  Mrs.  Charles  A.,  Jr.,  3801  19th. 
Gordon,  Mrs.  William  H.,  2108  17th. 

Hale,  Mrs.  Lee  E.,  1708  17th. 

Hall,  Mrs.  James  T.,  1809  Ave.  R. 

Hand,  Mrs.  O.  Robert,  3021  22nd. 

Harris,  Mrs.  Joseph  R.,  Jr.,  1302  Main. 
Hudgins,  Mrs.  Frank  W.,  2604  25th. 

Hunt,  Mrs.  Ewell  L.,  2423  22nd. 
Hutchinson,  Mrs.  Ben  B.,  2815.  23rd. 
Hutchinson,  Mrs.  J.  T.,  1519  Broadway. 
Jenkins,  Mrs.  Arthur  B.,  2124  30th. 

Key,  Mrs.  Olan,  2303  18th. 

Kohler,  Mrs.  Glen  E.,  Post. 

Krueger,  Mrs.  Julius  T.,  2703  19th. 

Loveless,  Mrs.  J.  Elbert,  Slaton. 

Loveless,  Mrs.  Roy  G.,  2434  22nd. 

Malone,  Mrs.  Frank  B.,  2435  21st. 

Mansell,  Mrs.  Cris  C.,  2412  16th. 

Mast,  Mrs.  Clarence  S.,  1908  Broadway. 
Mast,  Mrs.  Henri  E.,  1919  28th. 

Maxwell,  Mrs.  Herbert  C.,  2417  Broadway. 
Mayfield,  Mrs.  Ivan  G.,  1411  Arnett. 
McCarty,  Mrs.  Robert  H.,  1915  28th. 
McClure.  Mrs.  E.  E..  2625  27th. 

McSween,  Mrs.  M.  J.,  Slaton. 

Morris,  Mrs.  James  G.,  2624  28th. 

Parks,  Mrs.  W.  S.,  Jr.,  Slaton. 

Payne,  Mrs.  Glen  B.,  Slaton. 

Payne,  Mrs.  W.  E.,  Slaton. 

Riddel,  Mrs.  Roy,  Jr.,  2436  22nd. 

Rollo,  Mrs.  James  W.,  1802  Ave.  S. 
Rountree,  Mrs.  J.  B.,  Jr.,  2005  29th. 

Sloan,  Mrs.  Roy,  2801  33rd. 

Smith,  Mrs.  Gerald  S.,  2821  32nd. 

Stewart,  Mrs.  Allen  T.,  3120  21st. 

Stiles,  Mrs.  James  H.,  3002  22nd. 

Surman,  Mrs.  A.  C.,  Post. 

Watkins,  Mrs.  M.  D.,  2431  21st. 

^Williams,  Mrs.  D.  C.,  Post. 

*Address  is  Pampa  unless  otherwise 
stated. 

fAddress  is  Lubbock  unless  otherwise 
stated. 


POTTER  COUNTY  AUXILIARY* 
Carroll,  Mrs.  J.  R.,  2223  Hughes. 

Churchill,  Mrs.  T.  P.,  2116  Ong. 

Crumley,  Mrs.  Fred  J.,  2118  Ong. 

Dine,  Mrs.  W.  C.,  306  Sunset. 

Duncan,  Mrs.  Frank  B.,  2047  Hughes. 
Flamm,  Mrs.  Kenneth  R.,  808  Sunset. 
Garre,  Mrs.  P.  R.,  702  Mississippi. 

Gist,  Mrs.  R.  O..  2615  Hayden. 

Goldston,  Mrs.  A.  B.,  2805  Hayden. 

Hooker,  Mrs.  Orval  N.,  1222  Milam. 
Jackson,  Mrs.  Harvey  K.,  4216  W.  13th. 
Jacobson,  Mrs.  M.  E.,  2710  W.  10th. 
Johnson,  Mrs.  Jere  B.,  201  Crestway. 

Keys,  Mrs.  Richard,  2201  Hughes. 
Klingensmith,  Mrs.  W.  R.,  2415  Lipscomb. 
Lemmon,  Mrs.  J.  R.,  1028  Bowie. 

Loving,  Mrs.  Dan  H.,  1616  Hughes. 
Marclay,  Mrs.  David  M.,  2043  Hughes. 
Marsalis,  Mrs.  Don  S.,  1502  Bowie. 

Murphy,  Mrs.  Weldon  O.,  3011  Ong. 

Owens,  Mrs.  Guy,  109  Sunset. 

Patton,  Mrs.  David  M.,  1906  Madison. 
Patton,  Mrs.  Louis  K.,  2613  Hughes. 
Payne,  Mrs.  R.  B.,  1517  Parker. 

Potter,  Mrs.  W.  A.,  2004  Jackson. 

Puckett,  Mrs.  Howard  E.,  2412  Lipscomb. 
Robberson,  Mrs.  Jason  H.,  1001  Avondale. 
Rowley.  Mrs.  E.  A.,  1004  Crockett. 

Royse,  Mrs.  George  T.,  2024  Ong. 

Scott,  Mrs.  W.  E.,  1522  Beverly. 

Streit,  Mrs.  August  J.,  2413  Hayden. 
Swindell,  Mrs.  R.  R.,  2218  Hayden. 
Vineyard,  Mrs.  R.  L.,  1700  Tyler. 

Waddill,  Mrs.  George  M.,  1206  Western. 
Wertz,  Mrs.  Royal  F.,  1305  Broadmoor. 
Wheir,  Mrs.  W.  H.,  1807  Taylor. 

White,  Mrs.  J.  B.,  2035  Ong. 

Winsett,  Mrs.  A.  E.,  2208  Hughes. 

Winsett,  Mrs.  E.  Merrill,  1401  Van  Buren. 

MEMBERS-AT-LARGE, 

THIRD  DISTRICT 
Jarrett,  Mrs.  Robert  P.,  Canyon. 
Middlebrook,  Mrs.  F.  M.,  Dalhart. 

Neblett,  Mrs.  R.  A.,  Canyon. 

FOURTH  DISTRICT 

Mrs.  Maynard  Knight 
San  Angelo 
Council  Woman 

TOM  GREEN-EIGHT  COUNTY 
AUXILIARYf 

Arledge,  Mrs.  Robert  M.,  2414  Houston. 
Axtell,  Mrs.  Robert,  2202  W.  Ave.  K. 
Barry,  Mrs.  J.  D.,  119  E.  Beauregard. 
Brask,  Mrs.  H.  Kermit,  217  S.  Washington. 
Brauns,  Mrs.  W.  H.,  1636  Shatter. 

Butner,  Mrs.  Wendell,  2306  W.  Ave.  K. 
Byars,  Mrs.  Perry  J.  C.,  415  N.  Adams. 
Eckhardt,  Mrs.  Gus,  1530  S.  Monroe. 
Everhart,  Mrs.  Merrill  W.,  25  N.  Bishop. 
Finks,  Mrs.  Robert  M.,  1510  Paseo  de  Vaca. 
French,  Mrs.  Cecil,  2302  W.  Ave.  J. 
Hershberger,  Mrs.  Lloyd,  1510  Grierson. 
Hixon,  Mrs.  William  C.,  1316  Paseo  de 
Vaca. 

Hutchins,  Mrs.  Leon,  2202  Dallas. 

Johnson,  Mrs.  Clay,  2201  W.  Ave.  J. 

Jones,  Mrs.  R.  R.,  1621  S.  Jackson. 
Knight,  Mrs.  Maynard,  609  Childress. 
Kunath,  Mrs.  Carl,  608  E.  Parkway. 
Madding,  Mrs.  Gordon,  524  W.  Beauregard. 
Mitchell,  Mrs.  W.  Grady,  121  N.  Washing- 
ton. 

Nesrsta,  Mrs.  G.  L.,  1412  S.  Madison. 

Ricci,  Mrs.  Henry,  2217  Dallas. 

Rape,  Mrs.  Marvin,  1521  W.  Harris. 
Schulkey,  Mrs.  W.  E.,  1221  S.  Madison. 
Schulze,  Mrs.  Victor,  Christoval  Rd. 

Smith,  Mrs.  Jerome,  1300  Paseo  de  Vaca. 
Smith,  Mrs.  Lacy,  1417  W.  Ave.  D. 
Spencer,  Mrs.  Francis,  2221  Waco. 

Tester,  Mrs.  Louis  K.,  1327  Mackenzie. 
Thompson,  Mrs.  Chase,  123  W.  1st. 

Wall,  Mrs.  D.  D.,  1434  Paseo  de  Vaca. 
White,  Mrs.  James,  2210  W.  Ave.  K. 
Womack,  Mrs.  C.  T.,  208  N.  Madison. 

MEMBERS-AT-LARGE, 

FOURTH  DISTRICT 
Bailey,  Mrs.  C.  F.,  Ballinger. 

Burke,  Mrs.  F.  M.,  Ballinger. 

Chandler,  Mrs.  Oren  H.,  Ballinger. 

Cochran,  Mrs.  R.  R.,  Ballinger. 

Fuller,  Mrs.  M.  L.,  Ballinger. 

*Address  is  Amarillo  unless  otherwise 
stated. 

fAddress  is  San  Angelo  unless  otherwise 
stated. 
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Jennings,  Mrs.  W.  L.,  Ballinger  . 

McDonald,  Mrs.  E.  D.,  Ballinger. 

Moody,  Mrs.  C.  O..  Ballinger. 

Nichols,  Mrs.  J.  M.,  Ballinger. 

Ricks,  Mrs.  C.  H.,  Ballinger. 

Weaver,  Mrs.  M.  E.,  Ballinger. 

Wheatley,  Mrs.  W.  K.,  Ballinger. 

FIFTH  DISTRICT 

Mrs.  L.  L.  Keyser 
Fredericksburg 
Council  Woman 

BEXAR  COUNTY  AUXILIARY* 

Adams,  Mrs.  R.  Stewart,  404  Bushell  Apts. 
Adelman,  Mrs.  Jack,  414  Quentin. 

Aderhold,  Mrs.  J.  P.,  325  Natalen. 
Alexander,  Mrs.  C.  B.,  2003  W.  Magnolia. 
Allen,  Mrs.  S.  W.,  Plaza  Hotel. 

Allin,  Mrs.  Fred,  1539  Hicks. 

Allin,  Mrs.  Willie,  402  Garrity. 

Altgelt,  Mrs.  Daniel  D.,  2127  Magnolia. 
Alvis,  Mrs.  Milton  E.,  1023  W.  French. 
Anderson,  Mrs.  James  L.,  166  Elizabeth. 
Applewhite,  Mrs.  Scott  C.,  240  Bushnell. 
Arendt,  Mrs.  E.  J.,  625  Shook. 

Atkinson,  Mrl  D.  T.,  Huebener  Rd.,  Box 
167A. 

Barnett,  Mrs.  John  L.,  223  Laurel  Hts. 
Bates,  Mrs.  Leroy,  115  Oliphant. 

Beach,  Mrs.  Asa,  129  E.  Summit. 

Beck,  Mrs.  Lewis  Krams,  1420  McCullough. 
Bell,  Mrs.  J.  D.,  261  E.  Rosewood. 

Bell,  Mrs.  Wheeler,  1812  N.  Flores. 
Berchelmann,  Mrs.  A.,  901  W.  Mistletoe. 
Berchelmann,  Mrs.  David,  1623  W.  French. 
Bernard,  Mrs.  George,  1925  Hicks. 

Biggar,  Mrs.  J.  H.,  242  Rockwood. 

Bloom,  Mrs.  Bernard,  217  E.  Rosewood. 
Blumer,  Mrs.  Max  A.,  211  Thelma. 
Boccelato,  Mrs.  S.  L.,  923  W.  Huisache. 
Boehs,  Mrs.  Charles  J.,  135  W.  Hollywood. 
Bondurant,  Mrs.  W.  W.,  Jr.,  430  College. 
Bosshardt,  Mrs.  Carl  E.,  200  W.  Rosewood. 
Bowen,  Mrs.  R.  E.,  1849  W.  Gramercy. 
Bowen,  Mrs.  R.  E.,  Jr.,  2245  W.  Magnolia. 
Boyd,  Mrs.  G.  D.,  Jr.,  410  Thelma. 

Boysen,  Mrs.  A.  E.,  427  Thelma. 

Breuer,  Mrs.  Alfred,  433  Canterbury. 
Brown,  Mrs.  A.  A.,  719  Howard. 

Brown,  Mrs.  L.  R..  Box  1840. 

Burg,  Mrs.  Edward,  2167  W.  Summit. 
Burk,  Mrs.  W.  E.,  310  Donaldson. 

Bush,  Mrs.  Howard  M.,  1540  W.  Huisache. 
Butler,  Mrs.  T.  B.,  244  Belvedere. 

Buttery,  Mrs.  Harold  D.,  473  Olmos. 

Cade,  Mrs.  C.  C.,  307  E.  Park. 

Cade,  Mrs.  W.  H.,  Ill  Canterbury. 

Calder,  Mrs.  Royall  M.,  108  Geneseo. 
Calvert,  Mrs.  Hulon,  508  W.  Broadway. 
Case,  Mrs.  J.  B.,  410  Quentin. 

Cassity.  Mrs.  J.  C.,  325  Cloverleaf. 

Cayo,  Mrs.  E.  A.,  923  Medical  Arts. 

Celaya,  Mrs.  Albert,  255  E.  Rosewood. 
Celaya,  Mrs.  Henry,  631  Cirulea. 

Champion,  Mrs.  A.  N.,  135  W.  Rosewood. 
Chapman,  Mrs.  Eugene  R.,  304  Primera. 
Childers,  Mrs.  M.  A.,  101  Nacogdoches. 
Christian,  Mrs.  T.  E.,  450  Mary  Louise. 
Clark,  Mrs.  A.  F.,  306  E.  Craig. 

Clark,  Mrs.  Fletcher,  Jr.,  229  W.  Rosewood. 
Coates,  Mrs.  Elmer  T.,  104  W.  Norwood. 
Cooper,  Mrs.  Elmer  E.,  119  Wildwood. 
Cooper,  Mrs.  F.  B.,  801  Elmwood. 

Cooper,  Mrs.  M.  J.,  206  Primera. 

Copeland.  Mrs.  J.  B.,  322  W.  Kings  Hwy. 
Cowles,  Mrs.  A.  G.,  202  W.  Kings  Hwy. 
Coyle,  Mrs.  E.  W.,  213  Grant. 

Coyle,  Mrs.  J.  E.,  213  Grant. 

Crockett,  Mrs.  R.  H.,  214  Albany. 
Cunningham,  Mrs.  S.  P.,  116  W.  Wood- 
lawn. 

Cutter,  Mrs.  I.  T.,  232  W.  Lullwood. 

Davis,  Mrs.  Herman,  1124  W.  Gramercy. 
Davis,  Mrs.  Milton,  945  W.  Huisache. 

Davis,  Mrs.  Raleigh,  636  Olmos  E. 

DeLeon,  Mrs.  John  J.,  511  Club. 

DePew,  Mrs.  E.  V.,  115  E.  Agarita. 
Dittman,  Mrs.  H.  C.,  615  Cirulea. 

Dodge,  Mrs.  Donald  T.,  100  E.  Summit. 
Donop,  Mrs.  Perry  T..  610  Wiltshire. 
Dorbandt,  Mrs.  M.  M.,  1638  Santa  Bar- 
bara. 

Dufner,  Mrs.  Romie  M.,  1024  Steves. 
Dumas,  Mrs.  E.  D.,  418  W.  French. 

Dyson,  Mrs.  Thomas  N.,  1406  S.  Hackberry. 
Fetzer,  Mrs.  W.  J.,  220  W.  Elsmere. 
Finisterwald,  Mrs.  James,  2230  W.  Mag- 
nolia. 

Fisher,  Mrs.  Rowan  E.,  319  W.  Hermine. 


*Address  is  San  Antonio  unless  other- 
wise stated. 


Folbre,  Mrs.  Thomas  W.,  335  Garrity. 
France,  Mrs.  Gerald  D.,  624  Terrell. 
Franke,  Mrs.  Winthrop  I.,  106  E.  Gram- 
ercy. 

Franken,  Mrs.  Robert,  446  Furr. 

French,  Mrs.  Jack  A.,  2326  W.  Huisache. 
French,  Mrs.  S.  W.,  218  Encino. 

Geissler.  Mrs.  W.  H.,  236  Taft. 

Geyer,  Mrs.  George  H.,  747  E.  Ashby. 
Giesecke,  Mrs.  Carl,  105  W.  Rosewild. 
Gilbreath,  Mrs.  S.  Frank,  115  Thelma. 

Giles,  Mrs.  Roy  G.,  2227  W.  Mistletoe. 

Gill,  Mrs.  James  P.,  2439  W.  Huisache. 
Glober,  Mrs.  Lee  J.,  130  W.  Kings  Hwy. 
Goeth,  Mrs.  Carl  F.,  326  Donaldson. 

Goeth,  Mrs.  R.  A.,  125  E.  Huisache. 

Goode,  Mrs.  J.  W.,  134  Hermosa. 
Goodpasture,  Mrs.  J.  E.,  2407  W.  Huisache. 
Goodson,  Mrs.  T.  N.,  Gunter  Hotel. 
Goodwin,  Mrs.  Roy  T.,  124  Barilla. 

Gordon,  Mrs.  W.  H.,  Jr.,  256  Blue  Bonnet. 
Gossett,  Mrs.  R.  F.,  625  Lamont. 

Graves,  Mrs.  Amos  M.,  222  Geneseo. 

Graves,  Mrs.  W.  E.,  804  W.  Poplar. 
Haggard,  Mrs.  Charles,  624  Lamont. 
Haggard,  Mrs.  F.  N.  (Hon.),  615  Olmos  E. 
Hairston,  Mrs.  J.  T.,  426  Donaldson. 

Haley,  Mrs.  Roscoe,  559  E.  Craig. 

Hargis,  Mrs.  Huard,  231  Inslee. 

Hargis,  Mrs.  W.  H.,  711  Imlay. 

Hartman,  Mrs.  Albert,  138  E.  Elsmere. 
Hartman,  Mrs.  Henry,  831  W.  Lynwood. 
Hartman,  Mrs.  Ralph,  1127  Ave.  B. 

Heck,  Mrs.  W.  H.,  421  Mary  Louise. 

Heger,  Mrs.  Frank  F.,  1331  W.  Woodlawn. 
Heifer,  Mrs.  Lewis  M.,  620  Alta. 

Herff,  Mrs.  August  F.,  363  Terrell. 

Herff.  Mrs.  F.  P.,  615  W.  Ashby. 

Herndon,  Mrs.  G.  Cole,  532  College. 

Hill,  Mrs.  Alfred  H.,  340  Ridgemont. 

Hill,  Mrs.  Austin  E.,  1930  W.  Magnolia. 
Hill,  Mrs.  Herbert,  121  Stanford. 

Hill,  Mrs.  Lucius  D.,  Rt.  8,  Box  244. 
Hinchey,  Mrs.  John  J.,  225  E.  Craig. 
Holshouser,  Mrs.  Charles  A.,  226  W.  Gram- 
ercy. 

Horton,  Mrs.  G.  W.,  414  Corona. 

Hoskins,  Mrs.  Henry,  334  Club. 

Howerton,  Mrs.  E.  E.,  1030  W.  Huisache. 
Hunt,  Mrs.  Kent  N.,  321  W.  Summit. 
Jackson,  Mrs.  L.  B.,  203  W.  Mulberry. 
Jackson,  Mrs.  L.  Walford,  1530  W.  Gram- 
ercy. 

Jackson,  Mrs.  Ralph  S..  Aurora  Apts. 
Jensen,  Mrs.  A.  M.,  707  Chicago. 

Jensen,  Mrs.  Martin  H.,  330  Furr. 
Johnson,  Mrs.  Harry  McC.,  Jr.,  543  Gar- 
rity. 

Johnson,  Mrs.  Max  E.,  125  E.  Kings  Hwy. 
Johnson,  Mrs.  Ted,  811  Erie. 

Johnson,  Mrs.  W.  J.,  423  Donaldson. 
Johnson,  Mrs.  William  J.,  1915  W. 

Huisache. 

Jones,  Mrs.  Dean,  2422  W.  Magnolia. 
Jones,  Mrs.  L.  Bonham,  721  Elmwood. 
Judkins,  Mrs.  O.  H.,  240  W.  Summit. 

Kahn,  Mrs.  I.  S.,  128  Harrison. 

Kass,  Mrs.  Albert,  702  E.  Quincy. 

Keating,  Mrs.  Peter  M.,  222  King  William. 
Kelley,  Mrs.  Cole.  402  Harrison. 

Kenny,  Mrs.  Nat  M.,  222  E.  Poplar. 

King,  Mrs.  Thomas,  146  Perry  Ct. 

King,  Mrs.  W.  A.,  Pandora. 

Klieforth,  Mrs.  F.  H..  316  Cloverleaf. 

Koch.  Mrs.  A.  A.,  327  Redwood. 

Koontz,  Mrs.  Lee,  1502  W.  Woodlawn. 
Kopecky,  Mrs.  Joseph,  627  Lamont. 
Kopecky,  Mrs.  Joseph  Willis,  Jr.,  411  Har- 
rison. 

Kopecky,  Mrs.  Leon,  722  Imlay. 

Kost,  Mrs.  Louis  B.,  2009  Winona. 

Kupper,  Mrs.  Roland  C.,  422  Harrison. 
Ladd.  Mrs.  G.  B.,  1815  Hicks. 

Leap,  Mrs.  Harry  L.,  241  King  William. 
Lee,  Mrs.  L.  L.,  211  Blue  Bonnet. 

Lehmann,  Mrs.  C.  Ferd,  336  Terrell. 
Leopold,  Mrs.  Henry  N.,  444  College. 
Letteer,  Mrs.  Ralph,  504  King  William. 
Lochte,  Mrs.  E.  R.,  Vance  Jackson  Rd. 
Luedemann.  Mrs.  Waldo  S.,  503  Donaldson. 
Lundgren,  Mrs.  R.  W.,  711  Wiltshire. 

Lyon,  Mrs.  E.  F..  2115  W.  Gramercy. 
Magrish,  Mrs.  Philip,  190  E.  Ridgewood. 
Markette,  Mrs.  B.  B.,  810  W.  Kirk. 

Martin,  Mrs.  O.  O..  1136  Hammond. 
Martinez,  Mrs.  J.  J.,  902  Magnolia. 
Matthews,  Mrs.  John  L..  114  E.  Gramercy. 
Maxwell,  Mrs.  E.  A.,  450  Furr. 

Maxwell,  Mrs.  W.  W..  932  W.  Woodlawn. 
McCamish,  Mrs.  E.  W.,  120  E.  Magnolia. 
McComb,  Mrs.  Asher,  222  Harrison. 
McCullom,  Mrs.  G.  G.,  631  W.  Russell. 
McCurdy,  Mrs.  M.  W.,  601  E.  Mandalay. 
McGehee,  Mrs.  Charles,  236  Quentin. 


McIntosh,  Mrs.  J.  A.,  208  W.  Woodlawn. 
Menk,  Mrs.  A.  J.,  1515  W.  Mulberry. 
Merrick,  Mrs.  Edward,  367  North  Dr. 
Milburn,  Mrs.  Conn  L.,  331  W.  Magnolia. 
Milburn,  Mrs.  Kennedy,  347  Charles. 

Miller.  Mrs.  J.  B.,  1132  W.  Hollywood. 
Miller.  Mrs.  J.  B.,  Jr.,  117  Brittany. 

Mims,  Mrs.  James  L.,  2349  W.  Huisache. 
Minsch,  Mrs.  Walter,  1204  Grayson. 

Minter,  Mrs.  Merton,  150  Oakmont. 

Mohle,  Mrs.  Chester  L.,  925  Contour. 
Montgomery,  Mrs.  W.  D..  205  Primera. 
Moore,  Mrs.  George  B.,  233  W.  Wildwood. 
Moore,  Mrs.  John  M.,  227  Park  Hill. 

Moore,  Mrs.  O.  S.,  1846  W.  Magnolia. 
Moore,  Mrs.  S.  Foster,  Jr.,  327  Wildrose. 
Moore,  Mrs.  T.  E.,  110  Craig. 

Mueller,  Mrs.  Edwin  L.,  154  Barilla. 
Muldoon,  Mrs.  W.  E.,  308  Park. 

Munslow,  Mrs.  Ralph  A.,  1614  W.  Mag- 
nolia. 

Nelson,  Mrs.  E.  J.,  1301  Austin. 

Nesbitt,  Mrs.  W.  E.,  221  W.  Mistletoe. 
Newhouse,  Mrs.  O.  A.,  325  W.  Magnolia. 
Nicholson,  Mrs.  J.  R.,  100  E.  Gramercy. 
Nisbet,  Mrs.  Albert  A.,  150  Laurel  Hts. 
Nitschke,  Mrs.  Richard  E.,  3939  N.  New 
Braunfels. 

Nixon,  Mrs.  J.  W.,  129  E.  Gramercy. 
Nixon,  Mrs.  P.  I.,  202  E.  Courtland. 

Nixon,  Mrs.  P.  I.,  Jr.,  2000  W.  Kings 
Hwy. 

Novak,  Mrs.  Joe,  2402  Broadway. 

Nunn,  Mrs.  J.  A.,  227  Cunningham. 

Ogilvie,  Mrs.  H.  H.,  302  W.  Gramercy. 
Oldham,  Mrs.  J.  P.,  612  Goliad. 

O’Neill,  Mrs.  Francis,  204  Grandview. 
O’Neill,  Mrs.  James  R.,  2414  Magnolia. 
Orford,  Mrs.  Brad,  260  Halcyon. 

Owens,  Mrs.  Ross,  530  Olmos  W. 
Pagenstecher,  Mrs.  Gustav  A.,  Nix  Profes- 
sional Bldg. 

Palmer,  Mrs.  Woody,  2103  San  Pedro. 
Parsons,  Mrs.  John  C.,  470  Furr. 

Partain,  Mrs.  Jack,  1137  W.  Magnolia. 
Paschal,  Mrs.  Frank,  403  Maverick. 
Paschal,  Mrs.  George,  411  Maverick. 
Passmore,  Mrs.  B.  H.,  6620  Broadway. 
Passmore,  Mrs.  G.  G.,  206  E.  Locust. 
Pinson,  Mrs.  C.  C.,  910  Cambridge  Oval. 
Piper,  Mrs.  Robert,  235  Cunningham. 
Pipkin,  Mrs.  J.  Lewis,  511  Brackenridge. 
Polka,  Mrs.  James,  Rt.  2,  Box  341. 
Pomerantz,  Mrs.  R.  B.,  232  W.  Hermine. 
Posey,  Mrs.  Frank,  2435  W.  Mistletoe. 

Post,  Mrs.  S.  Perry,  307  North  Dr. 

Poth,  Mrs.  D.  C.,  304  Charles. 

Potthast,  Mrs.  D.  J.,  419  King  William. 
Pressly,  Mrs.  T.  A.,  408  Mary  Louise. 
Pridgen,  Mrs.  John  L.,  227  W.  Huisache. 
Pritchett,  Mrs.  Belvin,  231  North  Dr. 
Pyterek,  Mrs.  A.  B.,  427  Hermosa. 

Rabel.  Mrs.  John  E.,  130  Lamont. 

Ramsdell,  Mrs.  M.  A.,  412  Harrison. 

Rath,  Mrs.  Albert  E.,  1651  W.  Mulberry. 
Reily,  Mrs.  William  A.,  365  Club  Dr. 
Reppert,  Mrs.  L.  B.,  2309  W.  Huisache. 
Ressman,  Mrs.  A.  C.,  1202  Schley. 

Reveley,  Mrs.  Hugh.  3320  W.  Houston. 
Reveley,  Mrs.  James,  727  Chicago. 

Rhea,  Mrs.  Robert,  Jr.,  515  Belknap. 

Rice,  Mrs.  Lee,  343  W.  Gramercy. 

Ritch,  Mrs.  Allen,  221  Devine. 

Roan.  Mrs.  Omar,  107  Geneseo. 

Roberts,  Mrs.  R.  A..  North  Loop. 
Robertson.  Mrs.  Wilbur,  540  Lamont. 
Rogers,  Mrs.  A.  M.,  151  North  Dr. 
Rosebrough,  Mrs.  F.  H.,  1040  W.  Wood- 
lawn. 

Rosenzweig.  Mrs.  M.  M.,  104  Ridgewood. 
Ross,  Mrs.  Lloyd  I..  122  Canterbury. 

Ross,  Mrs.  R.  R.,  St.  Anthony  Hotel. 
Rouse,  Mrs.  J.  W.,  360  Bluebonnet. 

Russ,  Mrs.  W.  B.,  1301  Belknap. 

Russell.  Mrs.  Dan,  600  Patterson. 
Rutherford,  Mrs.  LaFe,  117  E.  Summit. 
Sacks,  Mrs.  David,  235  Inslee. 

Saegert,  Mrs.  A.  H.,  124  E.  Edgewood. 
Salter,  Mrs.  John  T.,  620  Camden. 

Sample.  Mrs.  Roy  O.,  207  Park  Lane. 
Sandler,  Mrs.  Arthur  S.,  433  Olmos  E. 
Schattenberg,  Mrs.  H.  J.,  Ill  Queens  Cres- 
cent. 

Schiffer,  Mrs.  Sydney,  407  Bexar. 
Schwartzberg.  Mrs.  Sam,  110  Auditorium. 
Scull.  Mrs.  C.  E.,  115  Paseo  Encinal. 

Scull.  Mrs.  Jack.  115  Paseo  Encinal. 
Severance,  Mrs.  A.  O.,  151  Harrison. 
Sharp.  Mrs.  T.  H.,  126  Park  Hill. 
Shepherd.  Mrs.  W.  F.,  1401  Highland. 
Shipman,  Mrs.  E.  D..  551  Cincinnati. 
Shotts,  Mrs.  C.  C.,  254  Retama. 

Siever,  Mrs.  James  M.,  525  E.  Mandalay. 
Skinner,  Mrs.  I.  C.,  325  Kennedy. 
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Smith,  Mrs.  J.  M.,  Jr.,  124  W.  Mistletoe. 
Sorell,  Mrs.  Frank,  421  W.  Lynwood. 
Stansell,  Mrs.  Paul,  1930  W.  Magnolia. 
Steed,  Mrs.  Frank,  433  Mary  Louise. 
Steele,  Mrs.  J.  S.,  126  E.  Woodlawn. 

Steele,  Mrs.  Virgil,  155  Harrison. 
Steinberg,  Mrs.  F.  W.,  237  Castano. 

Stieler,  Mrs.  Albert,  315  Club. 

Stout,  Mrs.  B.  F.,  110  W.  Lynwood. 

Stuck,  Mrs.  Walter,  312  Cardinal. 

Sutton,  Mrs.  Robert  J.,  768  W.  Kirk. 

Sweet,  Mrs.  Horace,  233  W.  Summit. 
Swinney,  Mrs.  Boen,  143  Bluebonnet. 

Sykes,  Mrs.  E.  M.,  201  Charles. 

Taylor,  Mrs.  C.  W.,  276  W.  Mandalay. 
Taylor,  Mrs.  Sam,  343  W.  Hollywood. 
Templeton,  Mrs.  R.  D.,  332  Kendalia. 
Tennison,  Mrs.  Charles  W.,  221  Primrose. 
Thomas,  Mrs.  R.  P.,  234  Rosemary. 

Todd,  Mrs.  D.  A.,  305  Thelma. 

Tritt,  Mrs.  E.  F.,  2043  W.  Summit. 

Tucker,  Mrs.  Victor,  2110  W.  Kings  Hwy. 
Urrutia,  Mrs.  Adolpho,  330  Rosemary. 
Venable,  Mrs.  Charles,  154  Parkhill. 
Venable,  Mrs.  J.  Manning,  139  Parkhill. 
Walker,  Mrs.  C.  J.,  509  River  Rd. 

Walker,  Mrs.  H.  V.,  909  River  Rd. 
Walthall,  Mrs.  Walter,  305  Castano. 

Watts,  Mrs.  J.  A.,  433  W.  Woodlawn. 
Watzslavick,  Mrs.  A.  J.,  106  Haggin. 
Weatherford,  Mrs.  E.  W.,  303  Castano. 
Weatherford,  Mrs.  Jack,  410  W.  Lynwood. 
Weiss,  Mrs.  Victor  J.,  1419  Schley. 

Welch,  Mrs.  Elred,  511  W.  French. 

Wessels,  Mrs.  Andrew,  130  Oakmont. 
Whitacre,  Mrs.  Stanley,  732  Medical  Arts. 
Williams,  Mrs.  V.  H.,  112  Cloverleaf. 
Winter,  Mrs.  J.  W.,  350  Terrell. 

Wolff,  Mrs.  W.  M.,  415  W.  Ashby. 

Wolff,  Mrs.  W.  M.,  Jr.,  St.  Anthony  Hotel. 
Worsham,  Mrs.  John  W.,  310  Thelma. 
Wright,  Mrs.  Jack,  2301  W.  Kings  Hwy. 
Wyatt,  Mrs.  Byron,  121  Becker. 

Wyneken,  Mrs.  H.  O.,  1105  W.  French. 
Ximenez,  Mrs.  Eduardo,  1039  Waverly. 

KERR-KENDALL-GILLESPIE- 
BANDERA  COUNTIES  AUXILIARY* 

Allison,  Mrs.  A.  P. 

Bell,  Mrs.  W.  E. 

Black,  Mrs.  A.  J. 

Crumrine,  Mrs.  L.  B. 

Culver,  Mrs.  C.  F. 

DesRochers,  Mrs.  J.  B. 

Dyer,  Mrs.  E.  L. 

Feller,  Mrs.  L.  A.,  Fredericksburg. 
Gallatin,  Mrs.  H.  H. 

Graham,  Mrs.  S.  H. 

Green,  Mrs.  Mara. 

Gregg,  Mrs.  W.  E. 

Hibbard,  Mrs.  Rodger. 

Jackson,  Mrs.  J.  D. 

Jones,  Mrs.  C.  C.,  Comfort. 

Jones,  Mrs.  C.  C.,  Jr. 

Keidel,  Mrs.  Victor,  Fredericksburg. 

Keyser,  Mrs.  L.  L.,  Fredericksburg. 
Kirkham,  Mrs.  Judd. 

Knapp,  Mrs.  D.  R. 

Lang,  Mrs.  Garland. 

Livingston,  Mrs.  Charles. 

Mattews,  Mrs.  C.  B. 

McClennan,  Mrs.  C.  L. 

McCullough,  Mrs.  David. 

Newman,  Mrs.  Bryson. 

Norman,  Mrs.  S.  L. 

Packard,  Mrs.  D.  E. 

Perry,  Mrs.  J.  H.,  Fredericksburg. 
Pfeiffer,  Mrs.  H.  G.,  Fredericksburg. 
Poetter,  Mrs.  Henry. 

Reid,  Mrs.  H.  P. 

Secor,  Mrs.  William  L. 

Simpson,  Dr.  Linda. 

Stevenson,  Mrs.  Roger. 

Sutch,  Mrs.  V.  J. 

Thompson,  Mrs.  S.  E. 

Tubbs,  Mrs.  H.  A.,  Fredericksburg. 

SIXTH  DISTRICT 

Mrs.  Thomas  W.  Edwards 
Corpus  Christi 
Council  Woman 

HIDALGO-STARR 
COUNTIES  AUXILIARY 
Burgess,  Mrs.  G.  A.,  McAllen. 

Caldeira,  Mrs.  A..  Mercedes. 

Casto,  Mrs.  J.  F.,  Elsa. 

Caton,  Mrs.  McKee,  McAllen. 

Coulter,  Mrs.  W.  W.,  McAllen. 

DeWitt,  Mrs.  J.  L.,  Elsa. 


^Address  is  Kerrville  unless  otherwise 
stated. 


Edwards,  Mrs.  T.  G.,  Mercedes. 

Fanoe,  Mrs.  A.  E.,  McAllen. 

Frenzel,  Mrs.  P.  H.,  Donna. 

Glass,  Mrs.  T.  W.,  Weslaco. 

Hamme,  Mrs.  C.  J.,  Edinburg. 

Hamme,  Mrs.  R.  E.,  Edinburg. 

Hatfield,  Mrs.  W.  H.  McAllen. 

Horton,  Mrs.  George,  McAllen. 

Ice,  Mrs.  N.  C.,  McAllen. 

Johnston,  Mrs.  R.  H.,  Mercedes. 

Kellar,  Mrs.  R.  J.,  Weslaco. 

Krishna,  Mrs.  I.,  Mercedes. 

Lancaster,  Mrs.  G.  M.,  Weslaco. 

Lawler,  Mrs.  M.  R.,  Mercedes. 

Lubben,  Mrs.  J.  F.,  Jr.,  McAllen. 

May,  Mrs.  J.  W.,  Edinburg. 

McClelland,  Mrs.  W.  W.  Donna. 

McKinsey,  Mrs.  Joe,  McAllen. 

Moore,  Mrs.  L.  H.,  McAllen. 

Munal,  Mrs.  Dean,  San  Juan. 

Osborn,  Mrs.  A.  S.,  McAllen. 

Parker,  Mrs.  M.  E.,  Donna. 

Pence,  Mrs.  R.  W.,  San  Juan. 

Pruett,  Mrs.  Jack,  McAllen. 

Rany,  Mrs.  Lillian,  McAllen. 

Schultz,  Mrs.  J.  D.,  McAllen. 

Sheppard,  Mrs.  W.  L.,  McAllen. 
Southwick,  Mrs.  L.  M.,  Edinburg. 
Syberland,  Mrs.  H.  W.,  Pharr. 

Wells,  Mrs.  Edwin,  Weslaco. 

Westphal,  Mrs.  H.  E.,  Weslaco. 

NUECES  COUNTY  AUXILIARY* 

Appel,  Mrs.  Myron  H.,  445  Ohio. 

Arnim,  Mrs.  Landon  C.,  123  Oleander. 
Ashmore,  Mrs.  Alvin  J.,  223  Chandler 

Lane. 

Barnard,  Mrs.  James,  3445  Monterey. 
Barnard,  Mrs.  William  C.,  3209  Up  River 
Rd. 

Bickley,  Mrs.  Estel  T.,  211  Indiana. 

Blair,  Mrs.  J.  V.,  3709  Up  River  Rd. 
Brown,  Mrs.  Walter  C.,  313  Old  Robstown 
Rd. 

Buchanan,  Mrs.  A.  C.,  302  Chenoweth. 
Carter,  Mrs.  Noah  Dilford,  425  Del  Mar. 
Clark,  Mrs.  Dan  H.,  334  Breezeway. 

Cline,  Mrs.  William  B.,  713  Texas. 

Collins,  Mrs.  C.  D.,  338  Louise  Dr. 

Colyer,  Mrs.  George  Edward,  306  Clifford. 
Danford,  Mrs.  Edwin  A.,  230  Indiana. 
Dixon,  Mrs.  Chalmer  D.,  420  Glenmore. 
Draper,  Mrs.  L.  M.,  3213  Lawnview. 
Eckhardt,  Mrs.  Kleberg,  1226  6th. 
Edgerton,  Mrs.  George  W.,  Wilson  Bldg. 
Edwards,  Mrs.  Thomas  W.,  1234  6th. 

Ellis,  Mrs.  Frank,  339  Cole. 

Fisher,  Mrs.  Gordon  F.,  1228  2nd. 

Furman,  Mrs.  Mclver,  310  Atlantic. 

Gaddis,  Mrs.  Herman  W.,  3033  Lawnview. 
Garcia,  Mrs.  Hector,  634  Ohio. 

Garcia,  Mrs.  Jose  A.,  2921  Ocean  Dr. 
Garrett,  Mrs.  Leslie,  2850  Topeka. 

Gibson,  Mrs.  Norman  T.,  Robstown. 

Giles,  Mrs.  E.  Jackson,  820  Furman. 

Gill,  Mrs.  E.  King,  250  Rosebud. 

Grossman,  Mrs.  David  N.  225  Leming. 
Grossman,  Mrs.  Saul,  155  Rossiter. 
Guttman,  Mrs.  Lydian  P.,  3418  Ocean  Dr. 
Guttman,  Mrs.  Paul  B.,  301  W.  Saxet. 
Hartwick,  Mrs.  Fred  W.,  455  Clifford. 
Heaney,  Mrs.  Gordon,  130  Louisiana. 
Hearne,  Mrs.  C.  A.,  1425  Ocean  Dr. 
Horbaly,  Mrs.  William,  3402  Granada. 
Hyder,  Mrs.  William,  1215  Southern. 
Janssen,  Mrs.  Louis  W.  O.,  Jr.,  1317  2nd. 
Jasperson,  Mrs.  Clarence,  3201  Up  River 
Rd. 

Kemp,  Mrs.  Kenneth  Joseph,  505  Naples. 
Kendrick,  Mrs.  Michael  C.,  323  Louise  Dr. 
Kennedy,  Mrs.  Hugh  A.,  2101  Cleo. 

Knapp,  Mrs.  R.  S.,  634  Old  Robstown  Rd. 
Koepsel,  Mrs.  Orlando,  118  Southern. 
Kurzner,  Mrs.  M.,  3409  Ocean  Dr. 
Landesman,  Mrs.  Joseph  D.,  312  N.  Morn- 
ingside. 

Larson,  Mrs.  Claude  S.,  1032  Ralston. 
Lemke,  Mrs.  Walter  M.,  3360  Floyd. 
Marler,  Mrs.  Otis  E.,  3502  Aransas. 
Martin,  Mrs.  Sterling  B.,  128  Del  Mar. 
Mathis,  Mrs.  Edgar  G.,  1116  2nd. 
McKemie,  Mrs.  Jack  F.,  609  Indiana. 
McLaughlin,  Mrs.  R.  L.,  1301  Ocean  Dr. 
McMurtry,  Mrs.  Leonard  F.,  451  Bartlett. 
Meador,  Mrs.  Clarence  N.,  337  Naples. 
Mella,  Mrs.  Charles  A.,  1002  Ralston. 
Moller,  Mrs.  Godfrey  T.,  334  Laurel  Dr. 
Moody,  Mrs.  Foy  H.,  3513  Aransas. 
Morgan,  Mrs.  Charles  G.,  156  Santa  Bar- 
bara. 

Nast,  Mrs.  Jerome,  807  Craig. 

*Address  is  Corpus  Christi  unless  other- 
wise stated. 


O’Byrne,  Mrs.  George,  1227  3rd. 

Oglesby,  Mrs.  P.  C.,  800  Hancock. 
Oliphant,  Mrs.  Thomas  H.,  3142  Austin. 
Perkins,  Mrs.  M.  J.,  221  Rosebud. 

Pilcher,  Mrs.  John  F.,  2901  Churchill. 
Portela,  Mrs.  Adolfo  P.,  Edge  Water  Dr. 
Powell,  Mrs.  Sam  M.,  538  Indiana. 

Priday,  Mrs.  Cedric,  125  Mitchell. 

Riley,  Mrs.  James  R.,  332  Louise  Dr. 
Rinehart,  Mrs.  A.  B.,  3226  Topeka. 
Rodholm,  Mrs.  Ansgar  K.,  621  Indiana. 
Rosenheim,  Mrs.  Phillip,  130  W Vander- 
bilt. 

Russo,  Mrs.  Galileo  M.,  618  Del  Mar. 

St.  John.  Mrs.  Ralph  V.,  225  Indiana. 
Sharp,  Mrs.  James  C.,  3702  N.  Saxet. 
Sigler,  Mrs.  Robert  J.,  201  Indiana. 

Sloan,  Mrs.  Joe  M.,  1349  Logan. 

Sloan,  Mrs.  John  J.,  330  Laurel. 

Smith,  Mrs.  Y.  C.,  340  Katherine. 

Stewart,  Mrs.  C.  Duncan,  114  E Vander- 
bilt. 

Stroud,  Mrs.  S.  K.,  530  Atlantic. 
Swearingen,  Mrs.  Robert  G.,  321  S.  Morn- 
ingside. 

Tabler,  Mrs.  J.  Walton,  449  Louisiana. 
Talley,  Mrs.  Oran  H.,  3702  S.  Saxet. 
Thomason,  Mrs.  Robert  H.,  3364  Manitou. 
Triplett,  Mrs.  William  C.,  329  Camellia. 
White,  Mrs.  Hosea  A.,  412  King. 
Williamson,  Mrs.  C.  M.,  703  Southern. 
Wood,  Mrs.  A.  C.,  1415  Ocean  Dr. 

Woods,  Mrs.  H.  B.,  1335  3rd. 

Yates,  Mrs.  June,  709  Indiana. 

Yeager,  Mrs.  C.  P.,  312  Merrill. 

Yeager,  Mrs.  Franklin,  3650  N.  Saxet. 

SEVENTH  DISTRICT 

Mrs.  R.  A.  Cooper 
Austin 

Council  Woman 
HAYS-BLANCO  COUNTIES 
AUXILIARY* 

De  Steiguer,  Mrs.  J.  R. 

Edwards,  Mrs.  L.  L. 

Flannery,  Mrs.  J.,  Blanco. 

Heatley,  Mrs.  M.  D. 

Kealey,  Mrs.  E.  T.,  Johnson  City. 
McCormick,  Mrs.  T.  C.,  Buda. 

Moore,  Mrs.  J.  L. 

Norton,  Mrs.  J.  R. 

Roberts,  Mrs.  J.  T. 

Rose,  Mrs.  Earnest. 

Scheib,  Mrs.  Charles  W. 

Sowell,  Mrs.  R. 

Tablor,  Mrs.  A.  B. 

Vogelsong,  Mrs.  E. 

Williams,  Mrs.  M.  C. 

LAMPASAS-BURNET-LLANO 
COUNTIES  AUXILIARY 
Allen,  Mrs.  George  L.,  Burnet. 

Brook,  Mrs.  Winston  M.,  Lampasas. 

Gray,  Mrs.  G.  L.,  Llano. 

Hoester,  Mrs.  H.  J.,  Llano. 

Landrum,  Mrs.  Marvin  M.,  Lampasas. 
Marsh,  Mrs.  George  B.,  Burnet. 

McMillin,  Mrs.  D.  Rush,  Lampasas. 

Rollins,  Mrs.  Herbert  B.,  Lampasas. 
Sheppard,  Mrs.  Joe  A.,  Burnet. 

Shepperd,  Mrs.  Ray  L.,  Llano. 

Shepperd,  Mrs.  Roy  R.,  Llano. 

Vaughn,  Mrs.  Tom  D.,  Bertram. 

TRAVIS  COUNTY  AUXILIARY! 
Archer,  Mrs.  T.  J.,  2415  Dormarion  Lane. 
Baggett,  Mrs.  Seldon  O.,  1619  Mohle  Dr. 
Bailey,  Mrs.  Charles  William,  2301  Bridle 
Path. 

Bailey,  Mrs.  Joe  Weldon,  4306  Rosedale. 
Barkley,  Mrs.  Douglas  F.,  3503  Robinson. 
Bintliff,  Mrs.  Charles  V.,  1314C  Bracken- 
ridge  Apts. 

Black,  Mrs.  W.  B.,  401  W.  32nd. 
Blaustone,  Mrs.  H.  H.,  1606  Pearl. 

Bohls,  Mrs.  S.  W.,  803  E.  32nd. 

Brown,  Mrs.  M.  I.,  2509  Indian  Trail. 
Brownlee,  Mrs.  C.  H.,  1901  W.  35th. 
Carter,  Mrs.  C‘.  E.,  603  Carolyn. 

Carter,  Mrs.  Rex  G.,  2610  St.  Anthony. 
Castner,  Mrs.  C.  W.,  Austin  State  School. 
Chauvin,  Mrs.  E.  V.,  1411  Preston. 
Chrisman,  Mrs.  W.  P.,  Jr.,  1602  Preston. 
Clark,  Mrs.  George  E.,  Dean  Terrace. 
Cleveland,  Mrs.  Glevis  W.,  1101  Eason. 
Cloud,  Mrs.  R.  E.,  48  Summit  View. 
Coleman,  Mrs.  James  M.,  2308  Enfield  Rd. 


*Address  is  San  Marcos  unless  other- 
wise stated. 

fAddress  is  Austin  unless  otherwise 
stated. 
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Cooper,  Mrs.  R.  Allwyn,  1411  Newfield 
Lane. 

Cooper,  Ml'S.  Sam  S.,  404A  W.  15th. 

Cox.  Mrs.  George  W„  1512  Forest  Trail. 
Creel,  Mrs.  Wylie,  3101  West  Ave. 

Crockett,  Mrs.  John  A.,  2519  Exposition 
Blvd. 

Darnall,  Mrs.  C.  M.,  2805  Wooldridge  Dr 
Davidson,  Mrs.  Harry  T„  1708  Stamford 
Lane. 

Davis,  Mrs.  W.  A.,  2408  Vista  Lane. 
Decherd,  Mrs.  George  M.,  Jr.,  2304 V,  Trin- 
ity. 

Dildy,  Mrs.  C.  B.,  608  Harthan. 

Dryden,  Mrs.  S.  H.,  10  Kern  Ramble. 
DuBilier,  Mrs.  Ben,  500  W 15th. 

Eckhardt,  Mrs.  James  W.,  810  Avondale 
Rd. 

Eckhardt,  Mrs.  Joe  C.  A.,  2300  Rio  Grande 
Eppright,  Mrs.  Ben  R„  2 Kenmore  Ct. 
Esquivel,  Mrs.  Sandi,  2306  Townes  Lane 
Fatter,  Mrs.  Mervin  E.,  4508  Shoalwood. 
Forbes,  Mrs.  Allen  M„  1804  Stamford 
Lane. 

Gambrell,  Mrs.  William  M.,  1415  Wathen 
Gibson,  Mrs.  J.  W.,  3406  Duval. 

Gilbert,  Mrs.  Joe  Thorn,  1513  Forest  Trail 
Granberry,  M^g.  Howard,  Sr.,  912  W.  6th 
Guy,  Mrs.  W.  T.,  1200  Claire. 

Hahn.  Mrs.  W.  Burford,  3503  Windsor  Rd 
Hamer,  Mrs.  James  G.,  204  W.  20th. 
Hanna,  Mrs.  Ralph,  305  W.  9th. 

Harris,  Mrs.  Woodson  Weldon,  1410  Nick- 
erson. 

Helm,  Mrs.  Fred  P.,  1401A  Woodlawn. 
Herrod,  Mrs.  James  H.,  2109  Bridle  Path 
Hilgartner,  Mrs.  Henry  L.,  2808  Bowman 
Rd. 

Holland,  Mrs.  Lang  F.,  505  W.  13th. 

Holtz,  Mrs.  H.  E.  Bee  Cave  Rd. 

Hudson,  Mrs.  S.  E.,  706  San  Antonio. 
Hunter,  Mrs.  Richard  O.,  1414  Westover 
Rd. 

Jackson,  Mrs.  J.  Warren,  Redwood  Ave 
Jackson,  Mrs.  N.  R.,  1006  Gaston. 

Jaehne,  Mrs.  Robert  J.,  2109  Schulle. 
Johnson,  Mrs.  David  O..  1204  Woodland. 
Johnson,  Mrs.  J.  Edward,  2203  Robinhood 
Trail. 

Kelton,  Mrs.  William  W.,  2108  Glendale. 
Key,  Mrs.  Sam  N.,  2314  Woodlawn  Rd. 
Key,  Mrs.  Sam  N.,  Jr.,  1703  Summit  View. 
Klint,  Mrs.  Hugo,  1211  Guadalupe. 

Klotz.  Mrs.  H.  L.  2200  Griswold  Lane. 
Kreisle,  Mrs.  Matthew  F.,  811  W.  31st. 
Krueger,  Mrs.  E.,  310  E.  9th. 

Lippmann,  Mrs.  Otto,  3200  Dancy. 

Martin,  Mrs.  Claud  A.,  2901  Windsor  Rd. 
McCauley,  Mrs.  M.  D.,  1311  Westover  Rd. 
McCrummen,  Mrs.  Thomas  D.,  2300  Wind- 
sor Rd. 

McCuistion,  Mrs.  C.  H.,  2206  Indian  Trail. 
McElhenney,  Mrs.  Thomas  J.,  1511  Rain- 
bow Bend. 

McGuire,  Mrs.  Scott  T.,  827  Harris  Ave. 
McKeown,  Mrs.  Hugh  S.,  2100  Stamford 
Lane. 

Morgan,  Mrs.  William  P.,  2204  Enfield  Rd. 
Murray,  Mrs.  Robert  Vincent,  408  W.  32nd. 
Nanney,  Mrs.  Audie  L.,  3005  Bridle  Path. 
Neighbors,  Mrs.  Allen  H..  1803  West  Ave. 
Neighbors,  Mrs.  Allen  H.,  Jr.,  910  W.  30th. 
Nichols,  Mrs.  James  R.,  800  Rio  Grande. 
Paggi,  Mrs.  L.  C.,  2604  Harris  Blvd. 
Paine,  Mrs.  Henry  C.,  3601  Windsor  Rd. 
Perkins,  Mrs.  Clay,  807  Leonard. 

Polsky,  Mrs.  Morris,  511  W.  18th. 

Primer,  Mrs.  B.  M.,  2709  Rio  Grande. 
Rabb,  Mrs.  Virgil  S.,  Fredricksburg  Rd. 
Ravel,  Mrs.  Jerome  O.,  2920B  Windsor  Rd. 
Richardson,  Mrs.  Dalton  S.,  1111  W.  11th. 
Robinson,  Mrs.  Harold  L.,  2712  Windsor 
Rd. 

Robison,  Mrs.  James  T.  Paul,  1109  Gaston. 
Ross,  Mrs.  Raleigh,  3206  Bridle  Path. 
Schiller,  Mrs.  Nelson  L.,  1606  Preston. 
Scott.  Mrs.  Z.  T..  3700  Windsor  Rd. 

Shipp,  Mrs.  R.  W.,  306  W.  8th. 

Smith,  Mrs.  Howard  E.,  1508  W.  30th. 
Suehs,  Mrs.  P.  E.,  600  Bellevue  PI. 
Swearingen,  Mrs.  Richard  O.,  803  Park  PI. 
Terry,  Mrs.  A.  A.,  1609  Northwood  Rd. 
Thomas,  Mrs.  John  C.,  3 Niles  Rd. 
Thomas,  Mrs.  John  F.,  1904  Sharon  Lane. 
Todaro,  Mrs.  Samuel  P.,  1705  Congress. 
Wade,  Mrs.  David,  2107  Woodmont. 

Walter,  Mrs.  L.  P.,  1603  Raleigh. 

Watt,  Mrs.  Terrence,  1106  Colorado. 

Watt,  Mrs.  Will  E.,  1502  Marshall  Lane. 
White,  Mrs.  B.  O.,  1706  W.  31st. 

Williams.  Mrs.  H.  L.,  2309  Northland  Rd. 
Wilson,  Mrs.  James  D.,  3300  Lafayette. 
Wilson,  Mrs.  Rabun  T.,  2605  Wooldridge 
Dr. 


Woodson,  Mrs.  Palmer,  2305  Tower  Dr. 
Zidd,  Mrs.  Edward,  1809  W.  29th. 

MEMBERS-AT-LARGE.  SEVENTH 
DISTRICT 

Atkinson,  Mrs.  O.  B.,  Florence. 

Barr,  Mrs.  Allen  W.,  Georgetown. 

Burns,  Mrs.  Robert  B.,  Giddings. 
Covington,  Mrs.  C.  M.,  2506  Quarry  Rd., 
Austin. 

Fleming,  Mrs.  J.  V.,  Elgin. 

Johns,  Mrs.  Jay  J..  Taylor. 

Kirkpatrick,  Mrs.  B.  A.,  Taylor. 

Loveless,  Mrs.  Robert  W..  Bastrop. 
Mantzel,  Mrs.  Sherwood  W..  Giddings. 
Martin,  Mrs.  John  R.,  Georgetown. 

Rice,  Mrs.  Albert  J.,  Georgetown. 
Stromberg,  Mrs.  Eric  W.,  Taylor. 

Vaughn,  Mrs.  Thomas  D..  Bertram. 

Wood,  Mrs.  W.  E.,  Elgin. 

EIGHTH  DISTRICT 

Mrs.  Harvey  Renger 
Hallettsville 
Council  Woman 

BRAZORIA  COUNTY  AUXILIARY 
Carlton,  Mrs.  H.  B.,  Freeport. 

Cox,  Mrs.  Walter  E.,  Angleton. 

Gray,  Mrs.  Ralph  E.,  Lake  Jackson. 
Greenwood,  Mrs.  W.  M.,  West  Columbia. 
Hardwick,  Mrs.  Warren,  Angleton. 

Hayes,  Mrs.  G.  J.,  Alvin. 

Holt,  Mrs.  William  Cary,  Box  176,  Angle- 
ton. 

May,  Mrs.  H.  K.,  Lake  Jackson. 

McCary,  Mrs.  A.  O.,  Freeport  Clinic,  Free- 
port. 

McCary,  Mrs.  R.  M.,  Freeport  Clinic,  Free- 
port. 

Merz,  Mrs.  H.  E.,  Alvin. 

Miller,  Mrs.  Robert  C.,  Lake  Jackson. 
Montgomery,  Mrs.  J.  S.,  Jr.,  Box  176, 
Angleton. 

Nicholson,  Mrs.  W.  D.,  Freeport  Clinic, 
Freeport. 

Slaughter,  Mrs.  S.  B.,  Freeport. 

Stewart,  Mrs.  J.  A.,  Dow  Hospital, 
Velasco. 

COLORADO-FAYETTE  COUNTIES 
AUXILIARY 

Alston,  Mrs.  Herbert  M.,  Columbus. 
Boelsche,  Mrs.  Leslie  D.,  La  Grange. 
Kirkham,  Mrs.  Sam  H.,  Columbus. 
Laughlin,  Mrs.  John  R.,  Eagle  Lake. 
Laughlin,  Mrs  Jones  C.,  Eagle  Lake. 
Miller,  Mrs.  A.  C.,  Carmine. 

Shultz,  Mrs.  Clarence  I.,  Columbus. 
Williams,  Mrs.  Edward  T.,  La  Grange. 
Wooten,  Mrs.  James  H.,  Jr.,  Columbus. 
Youens,  Mrs.  W.  Thomas,  Weimar. 

Youens,  Mrs.  Willis  G.,  Weimar. 

DEWITT-LAVACA 
COUNTIES  AUXILIARY 

Blackwell,  Mrs.  F.  D.,  Hochheim. 

Bohman,  Mrs.  A.  G.,  Cuero. 

Brown,  Mrs.  H.  H.,  Yoakum. 

Brown,  Mrs.  H.  H.,  Jr.,  Yoakum. 

Burns,  Mrs.  Gillette,  Cuero. 

Burns,  Mrs.  J.  W.,  Cuero. 

Davis,  Mrs.  Myrle  B.,  Hochheim. 

Dobbs,  Mrs.  J.  C.,  Cuero. 

Douthit,  Mrs.  W.  E.,  Cuero. 

Duckworth,  Mrs.  M.  G.,  Cuero. 

Dufner,  Mrs.  C.  T.,  Hallettsvil]e. 

Gerdes,  Mrs.  J.  D.,  Hallettsville. 

Gray,  Mrs.  J.  D.,  2365  McFaddin.  Beau- 
mont. 

Jaeggli,  Mrs.  Sam,  Moulton. 

Marek,  Mrs.  E.  H.,  Yoakum. 

Milner,  Mrs.  R.  M.,  Yoakum. 

Nowierski,  Mrs.  Leon,  Yorktown. 

Prather,  Mrs.  F.  A.,  Cuero. 

Pridgen,  Mrs.  J.  H.,  Cuero. 

Pulkrabek,  Mrs.  E.  H.,  Yoakum. 

Renger,  Mrs.  Harvey,  Hallettsville. 

Renger,  Mrs.  Paul,  Hallettsville. 

Renger,  Mrs.  Paul,  Jr.,  Hallettsville. 
Strieder,  Mrs.  H.  J.,  Moulton. 

Trott,  Mrs.  John  Ed,  Yoakum. 

Wagner,  Mrs.  Frank  M.,  Shiner. 

GALVESTON  COUNTY  AUXILIARY* 

Adriance.  Mrs.  Carroll  T.,  5328  Ave.  O. 
Anderson,  Mrs.  William  T.,  La  Marque. 
Aves,  Mrs.  Fred  W.,  Dickinson. 

Baxter,  Mrs.  Virgil,  807  North  Blvd. 

^Address  is  Galveston  unless  otherwise 
stated. 


Beeler,  Mrs.  George  W.,  417  10th  Ave.  N., 
Texas  City. 

Blocker,  Mrs.  Truman,  1627  Broadway. 
Bodansky,  Mrs.  Meyer,  3812  Ave.  P. 
Brindley.  Mrs.  Paul.  4306  Sherman. 

Casey,  Mrs.  R.  E.,  Ill  8th  Ave.  N.,  Texas 
City. 

Chapman,  Mrs.  L.  E.,  505  North  Blvd. 
Cone,  Mrs.  Robert  E.,  2602  Ave.  O. 

Cooke,  Mrs.  Willard  R.,  4510  Caduceus. 
Danforth,  Mrs.  D.  N.,  28  9th  St.  N..  Texas 
City. 

Danforth,  Mrs.  F.  N.,  18  9th  Ave.  N., 
Texas  City. 

Delany,  Mrs.  John  L.,  4515  Ave.  N. 

Eggers,  Mrs.  G.  W.  N.,  4625  Caduceus. 
Ewalt,  Mrs.  Jack  R.,  24  Cedar  Lawn  N. 
Fisher,  Mrs.  W.  C.,  Jr.,  3414  Ave.  P. 
Flautt,  Mrs.  J.  A.,  1805  18th  Street. 

Ford,  Mrs.  Hamilton,  1702  Ball. 

Fowler,  Mrs.  Frederick  F.,  3509  Ave.  P. 
Frank,  Mrs.  T.  M.,  19  12th  Ave.  N.,  Texas 
City. 

Gammon,  Mrs.  William,  63  Cedar  Lawn. 
Garbade,  Mrs.  Francis,  4515  Ave.  N. 
Gilliam,  Mrs.  C.  Hughes,  4818  Sherman. 
Graves,  Mrs.  M.  L.,  11  Shadow  Lawn, 

Houston. 

Gregory,  Mrs.  Raymond,  1419  24th. 

Hansen,  Mrs.  Arild,  4319  Caduceus. 

Harris,  Mrs.  Titus  H.,  1428  Broadway. 
Herrmann,  Mrs.  George  R.,  1419  Market. 
Jarrell,  Mrs.  Norman  D.,  304  9th  St.  N., 
Texas  City. 

Jinkins,  Mrs.  A.  J.,  5101  S1/^. 

Jinkins,  Mrs.  J.  L.,  3121  Ave.  P. 

Jinkins,  Mrs.  W.  J.,  2827  Ave.  O. 

Jinkins,  Mrs.  W.  J.,  Jr.,  724  Ave.  K. 
Johnson,  Mrs.  Jesse  B.,  4627  Sherman. 
Jones,  Mrs.  Edgar  F.,  4728  Crockett. 

Klatt,  Mrs.  Emil  H..  3815  Ave.  P. 

Knight,  Mrs.  H.  C.,  3120  Ave.  Q. 

Kolb,  Mrs.  Weldon  G.,  La  Marque. 

Lee.  Mrs.  George  T.,  4600  Caduceus. 
Lefeber,  Mrs.  Edward,  1723  27th. 

Levin,  Mrs.  William  C.,  4828  Wharton. 
Magliolo,  Mrs.  Andrew,  Dickinson. 
Magliolo,  Mrs.  Joseph  C.,  Dickinson. 
Manske,  Mrs.  C.  R.,  315  12th  St.  N..  Texas 
City. 

Mares,  Mrs.  Charles  F.,  4802  Denver  Dr. 
Marr,  Mrs.  William  L.,  11  Cedar  Lawn 
Circle. 

McGivney,  Mrs.  John,  5005  Crockett. 
McLarty,  Mrs.  E.  S..  Buccaneer  Hotel. 
McReynolds,  Mrs.  George  S.,  20  Cedar 
Lawn  Circle. 

Mesquita,  Mrs.  Paul  B.  de,  3530  O1  >. 
Middleton,  Mrs.  John  W.,  5018  Sherman 
Blvd. 

Moore,  Mrs.  Robert  M.,  1720  Ball. 

Nesbit,  Mrs.  William  W.,  4428  Ave.  N. 
Otto,  Mrs.  John  L.,  4802  Sherman  Blvd. 
Perlman,  Mrs.  Bernard,  2301  39th. 

Quinn,  Mrs.  C.  F.,  218  12th  Ave.  N..  Texas 
City. 

Randall,  Mrs.  Edward,  2004  Broadway. 
Randall,  Mrs.  Edward,  Jr.,  3502  Ave.  P. 
Reed.  Mrs.  Roy  G.,  La  Marque. 

Ritchie,  Mrs.  Earl  B.,  4804  Sherman. 
Robinson,  Mrs.  Reid,  3420  Ave.  O. 

Ross,  Mrs.  M.  L.,  4915  Crockett. 

Riskin,  Mrs.  Arthur,  1307  Milam. 

Schmidt,  Mrs.  H.  A.,  812  12th  St.  N., 
Texas  City. 

Sharp.  Mrs.  W.  R.,  1724  Blvd. 

Singleton,  Mrs.  A.  O.,  1602  J. 

Singleton,  Mrs.  A.  O.,  Jr.,  915  16th. 
Stephen,  Mrs.  W.  W.,  3219  Ave.  Nt,. 
Stone,  Mrs.  Charles  T.,  11  Cedar  Lawn  N. 
Sykes,  Mrs.  C.  S.,  4628  Sherman. 

Thiel,  Mrs.  John  M.,  La  Marque. 

Thompson,  Mrs.  Edward  R.,  1516  Broad- 
way. 

Towler.  Mrs.  Martin  Lee.  427  Sealy. 
Twidwell,  Mrs.  Leonard,  715  10th  Ave.  N.. 
Texas  City. 

Wall.  Mrs.  Dick  P.,  1202  Broadway. 
Wilkinson,  Mrs.  Earle,  915  8th. 

WHARTON-JACKSON-MATAGORDA- 
FORT  BEND  COUNTIES  AUXILIARY 

Andrews,  Mrs.  J.  M.,  Wharton. 

Bauknight,  Mrs.  J.  M.,  Ganado. 

Black,  Mrs.  V.  A.,  Wharton. 

Blair,  Mrs.  W.  M.,  Wharton. 

Blasingame,  Mrs.  F.  J.  L.,  Wharton. 
Davidson,  Mrs.  G.  L.,  Wharton. 

Johnson,  Mrs.  L.  B.,  El  Campo. 

Jinkins,  Mrs.  Edward,  Sugarland. 

Leslie,  Mrs.  Robert  L..  Wharton 
Mathis,  Mrs.  H.  C.,  Bay  City. 

McGee,  Mrs.  B.  M.,  Rosenberg. 
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Neal,  Mrs.  T.  M.,  Wharton. 

Northington,  Mrs.  Harold,  Wharton. 
Outlar,  Mrs.  Bolton,  Wharton. 

Podesta,  Mrs.  L.  M.,  Sugarland. 

Reeves,  Mrs.  H.  V.,  El  Campo. 

Rugeley,  Mrs.  F.  R.,  Wharton. 

Sanford,  Mrs.  E.  B.,  Palacios. 

Shoultz,  Mrs.  Charles,  Bay  City. 

Simons,  Mrs.  J.  W.,  Newgulf. 

Thiltgen,  Mrs.  W.  S.,  El  Campo. 
Weinheimer,  Mrs.  E.  A.,  El  Campo. 
Yelderman,  Mrs.  R.  L.,  Rosenberg. 

Zipp,  Mrs.  R.  D.,  Edna. 

MEMBERS-AT-LARGE, 

EIGHTH  DISTRICT 
Peters,  Mrs.  Leo  J.,  Schulenberg. 

Potthast,  Mrs.  Adolph  H.,  Weimar. 

NINTH  DISTRICT 

Mrs.  W.  F.  Hasskarl 
Brenham 
Council  Women 

AUSTIN-WALLER 
COUNTIES  AUXILIARY 
Brown,  Mrs.  Walter,  Wallis. 

Gordon,  Mrs.  Virgil,  Sealy. 

Hover,  Mrs.  Frank  W.,  Sealy. 

Neely,  Mrs.  J.  Allen,  Bellville. 

Neely,  Mrs.  Robert  Allen,  Bellville. 
Roensch,  Mrs.  Herbert  Edward,  Bellville. 
Steck,  Mrs.  Otto  Edward,  Bellville. 

Walker,  Mrs.  Sydney,  Hempstead. 

HARRIS  COUNTY  AUXILIARY* 
Adam,  Mrs.  George  F.,  3225  Binz  (4). 
Adams,  Mrs.  Granville  Q.,  1932  Dryden(5). 
Alexander,  Mrs.  H.  L.,  3210  Parkwood  (4). 
Alexander,  Mrs.  J.  C.,  904  Holman  (4). 
Arnold,  Mrs.  Enga  M.,  2436  Prospect  (4). 
Arnold,  Mrs.  Jasper  H.,  6930  Burgess. 
Arnold,  Mrs.  Hiram  P.,  2302  Blodgett  (4). 
Arnold,  Mrs.  Hugh  F.,  2302  Blodgett  (4). 
Ashmore,  Mrs.  C.  M.,  2027  Addison  Rd.  (5). 
Aydam,  Mrs.  Charles  W.,  307  W.  Pierce 
(6). 

Baird,  Mrs.  R.  W.,  2144  Watts. 

Baird,  Mrs.  Val  C.,  3701  Del  Monte  (6). 
Barkley,  Mrs.  Howard  T.,  4104  Garrott 
(6). 

Barnes,  Mrs.  J.  Peyton,  3651  Olympia  (6). 
Barrett,  Mrs.  John  H.,  3115  Reba  (6). 
Bayer,  Mrs.  B.  H.,  1132  Heights  Blvd.  (8). 
Behrens,  Mrs.  Charles  A.,  4001  Huey. 

Bell,  Mrs.  J.  E.,  3344  Charleston  (4). 
Bennett,  Mrs.  W.  H.,  Humble. 

Berry,  Mrs.  C.  R.,  3202  Oakmont  (4). 
Bertner,  Mrs.  E.  W.,  Rice  Hotel. 

Best,  Mrs.  Paul  W.,  Warwick  Hotel  (4). 
Billups,  Mrs.  J.  T.,  2316  Oakdale  (4). 
Biscoe,  Mrs.  Pat,  4373  N.  MacGregor  Way 

(4) . 

Blair,  Mrs.  Lyman  C.,  3406  Georgetown 

(5) *. 

Blair,  Mrs.  Robert  K.,  3214  Ewing  (4). 
Bloxsom,  Mrs.  Allan  P.,  2240  Chilton  (6). 
Blundell,  Mrs.  J.  Reese,  2220  Stanmore  (6). 
Bonham,  Mrs.  R.  F.,  Rt.  4,  Box  209B. 
Bonin,  Mrs.  W.  P.,  3810  Mandell. 

Bourdon,  Mrs.  Lynn  L.,  2315  Watts. 
Bowen,  Mrs.  Ralph,  3509  Montrose  (6). 
Bowen,  Mrs.  Shirley,  2536  Westgate  Dr. 

(6) . 

Boyd,  Mrs.  A.  N.,  3117  Avalon  (6). 

Braden,  Mrs.  A.  H.,  2351  Kelving  Dr.  (5). 
Bradford,  Mrs.  F.  Keith,  1607  Vermont 
(6). 

Brady,  Mrs.  R.  J.,  605  E.  Cottage  (9). 
Brandau,  Mrs.  George  H.,  2022  Banks  (6). 
Brannon,  Mrs.  Jack  G.,  119  W.  Alabama 
(6). 

Bressler,  Mrs.  J.  L.,  2346  Tangley  (5). 
Brohn,  Mrs.  Alfred  J.,  103  Morris  (9) 
Brown,  Mrs.  James  Albert,  3815  Fannin. 
Brown,  Mrs.  R.  Alec,  3804  Mt.  Vernon  (6). 
Brown,  Mrs.  W.  T.,  3637  N.  MacGregor 
Way. 

Bruder,  Mrs.  Wood  H.,  245  W.  18th  (8). 
Bruhl,  Mrs.  Charles  E.,  1706  North  Blvd. 
(6). 

Bruhl,  Mrs.  Charles  K.,  1717  S.  Shepherd 

(6). 

Bryan,  Mrs.  W.  G.,  4820  San  Jacinto  (4). 
Bukowski,  Mrs.  L.  M.,  2506  Kingston  (6). 
Bunting,  Mrs.  John  J.,  3804  Tennyson  (5). 
Burge,  Mrs.  Curtis,  22}4  North  Blvd.  (6). 
Burke,  Mrs.  Thomas  W.,  3402  Wickersham 
(6). 

*Address  is  Houston  unless  otherwise 
stated.  Numbers  in  parentheses  refer  to 
postal  zones. 


Burr,  Mrs.  Harry  B.,  3016  Reba  (6). 
Calhoun,  Mrs.  C.  Alsworth,  2152  Pelham 
(6). 

Caplovitz,  Mrs.  H.,  2102  Tangley  (5). 
Carrico,  Mrs.  Carl  C.,  2408  Reba  (6). 
Chalmers,  Mrs.  P.  H.,  221  Parkview. 
Chandler,  Mrs.  E.  A.,  Rt.  12,  Box  321. 
Chapman,  Mrs.  Don  W.,  1220  Bartlett  (6). 
Chunn,  Mrs.  E.  K.,  2433  Glenn  Haven  (5). 
Clapp,  Mrs.  J.  Alston,  Jr.,  2143  Chilton 
(6). 

Clarke,  Mrs.  Herndon  H.,  2015  Dryden  (5). 
Clarke,  Mrs.  Jared  E.,  2124  Inwood  (6). 
Cockrell,  Mrs.  J.  A.,  3316  Rosedale. 

Cohen,  Mrs.  Raymond,  2204  Bellefontaine 

(5) . 

Cole,  Mrs.  W.  Frank,  3201  Amherst. 
Compere,  Mrs.  T.  H.,  2631  Fen  wood  (5). 
Connor,  Mrs.  W.  Harris,  2910  Sunset  Blvd. 
(5). 

Coogle,  Mi*s.  C.  P.,  2220  Maroneal  (5). 
Coole,  Mrs.  Walter  A.,  102  Portland  (6). 
Coop,  Mrs.  B.  F.,  1536  Heights  Blvd. 

Cope,  Mrs.  R.  Louis,  6605  Meadowlawn 

(12). 

Cotlar,  Mrs.  Nathan,  2604  Wheeler. 

Coulter,  Mrs.  W.  W.,  1705  Ewing  (4). 
Crappito,  Mrs.  Lewis  A.,  108  Oak  PI.  (6). 
Crigler,  Mrs.  Cecil  M.,  3617  Olympia  (6). 
Crocker,  Mrs.  Ed,  2044  Timberlane  (6). 
Cronin,  Mrs.  Thomas  D.,  2131  Maroneal 

(5) . 

Cruce,  Mrs.  W.  V.,  1750  Albans  (5). 
Cummings,  Mrs.  Hatch  W.,  Jr.,  2121  Banks 

(6) . 

Cunningham,  Mrs.  G.  N.,  2106  Colquitt  (6). 
Curb,  Mrs.  Dolph,  2237  N.  MacGregor  Way 
(4). 

Dailey,  Mrs.  James  E.,  3214  Reba. 

Daniel,  Mrs.  Joe  E.,  4500  Rossmoyne  (6). 
Dargan,  Mrs.  J.  L.,  2008  Milford  (6). 
Dashiell,  Mrs.  Albert  M.,  1812  Wroxton 
Rd.  (5). 

Davis,  Mrs.  C.  Q.,  2247  South  Blvd.  (6). 
Denman,  Mrs.  Peyton  R.,  1220  Southmore 

(4). 

De  Vore,  Mrs.  Neal  M.,  1971  W.  McKin- 
ney (3). 

Dickson,  Mrs.  J.  Charles,  5310  Mandell  (6). 
Dippel,  Mrs.  A.  Louis,  2521  Stanmore  (6). 
Doak,  Mrs.  Edmond  K.,  3445  Locke  Lane 
(6). 

Doak,  Mrs.  N.  P.,  2230  Branard  (6). 
Donovan,  Mrs.  Thomas  J.,  3506  Sunset 

Blvd.  (5). 

Duggan,  Mrs.  Leroy,  401  Colquitt  (6). 
Dunkerlay,  Mrs.  Allen  K.,  5518  Jackson 

(4) . 

Durham,  Mrs.  Mylie  E.,  730  W.  43rd  (8). 
Durrance,  Mrs.  F.  Y.,  2124  Albans  (5). 
Dustin,  Mrs.  Herman  E.,  1118  Wheeler  (4). 
Edwards,  Mrs.  Robert  A.,  2231  North  Blvd. 
Ehlers,  Mrs.  H.  J.,  2112  Brentwood  (6). 
Eidman,  Mrs.  F.  G.,  1449  Lawson  (3). 
Elliott,  Mrs.  J.  Joseph,  3218  Reba. 

Embree,  Mrs.  Elisha  D.,  1915  Branard  (6). 
Emmert,  Mrs.  Max,  3806  Case  (5). 
Englehardt,  Mrs.  H.  T.,  3414  Austin. 
Entzminger,  Mrs.  L.  B.,  3630  Bellefontaine 

(5) . 

Ernst.  Mrs.  Frank,  67  Huntley  Dr.  (6). 
Estes,  Mrs.  H.  H.,  3746  Darcus  (5). 

Farfel,  Mrs.  Bernard,  3342  Wichita  (4). 
Faris,  Mrs.  Arthur  M.,  2033  Norfolk  (6). 
Fatherree,  Mrs.  T.  J.,  2106  Banks  (6). 
Feagin,  Mrs.  Horace  C.,  3806  Garrott  (6). 
Filippone,  Mrs.  John  M.,  4701  Pine,  Bel- 
laire  (5). 

Finnev,  Mrs.  R.  Milton,  1936  Rice  Blvd. 
(5). 

Fisher,  Mrs.  Wilton  M.,  3708  Arnold  (5). 
Fitch,  Mrs.  Edward  O.,  1832  Kirby  (6). 
Flynt,  Mrs.  Otis  P.,  3207  Shenandoah  (5). 
Foote,  Mrs.  Stephen  A.,  2610  Stanford  (6). 
Ford,  Mrs.  W.  A.,  2238  Richmond  (6). 
Foster,  Mrs.  Joe  B.,  2020  W.  Main  (6). 
Frachtman,  Mrs.  H.  Julian,  5516  Chene- 
vert  (4). 

Freundlich,  Mrs.  Thomas,  Warwick  Hotel 

(4) . 

Gandy,  Mrs.  D.  Truett,  Bunker  Hill  Rd., 
R.F.D. 

Gandy,  Mrs.  Joe  R.,  2104  Pine  Valley  (6). 
Gardner,  Mrs.  Herman  L.,  2245  Maroneal 

(5) . 

Gardner,  Mrs.  Robert  A.,  Calhoun  Rd.  (4). 
Gaston,  Mrs.  John  Zell,  2210  Riverside 
(4). 

Gates,  Mrs.  Charles  S.,  3119  Avalon  PI. 

(6) . 

Glen,  Mrs.  John  K..  4412  Montrose  (6). 
Goar,  Mrs.  E.  L.,  3203  Huntingdon  (6). 
Goodwin,  Mrs.  R.  T.,  4037  Arnold  (5). 
Graves,  Mrs.  Ghent,  3416  Garrott  (6). 


Graves,  Mrs.  M.  L.,  11  Shadowlawn  (5). 
Gready,  Mrs.  T.  G.,  Jr.,  2607  Quenby. 
Green,  Mrs.  C.  C.,  5328  Institute  Lane  (5). 
Greene,  Mrs.  James  A.,  2512  Southmore 
(4). 

Greenwood,  Mrs.  James  R.,  3394  Chevy 
Chase  (6). 

Greer,  Mrs.  Alvis  E.,  1715  North  Blvd.  (6). 
Greer,  Mrs.  Cecil,  7430  Harrisburg  Blvd. 
(11). 

Griffey,  Mrs.  E.  W.,  2218  Troon  (6). 
Griswold,  Mrs.  C.  M.,  2121  Brentwood  (6). 
Grunbaum,  Mrs.  F.  V.,  2335  Maroneal  (5). 
Guthrie,  Mrs.  Thomas,  2514  Dryden  (5). 
Haden,  Mrs.  Henry  C.,  1702  Main  (2). 
Haley,  Mrs.  S.  Willard,  1915  Temple  (6). 
Hallson.  Mrs.  D.  C.  McKenzie,  Rt.  4,  Box 
590. 

Hamilton,  Mrs.  Carlos  R.,  3615  Del  Monte 

(6). 

Hamrick,  Mrs.  Wendell  H.,  2815  Rice  (5). 
Handly,  Mrs.  L.  L.,  716  W.  Alabama  (6). 
Haney,  Mrs.  Fred,  3724  Broadway. 

Hardy,  Mrs.  S.  Baron,  1406  Vassal'  (6). 
Harris,  Mrs.  C.  P.,  2129  Brentwood  (6). 
Harris,  Mrs.  Fred,  2404  Inwood  (6). 

Harris,  Mrs.  Herbert  H.,  5515  Crawford 

(4) . 

Harris,  Mrs.  J.  Wade,  2437  Brentwood  (6). 
Harrison,  Mrs.  M.  W.,  5411  Pine,  Bellaire 

(5) . 

Hatfield,  Mrs.  Haskell,  1103  Elgin. 

Hauser,  Mrs.  A.,  3704  S.  MacGregor  Way 
(4). 

Hayes,  Mrs.  Herbert,  Lamar  Hotel. 

Heaney,  Mrs.  John  P.,  2245  Portmouth. 
Heard,  Mrs.  J.  Griffin,  3059  Reba  (6). 
Hild,  Mrs.  Jack  B.,  1657  W.  Main  (6). 
Hinds,  Mrs.  Gordon  F.,  2207  Bolsover  (5). 
Hines,  Mrs.  Norman  D.,  2322  Southgate. 
Hodell,  Mrs.  George  R.,  2501  Dryden  (5). 
Hodges,  Mrs.  J.  Edward,  2815  Main  (4). 
Hoeflich,  Mrs.  C.  W.,  1603  McGowen  (4). 
Hoeflich,  Mrs.  E.  L.,  4214  Emanuel. 
Holland,  Mrs.  T.  L.,  3838  Olympia  (6). 
Hollimon,  Mrs.  James  H.,  4518  Dixie  Dr. 

(4) . 

Holloran,  Mrs.  R.  J.,  1115  Willard  (6). 
Hollub,  Mrs.  Charles  J.,  2702  Barbee  (4). 
Hooker,  Mrs.  Lyle,  Rt.  12,  Box  206. 
Hotchkiss,  Mrs.  D.  H.,  Jr.,  314  W.  Cowan. 
Howard,  Mrs.  A.  Philo,  3608  Audubon  (6). 
Huffman,  Mrs.  M.  M.,  2215  North  Blvd. 
Hughes,  Mrs.  Fred  M.,  3604  University 

(5) . 

Iiams,  Mrs.  Frank  J.,  2346  N.  MacGregor 
Way. 

Jenkins,  Mrs.  Dora  S.,  Bellaire. 

Johnson,  Mrs.  Herman,  4510  Caroline  (4). 
Johnson,  Mrs.  R.  Marion,  2152  Del  Monte 

(6) . 

Johnson,  Mrs.  Seale,  3111  University  (5). 
Johnston,  Mrs.  Robert  A.,  7 Shadowlawn 

(5) . 

Jorns,  Mrs.  C.  Forrest,  4307  Roseneath  Dr. 
(4). 

Kahle,  Mrs.  Warren,  2223  Richmond  Rd. 

(6) . 

Kaplan,  Mrs.  H.  Leland,  1612  Castle  Ct. 
Karbach,  Mrs.  N.  W.,  3205  Del  Monte. 
Karbach,  Mrs.  N.  W.,  Jr.,  3205  Del  Monte. 
Karnaky,  Mrs.  Karl  John,  2412  Oakdale 

(4) . 

Katribe,  Mrs.  Paul,  1510  Bonnie  Brae. 
Kearby,  Mrs.  H.  D.,  3832  Rosedale. 
Kennedy,  Mrs.  John  C.,  4311  Crawford. 
Kennerly,  Mrs.  Thomas,  2437  Nottingham 

(5) . 

Kerr,  Mrs.  Denton,  1924  Braeswood  (5). 
Kilgore,  Mrs.  F.  Hartman,  5320  Calhoun 
Rd.  (4). 

Kilgore,  Mrs.  Morris  W.,  1206  Lovett  Blvd. 

(6) . 

Kilgore,  Mrs.  N.  A.,  Parklane  Apts.  811. 
Kincaid,  Mrs.  Harvey,  2423  Dryden  (5). 
Kirkham,  Mrs.  H.  L.  D.,  2241  Sunset  Blvd. 

(5) . 

Klanke,  Mrs.  Charles  W.,  8023  Park  Place 
Blvd.  (12). 

Knoll,  Mrs.  Alfred  F.,  411  W.  Alabama 

(6) . 

Knolle,  Mrs.  Guy  E.,  2028  Timber  Lane 

(6). 

Kyle,  Mrs.  J.  Allen,  1702  Main  (2). 
Lancaster,  Mrs.  E.  H.,  2617  Riverside  (4). 
Lancaster,  Mrs.  Frank,  2908  Ella  Lee  Lane 
(6). 

Lapat,  Mrs.  William,  2301  Maroneal  (5). 
Latimer,  Mrs.  Mark  H.,  1601  S.  Shepherd 
(6). 

Lawrence,  Mrs.  B.  A.,  2524  Wichita  (4). 
Lechenger,  Mrs.  G.  C.,  4819  Caroline  (4). 
Ledbetter,  Mrs.  A.  A.,  3262  Reba  (6). 
Ledbetter,  Mrs.  Paul,  3508  Inwood  (6). 
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Leggett.  Mrs.  M.  K.,  1505  Dunlavy. 

Levin,  Mrs.  Gus,  2241  Albans. 

Levy,  Mrs.  M.  D.,  5302  Institute  Lane  (5). 
Lewis,  Mrs.  Arthur  N.,  4807  Locust. 

Lewis.  Mrs.  L.  R.,  Rt.  12,  Box  321A. 

Liles,  Mrs.  Ralph,  5104  Caroline  (4). 
Littell,  Mrs.  Milton,  437  Bonner  Dr. 

Logue,  Mrs.  Lyle  J.,  3340  Del  Monte  (6). 
Lowe,  Mrs.  T.  E.,  4385  Blodgett  (4). 
Lummis,  Mrs.  Fred  R..  3921  Yoakum  (6). 
Mabry,  Mrs.  J.  D.,  2329  Wroxton  Rd.  (5). 
Madeen,  Mrs.  A.  C.,  5328  Calhoun  Rd.  (4). 
Maresh,  Mrs.  Henry  R.,  2416  Riverside 

(4). 

Maresh,  Mrs.  R.  E.,  1627  South  Blvd.  (6). 
Margraves,  Mrs.  R.  D.,  2428  Reba  (6). 
Marshall,  Mrs.  Reagan  M.,  4601  Caroline 
(4). 

Mayfield,  Mrs.  J.  H.,  4419  N.  Roseneath 

(4) . 

McAlister,  Mrs.  F.  C.,  5325  Institute  Lane 

(5) . 

McCulley,  Mrs.  J.  Duncan,  2334  Tangley 

(5) . 

McDaniel,  Mrs.  Shaw,  3050  Reba. 

McDeed,  Mrs.  W.  G.,  2111  Sunset. 

McGehee,  Mrs.  F.  O.,  949  Kirby  Dr.  (6). 
McHenry,  Mi's.  R.  K.,  3660  Chevy  Chase 

(6) . 

Mclndoe,  Mrs.  Frank  W.,  2607  Barbara 
Lane  (5). 

McKeaver,  Mrs.  Duncan  C.,  2529  Reba  (6). 
McMeans,  Mrs.  R.  H.,  2217  Pelham  (6). 
McMurrey,  Mrs.  Allen,  Rt.  12,  Box  12A. 
McNeill,  Mrs.  A.  S.,  1502  Hyde  Park  (6). 
McPeak,  Mrs.  Edgar,  2218  Cleburne  (4). 
McRoberts,  Mrs.  W.  A.,  Jr.,  1739  Vassar. 
Melton,  Mrs.  W.  Truett,  4825  Chenevert 

(4) . 

Merriman,  Mrs.  George  J.,  4525  Dewberry 
Lane. 

Meynier,  Mrs.  J.  J.,  Jr.,  813  Marshall. 
Molloy,  Mrs.  James  P.,  2624  Prospect  (4). 
Montgomery,  Mrs.  C.  F.,  2225  Quenby  (5). 
Moorhead,  Mrs.  William  H.,  1915  Albans 

(5) . 

Morse,  Mrs.  Walter  S.,  2215  Robinhood  (5). 
Moursund,  Mrs.  W.  H.,  2113  Milford  (6). 
Myers,  Mrs.  Claude  D.,  2104  Pelham  (6). 
Nester,  Mrs.  Charles  R.,  3440  Oakdale  (4). 
O’Heeron,  Mrs.  Michael  K.,  3701  Tangley. 
Ohlhausen,  Mrs.  S.  G.,  2710  Renshaw  (3). 
Oliver,  Mrs.  J.  Stanley,  4311  Laurel  Dr. 

(4) . 

Oliver,  Mrs.  J.  T.,  7444  Harrisburg  Blvd. 
Orman,  Mrs.  McDonald,  2335  Glenn  Haven 

(5) . 

Orr,  Mrs.  Guy  H.,  302  W.  Saulnier  (6). 
Owen,  Mrs.  A.  George,  1805  Banks  (5). 
Owens,  Mrs.  J.  B.,  613  Harold  (6). 

Page,  Mrs.  J.  Herbert,  5517  Crawford. 
Palm,  Mrs.  William  M..  1907  E.  Alabama. 
Park,  Mrs.  James  H.,  Jr.,  3238  Reba  (6). 
Parr,  Mrs  L.  H.,  2235  Bartlett  (6). 
Parsons,  Mrs.  A.  M.,  3747  Chevy  Chase 

(6) . 

Patrick,  Mrs.  Ralph  C.,  5055  Calhoun  Rd. 

(4) . 

Patteson,  Mrs.  J.  L.,  516  Kelly  (9). 
Pawelek,  Mrs.  I.  L.,  3009  Avalon  (6). 
Perdue,  Mrs.  George  W.,  2523  Stanmcre 
(6). 

Petersen,  Mrs.  Henry  A.,  3919  Mt.  Vernon 

(6). 

Phillips,  Mrs.  John  Roberts,  5806  Bayou 
Bend  (4). 

Pipkin,  Mrs.  R.  W. 

Pittman,  Mrs.  James  E.,  3220  Binz  (4). 
Powell,  Mrs.  Norborne  B.,  3002  San  Felipe 
(6). 

Poyner,  Mrs.  Herbert  F.,  2248  Chilton  (6). 
Prince,  Mrs.  Homer  E.,  2125  Bolsover  (5). 
Pugsley,  Mrs.  Cornelius,  Rt.  12,  Box  728. 
Pulliam,  Mrs.  L.  T.,  1801  Harold. 

Purdie,  Mrs.  Robert  M.,  6816  Stafford- 
shire (4). 

Qualtrough,  Mrs.  Walter  F.,  28  Briar  Hol- 
low Lane  (6). 

Rader,  Mrs.  John  F.,  3751  Charleston  (4). 
Ramsey,  Mrs.  W.  E.,  3616  Meadow  Lake 
Lane  (6). 

Raney,  Mrs.  Lovel  W.,  3845  Inwood  (6). 
Ray,  Mrs.  John  Wyeth,  3419  Palm. 

Red,  Mrs.  W.  S.,  Jr.,  1936  Larchmont  (6). 
Reece,  Mrs.  Charles  D.,  2031  Banks  (6). 
Renfrow,  Mrs.  W.  Frank,  2510  Del  Monte 
(6). 

Richeson,  Mrs.  B.  A.,  4313  Rossmoyne. 
Robbins,  Mrs.  E.  Freeman,  2916  Chevy 
Chase  (6). 

Robertson,  Mrs.  R.  C.  L.,  2314  Braeswood 

(5) . 

Robinett,  Mrs.  James  B.,  Jr.,  3136  Oak- 
dale (4). 


Robins,  Mrs.  Bill,  4906  LaBranch  (4). 
Robinson,  Mrs.  Tryan,  1615  Arlington. 
Robinson,  Mrs.  W.  C. 

Rose,  Mrs.  J.  M. 

Royce,  Mrs.  Thomas  L.,  2032  Danville  (6). 
Ruiz,  Mrs.  John  J.,  8246  Park  Place  Blvd. 
(12). 

Rushing,  Mrs.  John  B.,  5519  Ardmore  (4). 
Ryan,  Mrs.  Bert  M.,  2508  Dryden. 

Sacco,  Mrs.  Allan  C.,  Memorial  Dr. 
Salerno,  Mrs.  Joseph  P.,  1401  Vassar  (6). 
Salinger,  Mrs.  Alfons,  6029  Wakeforest 

(5) . 

Salmon,  Mrs.  George  W.,  1218  Bartlett  (6). 
Sanders,  Mrs.  Charles  B.,  6 Courtland  PI. 

(6) . 

Sanders,  Mrs.  Zal  H.,  3302  Southmore  (4). 
Sanderson.  Mrs.  T.  Z.,  2329  Southgate  (5). 
Sandlin,  Mrs.  J.  W.,  2175  North,  Beau- 
mont. 

Schilling,  Mrs.  John  G.,  2115  Arbor  (4). 
Schnur,  Mrs.  Sidney,  1705  McDuffie. 
Schuhmacher,  Mrs.  L.  F.,  Jr.,  6524  Vander- 
bilt. 

Schultz,  Mrs.  Jacob  F.,  Locke  Lane  (6). 
Scull,  Mrs.  Alvis  Joe,  1601  S.  Shepherd. 
Seale,  Mrs.  Everett,  3408  Ella  Lee  Lane 

(6). 

Selke,  Mrs.  Oscar  O.,  Jr.,  1934  W.  Clay. 
Shaffer,  Mrs.  Carl  F.,  2421  Wordsworth 
(5). 

Shapira,  Mrs.  Jake,  3331  Wentworth. 
Shearer,  Mrs.  Thomas  P.,  2703  Tangley 

(5) . 

Shirley,  Mrs.  Carl  W.,  2808  Quenby  (5). 
Sinclair,  Mrs.  T.  A.,  1801  Heights  Blvd. 
(8). 

Singleton,  Mrs.  P.  C.  A.,  3314  Kelton. 
Skogland,  Mrs.  J.  E.,  2203  Addison  (5). 
Slataper,  Mrs.  E.  L.,  4214  S.  Emanuel. 
Slataper,  Mrs.  F.  J.,  2001  Wentworth  (4). 
Smith,  Mrs.  B.  F.,  S.  Chelsea  (6). 

Smith,  Mrs.  Burt  B.,  4430  Pease  (3). 

Smith,  Mrs.  Clifford,  3461  Piping  Rock 
Lane. 

Smith,  Mrs.  Edward  T.,  2120  Brentwood 

(6) . 

Smith,  Mrs.  J.  Murray,  4361  Blodgett  (4). 
Spiller,  Mrs.  J.  B.,  4701  Austin  (4). 
Spurlock,  Mrs.  G.  H.,  3240  Del  Monte  (6). 
Stackhouse,  Mrs.  H.,  Jr.,  2331  Dryden  (5). 
Stalnaker,  Mrs.  Paul  R.,  5401  San  Jacinto 

(4) . 

Stevenson,  Mrs.  W.  M.,  2423  Pelham  (6). 
Stewart,  Mrs.  J.  M.,  Katy. 

Stork,  Mrs.  W.  J.,  3801  Fannin  (4). 
Stough,  Mrs.  John  T.,  2210  Dryden  (5). 
Strozier,  Mrs.  W.  M.,  311  Kress  Bldg. 
Strashun,  Mrs.  M.  F.,  Plaza  Hotel. 
Strassmann,  Mrs.  E.  O.,  2310  Binz  (4). 
Tackaberry,  Mrs.  A.  L.  W.,  2703  Grant 
(6). 

Talley,  Mrs.  A.  T.,  2128  Southmore  (4). 
Thomas,  Mrs.  C.  Skiles,  220  W.  Alabama 
(6). 

Thomas,  Mrs.  Charles,  Box  103,  Hunt. 
Thorn,  Mrs.  S.  W.,  3140  Oakdale  (4). 
Thorning,  Mrs.  W.  B..  3603  Graustark  (6). 
Thorning,  Mrs.  W.  B.,  Jr.,  1702  W.  Main 
(6). 

Toland,  Mrs.  William  A.,  3741  Wickersham 
Lane  (6). 

Trible,  Mrs.  J.  M.,  2402  Calumet  (4). 
Truitt,  Mrs.  J.  J.,  2619  Grant  (6). 

Turner,  Mrs.  B.  Weems,  2947  Inwood  (6). 
Turner,  Mrs.  C.  Gary,  2235  Southgate  (5). 
Tusa,  Mrs.  Theo.  S.,  1624  Richmond  (6). 
Tuttle,  Mrs.  L.  L.  D.,  2223  Inwood  (6). 
Vanzant,  Mrs.  Thomas  J.,  2233  N.  Mac- 
Gregor Way  (4). 

Vaughn,  Mrs.  Luther  M. 

Von  Pohle,  Mrs.  Kenneth  C.,  2216  Wrox- 
ton Rd. 

Wachsman,  Mrs.  David,  2514  Glenn  Haven 

(5) . 

Wagner,  Mrs.  Robert  G.,  6438  Westchester. 
Waldron,  Mrs.  George  W.,  3659  Inwood 

(6) . 

Wall,  Mrs.  John,  2223  Salisbury  Lane  (6). 
Wallis,  Mrs.  W.  M.,  Plaza  Hotel  Apts. 
Walter,  Mrs.  Paul  J.,  2425  Shakespeare. 
Ward,  Mrs.  Thomas  E.,  1605  Heights  Blvd. 
(8). 

Warner,  Mrs.  Clyde  M.,  3256  Reba  (6). 
Warner,  Mrs.  Lucian  M.,  2912  Ella  Lee 
(6). 

Watson,  Mrs.  James  E.,  Jr.,  4107  Fannin. 
Weil,  Mrs.  Sol  B.,  Jr.,  2246  Dryden  (5). 
Welsh,  Mrs.  Hugh  C.,  3465  Inwood  (6). 
Whitsitt,  Mrs.  J.  J.,  5312  Cherokee  (5). 
Wigby,  Mrs.  Palmer  E.,  2043  Goldsmith 
(5). 

Wilkerson,  Mrs.  Edward,  12  Chelsea  (6). 
Williford,  Mrs.  L.  E.,  1135  W.  Gray  (6). 


Wills,  Mrs.  Seward,  5327  Mandell  (5). 
Wilson,  Mrs.  Carl,  1512  W.  Alabama  (6). 
Withers,  Mrs.  Ben  T.,  7430  Harrisburg 
Blvd. 

Withers,  Mrs.  H.  W.,  2247  North  Blvd. 

(6). 

Wolf,  Mrs.  Ed  Trowbridge,  4411  Fannin 
(4). 

Wootters,  Mrs.  John  H.,  2119  Pine  Valiev 

(6). 

York,  Mrs.  Byron  P.,  2501  N.  MacGregor 
Way  ( 4 i . 

Young,  Mrs.  Carl  B.,  3325  Del  Monte  (6). 
Youngblood,  Mrs.  J.  C.,  3011  Ella  Lee  (6). 
Zanek,  Mrs.  Otto  L.,  1617  Bonnie  Brae. 
Zarr,  Mrs.  Lynn,  3330  Del  Monte  (6). 

WASHINGTON  COUNTY  AUXILIARY* 

Becker,  Mrs.  Arthur  E.,  106  W.  6th. 
Burnett,  Mrs.  M.  D.,  114  Sycamore. 

De  Foy,  Mrs.  V.  J.,  716  W.  3rd. 

Emrey,  Mrs.  W.  J. 

Garber,  Mrs.  Fred,  409  W.  Main. 

Hasskarl,  Mrs.  Robert  A.,  1008  Day. 
Hasskarl,  Mrs.  Walter  F.,  Washington 
Heights. 

Heineke,  Mrs.  Gus,  308  S.  Austin. 

Knolle,  Mrs.  Olga,  1008  Day. 

Knolle,  Mrs.  Roger  E.,  801  S.  Clinton. 
Knolle,  Mrs.  Waldo  A.,  511  Sycamore. 
Kusch,  Mrs.  R.  A.,  Gay  Hill. 

Lenert,  Mrs.  Robert  H. 

Lusk,  Mrs.  Hugh,  415  W.  Main. 

Nelson,  Mrs.  J.  E. 

Schoenvogel,  Mrs.  O.  F.,  12  Mulberry. 
Simmons,  Mrs.  Homer  G.,  617  School. 
Southern,  Mrs.  Charles  E.,  Burton. 

Stafford,  Mrs.  S.  E. 

Steinbach,  Mrs.  H.  L.,  1310  S.  Market. 
Tottenham,  Mrs.  W.  F.,  704  W.  Academy. 
Toubin,  Mrs.  Sam  H.,  713  W.  Main. 

Zeiss,  Mrs.  George,  201  E.  Germania. 

MEMBERS-AT-LARGE, 

NINTH  DISTRICT 
Daniels,  Mrs.  G.  D.,  Gilmer. 

Fenlaw,  Mrs.  J.  L.,  Gilmer. 

Fuller,  Mrs.  M.  L.,  1008^  3rd,  Brown- 
wood. 

Kunstadt.  Mrs.  Paul,  Monahans. 

Marshall,  Mrs.  Thom,  Gilmer. 

Ragland,  Mrs.  Hugh  M.,  Gilmer. 

Ragland,  Mrs.  Madison,  Gilmer. 

TENTH  DISTRICT 

Hrs.  Hugh  Alexander 
Beaumont 
Council  Woman 

ANGELINA  COUNTY  AUXILIARY! 
Burch,  Mrs.  Joe,  514  Frank. 

Chappell,  Mrs.  Barney,  149  E.  Menefee. 
Childers,  Mrs.  D.  M.,  119  E.  Denman. 
Clements,  Mrs.  Peyton  C.,  Old  Union  Rd. 
Dale,  Mrs.  J.  R.,  Diboll. 

Denman,  Mrs.  L.  H.,  602  N.  1st. 

Estep,  Mrs.  M.  A.,  715  Mantooth. 

Evans,  Mrs.  C.  W.,  Southwood  Dr. 

Gibson,  Mrs.  Mitchell  O.,  602  N.  2nd. 

Glass,  Mrs.  Ella,  412  Moore. 

Hawkins,  Mrs.  Kate,  1002  Turner. 

Peebles,  Mrs.  Felix,  1026  Idylwood  Dr. 
Percy,  Mrs.  Edward,  Lazy  Lane. 
Sweatland,  Mrs.  A.  E.,  804  Frank. 

Taylor,  Mrs.  Robert,  501  Jefferson. 

Taylor,  Mrs.  T.  A.,  402  E.  Shephers. 

Tinkle,  Mrs.  L.  T.,  Houston  Hwy. 

Wade,  Mrs.  J.  H.,  817  Frank. 

JEFFERSON  COUNTY  AUXILIARY! 
Alexander,  Mrs.  Hugh  E.,  2370  Harrison. 
Allamon,  Mrs.  E.  L.,  2200  East  Dr. 

Allison,  Mrs.  F.  Peel,  2377  Ashley. 
Anderson,  Mrs.  R.  B.,  300  El  Paso,  Port 
Arthur^ 

Autrey,  Mrs.  A.  R.,  3100  5th,  Port  Arthur. 
Barr,  Mrs.  Richard  E.,  2524  Long. 

Bevil,  Mrs.  H.  Grady.  2515  Long. 

Bevil,  Mrs.  Harold,  1435  Calder. 

Beyt,  Mrs.  Frank  Joseph,  3812  Lakeshore, 
Port  Arthur. 

Boring,  Mrs.  Clarence  William,  3929  3rd, 
Port  Arthur. 

Brandau,  Mrs.  W.  H.,  2449  Harrison. 
Brown,  Mrs.  Walter  D.,  2274  North. 

Bybee,  Mrs.  J.  A.,  2425  Pecos. 

♦Address  is  Brenham  unless  otherwise 
stated. 

fAddress  is  Lufkin  unless  otherwise 
stated. 

JAddress  is  Beaumont  unless  otherwise 
stated. 
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Byrd,  Mrs.  Lee  Roy,  Jr.,  Star  Rt.,  Box  60, 
Port  Arthur. 

Byrom,  Mrs.  Dan  H.,  4525  Evergreen,  Port 
Arthur. 

Carter,  Mrs.  John  Hardin,  2475  Evalon. 
Carter,  Mrs.  Louian  C.,  Box  851,  Port 
Arthur. 

Chunn,  Mrs.  B.  D.,  Calder  Terrace. 

Colby,  Mrs.  Fred,  2380  Hazel. 

Crager,  Mrs.  J.  C.,  2490  North. 
Cunningham,  Mrs.  Michael,  French  Rd. 
Curry,  Mrs.  Dwight  E.,  4037  Procter,  Port 
Arthur. 

Davison,  Mrs.  Bruce  H.,  3900  7th,  Port 
Arthur. 

Duren,  Mrs.  Norman,  2225  Harrison. 

East,  Mrs.  H.  H.,  2801  4th,  Port  Arthur. 
Eisenstadt,  Mrs.  H.  B.,  3831  4th,  Port 
Arthur. 

Elster,  Mrs.  Benjamin  B.,  2919  7th,  Port 
Arthur. 

Engledow,  Mrs.  Robert  H.,  615  21st. 
English,  Mrs.  Dudley  M.,  690  19th. 

Fears,  Mrs.  T.  Alvin,  705  5th. 

Ferguson,  Mrs.  Edward  C.,  2201  Victoria. 
Fett,  Mrs.  Bennie  J.,  3100  6th,  Port  Ar- 
thur. 

Fortney,  Mrs.  Paul  N.,  2627  Hazel. 

Frontis,  Mrs.  C.  J.,  1582  Broadway. 
Gardner,  Mrs.  John  N.,  2534  Long. 

Glass,  Mrs.  Walter  W.,  Port  Arthur. 
Graber,  Mrs.  W.  J.,  2579  Calder. 

Granata,  Mrs.  Sam  V.,  3226  North. 
Greenberg,  Mrs.  Philip  B.,  2398  Laurel. 
Hager,  Mrs.  Dale  C.,  695  22nd. 

Harlan,  Mrs.  H.  D.,  2460  Long. 

Harper,  Mrs.  J.  Y.,  849  5th,  Port  Arthur. 
Hart,  Mrs.  Frank  B.,  2130  Hazel. 

Hart,  Mrs.  John  Alexander,  2375  North. 
Heare,  Mrs.  L.  C.,  2701  Lakeshore,  Port 
Arthur. 

Hendry,  Mrs.  C.  H.,  2494  Hazel. 

Jacobson,  Mrs.  Harry,  2478  North. 

Kaplan,  Mrs.  Hyman  J.,  2330  Harrison. 
Keith,  Mrs.  Frank  R.,  235  Dryden  PL,  Port 
Arthur. 

Killingsworth,  Mrs.  W.  Price,  1919  Wig- 
nall.  Port  Arthur. 

Ledbetter,  Mrs.  L.  H.,  820  21st. 

Lewis,  Mrs.  Seaborn  J.,  Calder  Terrace. 
Lightfoot,  Mrs.  W.  D.,  1508  North. 
Lindsey,  Mrs.  Eugene  H.,  2510  Calder. 
Loewenstein,  Mrs.  Joseph,  218  Evant  Lane, 
Port  Arthur. 

Lombardo,  Mrs.  Roy  T.,  810  19th. 

Long,  Mrs.  James  Walter,  3126  9th,  Port 
Arthur. 

Lyons,  Mrs.  Sam  B.,  Calder  Terrace. 
Makins,  Mrs.  James,  3000  Bernhardt,  Port 
Arthur. 

Mann,  Mrs.  D.  A.,  2135  Victoria. 

Martin,  Mrs.  J.  D.,  925  Rivercrest. 

Meyer,  Mrs.  Paul  R.,  3801  Lakeshore,  Port 
Arthur. 

Middleton,  Mrs.  W.  C.,  1675  Orange. 
Mitchell,  Mrs.  T.  C.,  2530  Laurel. 

Mixson,  Mrs.  H.  J.,  Hotel  Beaumont. 
McNemer,  Mrs.  Phillip  H.,  557  Underhill. 
McRee,  Mrs.  Edgar  C.,  4010  Hollywood, 
Port  Arthur. 

Newton,  Mrs.  W.  A.,  2698  McFaddin. 
Painton,  Mrs.  Clifford  E.,  3430  7th,  Port 
Arthur. 

Pecora,  Mrs.  Tony  Lawrence,  2351  Ange- 
lina. 

Pentecost,  Mrs.  C.  L.,  1030  Sabine  Pass. 
Petit,  Mrs.  Paul  T.,  Calder  Rd. 

Pierson..  Mrs.  Roger,  Edson  Hotel. 

Powell,  Mrs.  L.  C.,  650  Washington  Blvd. 
Pruitt,  Mrs.  L.  T.,  1415  Calder. 

Raines,  Mrs.  James  Marion,  2002  Procter, 
Port  Arthur. 

Robert,  Mrs.  W.  Pierre,  2390  Broadway. 
Roew,  Mrs.  Kit  W.,  2688  North. 

Serafino,  Mrs.  L.  C.,  Lucas  Dr. 

Simpson,  Mrs.  Rufus  King,  2275  Long. 
Skarke,  Mrs.  E.  A.,  2363  Calder. 

Smith,  Mrs.  William  A.,  Caldwood. 

Solis,  Mrs.  Gume  Robert,  2310  Rosedale, 
Port  Arthur. 

Stephenson,  Mrs.  G.  Bruce,  Box  721, 
Thomas  Rd. 

Stevens,  Mrs.  R.  B.,  498  Ewing. 

Stoelje,  Mrs.  Joe,  2700  Forest. 

Strozier,  Mrs.  W.  E.,  1190  McFaddin. 
Suchs,  Mrs.  M.  E.,  2245  Hazel. 

Sutton,  Mrs.  Fred  Walter,  2534  North. 
Tatum,  Mrs.  W.  E.,  2180  Orange. 

Todd,  Mrs.  Charles  Hugh,  Jr.,  560  22nd. 
Toomin,  Mrs.  Emanuel,  1093  Broadway. 
Torbett,  Mrs.  J.  W.,  Jr.,  1445  Calder. 
Tyndall,  Mrs.  Thomas  M.,  777  21st. 

Walker,  Mrs.  Taylor,  675  5th. 

Wallace,  Mrs.  William  G.,  2572  McFaddin. 


Ward,  Mrs.  E.  G..  595  23rd. 

Weisbach,  Mrs.  Phillip  T.,  Box  606,  Neder- 
land. 

Weiss,  Mrs.  Morris,  3244  North. 

White,  Mrs.  Clarence  M.,  2455  Hazel. 
White,  Mrs.  J.  M.,  4525  Sunken  Ct.,  Port 
Arthur. 

White,  Mrs.  John,  Jr.,  3010  Las  Palmos, 
Port  Arthur. 

Williams,  Mrs.  F.  G.,  2006  Hazel. 

Williford,  Mrs.  H.  B.,  2565  Hazel. 

Wilson,  Mrs.  I.  G.,  2050  North. 

Woodward,  Mrs.  John  F.,  Box  720,  Thomas 
Rd. 

Young,  Mrs.  Isaac  Townsend,  3748  Procter, 
Port  Arthur. 

Young,  Mrs.  Roy,  3103  Ozark,  Port  Arthur. 
LIBERTY-CHAMBERS 
COUNTIES  AUXILIARY 
Bellamy,  Mrs.  Richard  C.,  Daisetta. 
Bridges,  Mrs.  William  H.,  Goose  Creek. 
Carr,  Mrs.  K.  K.,  Devers. 

Davies,  Mrs.  Dale  H.,  Liberty. 

Delaney,  Mrs.  A.  L.,  Liberty. 

Fahring,  Mrs.  George,  Anahuac. 

Fahring,  Mrs.  Thomas  L.,  Anahuac. 
Griffin,  Mrs.  Frank  S.,  Liberty. 

Jordan,  Mrs.  B.  L.,  Daisetta. 

Richter,  Mrs.  Ernest  R.,  Dayton. 

Schultz,  Mrs.  Don  P.,  Liberty. 

Shearer,  Mrs.  A.  R.,  Mont  Belvieu. 
Tadlock,  Mrs.  J.  T.,  Dayton. 

Wilson,  Mrs.  Reginald,  Dayton. 

NACOGDOCHES  COUNTY  AUXILIARY* * * § 
Beall,  Mrs.  J.  Frank,  127  Beall. 

Blackwell,  Mrs.  T.  J.,  417  N.  Fredonia. 
Campbell,  Mrs.  George  P.,  226  North. 
McKinney,  Mrs.  Edgar,  138  Bailey. 

Nelson,  Mrs.  A.  Langston,  721  North. 
Neuville,  Mrs.  Carroll  F.,  Raguet  St. 
Payne,  Mrs.  C.  F.,  23  Hayward. 
Pennington,  Mrs.  T.  J.,  844  North. 

Smith,  Mrs.  Clarence,  900  Mound. 

Taylor,  Mrs.  James  G.,  Jr.,  Blount  St. 
Tucker,  Mrs.  Henry,  N.  Heights  Addition. 
Tucker,  Mrs.  Stephen  B.,  1027  Mound. 

ORANGE  COUNTY  AUXILIARY f 
Becker,  Mrs.  Edward,  2004  Hart. 

Bennet,  Mrs.  David  M.,  4 Eads. 

Covington,  Mrs.  Charles  M.,  2506  Quarry 
Rd.,  Austin. 

Pearce,  Mrs.  Henry  Wynne,  812  Cypress. 
Peters,  Mrs.  Leo  J*.,  1212  17th. 

Phillips,  Mrs.  Clark  E.,  403  2nd. 

Schofield,  Mrs.  Elmer  C.,  1002  Ave.  A. 
Seastrunk,  Mrs.  Oliver  C.,  2206  16th. 
Shaddock,  Mrs.  Carroll  B.,  509  7th. 
Sheperdson,  Mrs.  Robert,  2 Park  PI. 
(Navy). 

Swickard,  Mrs.  George  Y.,  712  Park. 

White,  Mrs.  Malcolm  E.,  518  2nd. 

Woolley,  Mrs.  Talmadge  O.,  511  7th. 

t ELEVENTH  DISTRICT 

Mrs.  Paul  Stokes 
Crockett 
Council  Woman 

CHEROKEE  COUNTY  AUXILIARY? 
Boyd,  Mrs.  J.  T.,  Hillcrest  Addition,  Edge- 
wood  Dr. 

Cobble,  Mrs.  T.  H.,  Rusk. 

Goode,  Mrs.  E.  T.,  State  Hospital,  Rusk. 
Hilliard,  Mrs.  George  M.,  John's  Dr. 

Huff,  Mrs.  M.  E.,  State  Hospital,  Rusk. 
Jackson,  Mrs.  C.  L.,  State  Hospital,  Rusk. 
Kuykendall,  Mrs.  M.  J.,  State  Hospital, 
Rusk. 

Lamb,  Mrs.  Marvin,  El  Paso  St. 

McDonald,  Mrs.  W.  A.,  Alto. 

McDougle,  Mrs.  John,  Neches  St. 
McQuaide,  Mrs.  Henry,  Dallas  St. 

Sory,  Mrs.  W.  H.,  E.  Rusk  St. 

Stripling,  Mrs.  C.  H.,  S.  Jackson  St. 
Travis,  Mrs.  J.  M.,  S.  Ragsdale  St. 

Travis,  Mrs.  John,  Dallas  St. 

Travis,  Mrs.  Lewie,  El  Paso  St. 

Travis,  Mrs.  R.  T.,  San  Antonio  St. 

HENDERSON  COUNTY  AUXILIARY§ 
Baugh,  Mrs.  J.  D.,  Chandler. 

Black,  Mrs.  W.  T.,  409  E.  Corsicana. 

*Address  is  Nacogdoches  unless  other- 
wise stated. 

tAddress  is  Orange  unless  otherwise 
stated. 

iAddress  is  Jacksonville  unless  otherwise 
stated. 

§ Address  is  Athens  unless  otherwise 
stated. 


Cockerell,  Mrs.  L.  L..  309  W.  Corsicana. 
Easterling,  Mrs.  A.  H.,  611  E.  Tyler. 
Geddie,  Mrs.  N.  D.,  704  S.  Palestine. 
Henderson,  Mrs.  R.  E.,  506  E.  College. 
Hodge,  Mrs.  R.  H.,  710  E.  Tyler. 

Nash,  Mrs.  C.  H.,  Wofford  Ave. 

Price,  Mrs.  Don,  115  E.  Corsicana. 

Pruitt,  Mrs.  B.  H.,  103  St.  Thomas  Dr. 
Rockwell,  Mrs.  Paul,  Parsons  Parkway. 
Wallace,  Mrs.  B.  C.,  207  S.  Palestine. 
Webster,  Mrs.  J.  K.,  806  E.  Corsicana. 
Weekley,  Mrs.  C.  M.,  409  E.  Corsicana. 

SMITH  COUNTY  AUXILIARY* 
Adams,  Mrs.  Nolan,  435  S.  Broadway. 
Allen,  Mrs.  George  B.,  821  W.  Dobbs. 
Anderson.  Mrs.  Carter,  Jr.,  6274  W.  Hous- 
ton. 

Bailey,  Mrs.  W.  M.,  405  Mockingbird  Lane. 
Baldwin,  Mrs.  R.  G.,  1224  W.  2nd. 
Birdwell,  Mrs.  J.  W.,  New  Copeland  Rd. 
Bradford,  Mrs.  S.  W.,  2015  S.  Broadway. 
Brown,  Mrs.  Glynne,  223  W.  2nd. 

Brown,  Mrs.  Irving,  1221  S.  Chilton. 
Bryant,  Mrs.  Howard,  822  S.  College. 
Caldwell,  Mrs.  Elbert  H.,  Highland  Park. 
Clawater,  Mrs.  E.  W.,  1517  S.  Chilton. 
Faber,  Mrs.  Edwin  G.,  407  W.  Shaw. 

Faust,  Mi's.  J.  J.,  305  W.  2nd. 

Goldfeder,  Mrs.  Jesse,  222  W.  2nd. 
Jarmon,  Mrs.  Thomas  M.,  Old  Bullard  Rd. 
Marshall,  Mrs.  R.  L.,  905  Mockingbird 

Lane. 

McDonald,  Mrs.  C.  C.,  Highland  Park. 
McMillan,  Mrs.  Bruce,  Overton. 

Moore,  Mrs.  Masters  H.,  1307  S.  Chilton. 
Neill,  Mrs.  J.  Lawrence,  123  S.  Horace. 
Neill,  Mrs.  L.  T.,  124  Rowland  Dr. 

Page,  Mrs.  Roy,  1906  S.  College. 

Pope,  Mrs.  Irving,  Jr.,  423  S.  Vine. 

Rhine,  Mrs.  Leland,  2016  Jarrell. 

Rice,  Mrs.  E.  D.,  925  S.  Chilton. 

Roosth,  Mrs.  Harold,  420  S.  Chilton. 

Ross,  Mrs.  William,  526  S.  Bonner. 

Shirley,  Mrs.  Clayton,  Old  Bullard  Rd. 
Thompson,  Mrs.  Orion,  318  W.  3rd. 
Vaughn,  Mrs.  Jim,  308  S.  Vine. 

Wilcox,  Mrs.  Melvin,  609  S.  Bois  d’Arc. 
Willingham,  Mrs.  C.  E.,  319  W.  2nd. 
Wilson,  Mrs.  B.  C.,  Vine  Hts. 

Windham,  Mrs.  L.  B.,  600  W.  Rusk. 
Woldert,  Mrs.  L.  B.,  603  Woldert. 

Young,  Mrs.  C.  B.,  929  S.  Confederate. 

TWELFTH  DISTRICT 
MRS.  R.  R.  White 
Temple 

Council  Woman 

BELL  COUNTY  AUXILIARY! 
Anderson,  Mrs.  H.  B.,  613  W.  Lamar. 
Arnold,  Mrs.  W.  O.,  813  N.  6th. 

Bassel,  Mrs.  P.  M..  Belton. 

Bauman,  Mrs.  J.  E.,  820  N.  6th. 

Boykin,  Mrs.  J.  M.,  McClosky  Hospital. 
Bradfield,  Mrs.  E.  O.,  905  N.  4th. 

Brindley,  Mrs.  G.  V.,  600  W.  Garfield. 
Brindley,  Mrs.  G.  V.,  Jr.,  720  W.  Nugent. 
Bunkley,  Mrs.  T.  F.,  1117  N.  9th. 

Burnett,  Mrs.  J.  R.,  Bartlett. 

Burrow,  Mrs.  F.  P.,  Killeen. 

Chernosky,  Mrs.  W.  A.,  517  N.  9th. 
Christian,  Mrs.  J.  J.,  107  W.  Downs. 
Cochran,  Mrs.  L.  M.,  McClosky  Hospital. 
Curtis,  Mrs.  R.  C.,  1315  N.  7th. 

Curtis,  Mrs.  R.  R.,  1919  N.  7th. 

DeBord,  Mrs.  Bert,  Jr.,  1116  N.  9th. 

Eanes,  Mrs.  David,  928  N.  Main. 

Ehni,  Mrs.  George,  111  N.  2nd. 

Ellis,  Mrs.  I.  D.,  Troy. 

Fowler,  Mrs.  F.  A.,  Killeen. 

Freeman,  Mrs.  Bromley,  McClosky  Hos- 
pital. 

Gillespie,  Mrs.  Charles,  1612  W.  Ave.  H. 
Gober,  Mrs.  O.  B.,  714  S.  3rd. 

Greenlee,  Mrs.  R.  G. 

Greenwood,  Mi's.  J.  H.,  815  N.  9th. 
Hammond,  Mrs.  F.  M.,  509  Thompson. 
Harlan,  Mrs.  R.  K.,  1207  N.  3rd. 

Hume,  Mrs.  Albert  T.,  McClosky  Hospital. 
Hurt,  Mrs.  Dabney,  McClosky  Hospital. 
Kilman,  Mrs.  J.  R.,  1405  N.  5th. 

Littell,  Mrs.  G.  S.,  McClosky  Hospital. 
Longmire,  Mrs.  V.  M.,  1309  N.  9th. 

Macey,  Mrs.  H.  B.,  1116  N.  3rd. 

McCelvey,  Mrs.  J.  S.,  804  N.  11th. 

McKay,  Mrs.  E.  D.,  504  W.  Nugent. 
McKenney,  Mrs.  J.  F.,  310  N.  1st. 

Moon,  Mrs.  A.  E.,  716  N.  3rd. 

Moon,  Mrs.  A.  E.,  Jr.,  426  W.  Lamar. 

*Address  is  Tyler  unless  otherwise  stated. 
tAddress  is  Temple  unless  otherwise 
stated. 
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Moreton,  Mrs.  R.  D.,  310  N.  1st. 

Murray,  Mrs.  R.  V.,  1301  S.  5th. 

Parker,  Mrs.  Charles,  1007  N.  13th. 

Phillips,  Mrs.  Charles,  1304  N.  3rd. 

Pillman,  Mrs.  J.  W.,  Belton. 

Pollok,  Mrs.  L.  W.,  618  N.  13th. 

Powell,  Mrs.  W.  N.,  1219  N.  9th. 

Ramey,  Mrs.  P.  M.,  1014  N.  9th. 

Rodarte,  Mrs.  J.  G.,  1011  N.  13th. 
Schlademan,  Mrs.  K.  R.,  707  W.  French. 
Scott,  Mrs.  A.  C..  Jr.,  618  N.  9th. 

Seedorf,  Mrs.  E.  E.,  1205  N.  15th. 

Sewell,  Mrs.  J.  G.,  Belton. 

Sherwood,  Mrs.  M.  W.,  605  N.  9th. 

Shibler,  Mrs.  S.  W.,  711  N.  11th. 

Shirey,  Mrs.  R.  W.,  805  N.  6th. 

Simmon,  Mrs.  V.  J.,  814  N.  6th. 

Simpson,  Mrs.  C.  M.,  1312  N.  7th. 

Smith,  Mrs.  Travis,  1311  N.  11th. 

Speed,  Mrs.  Terrell,  902  N.  3rd. 

Talley,  Mrs.  L.  R..  1203  N.  3rd. 

Thomas,  Mrs.  E.  F.,  203  W.  King. 

Viers,  Mrs.  E.  R..  1520  N.  5th. 

Walsh,  Mrs.  E.  N.,  1418  N.  7th. 

Ward,  Mrs.  W.  P.,  1304  N.  1st. 

Wehrle,  Mrs.  Paul  F.,  1204  W.  Ave.  G. 
White,  Mrs.  R.  R.,  609  N.  9th. 

Wiedeman,  Mrs.  A.  E.,  Rt.  1. 

Winston,  Mrs.  J.  R.,  304  W.  French. 

Wise,  Mrs.  R.  A.,  McClosky  Hospital. 
Wolf,  Mrs.  Ford.  318  N.  Main. 

Woodson,  Mrs.  W.  B.,  1300  N.  13th. 

Yates,  Mrs.  C.  W.,  1106  N.  4th. 

ERATH-HOOD-SOMERVELL 
COUNTIES  AUXILIARY 
Bryan,  Mrs.  T.  F.,  Dublin. 

Cragwell,  Mrs.  A.  O.,  Stephenville. 

Dabney,  Mrs.  T.  H..  Granbury. 

Hafer,  Mrs.  W.  F.,  Hico. 

Hedges,  Mrs.  W.  F.,  Hico. 

Jordan,  Mrs.  C.  A.,  Dublin. 

Lancaster,  Mrs.  Gus  N..  Granbury. 

Pate,  Mrs.  J.  J.,  Dublin. 

Shelton,  Mrs.  J.  L.,  Stephenville. 

Terrell,  Mrs.  J.  C.,  Stephenville. 

Terrell,  Mrs.  Vance,  Stephenville. 

Wright,  Mrs.  Glenn,  Stephenville. 

FALLS  COUNTY  AUXILIARY* 
Barnett,  Mrs.  John  B.,  403  Agnes. 

Bennett,  Mrs.  Alfred  C.,  828  Southland. 
Brown,  Mrs.  J.  Mitchell,  441  Norwood. 
Buie,  Mrs.  Neil  D.,  407  Capps. 

Collier,  Mrs.  J.  I..  717  Walker. 

Cornwell,  Mrs.  Charles  H.,  437  Houghton. 
Davison,  Mrs.  Milton  A.,  432  Agnes. 

Glass,  Mrs.  Tom  G.,  727  Watson. 
Hampshire,  Mrs.  G.  H.,  215  Winter. 
Hutchings,  Mrs.  Edgar  P.,  800  Southland. 
Hutchins,  Mrs.  Evelyn  Rice,  437  Capps. 
McKinley,  Mrs.  Frank,  Jr.,  816  Ward. 
Smith,  Mrs.  Howard  O.,  904  Southland. 
Smith,  Mrs.  Walter  S.,  416  Agnes. 
Swetland,  Mrs.  Douglas  R.,  829  Southland. 
Torbett,  Mrs.  J.  W.,  402  Houghton. 

Von  Tobel,  Mrs.  A.  E.,  708  Watson. 

JOHNSON  COUNTY  AUXILIARYt 
Dennis,  Mrs.  Mills,  105  Sunset. 

Jowell,  Mrs.  C.  C.,  Box  36. 

Kimbro,  Mrs.  Robert  W.,  807  Forest. 

Knox,  Mrs.  M.  T.,  201  Bellevue  Dr. 

Little,  Mrs.  J.  G.,  606  W.  Chambers. 
Pickens,  Mrs.  J.  W.,  302  Featherston. 
Smythe,  O.  T..  Jr.,  103  Bellevue  Dr. 
Turner,  Mrs.  B.  H.,  201  Featherston. 
Whitehouse,  Mrs.  Gladys,  401  W.  Cham- 
bers. 

Yater,  Mrs.  Tolbert  F.,  109  Sunset. 

Mclennan  county  auxiliary t 

Alexander,  Mrs.  Boyd,  1024  N.  18th. 
Alexander,  Mrs.  R.  B.,  3725  Castle  Dr. 
Anspach,  Mrs.  H.  M.,  2711  Maple. 

Avent,  Mrs.  Woodrow  M.,  3016  Live  Oak. 
Aynesworth,  Mrs.  H.  T.,  3000  Cumberland. 
Aynesworth,  Mrs.  M.  B.,  436  Rice. 

Baker,  Mrs.  M.  D.,  2806  Washington. 
Barnes,  Mrs.  Maurice,  2307  Gorman. 

Berry,  Mrs.  George  W.,  1920  Live  Oak. 
Bradford,  Mrs.  J.  E.,  Mart. 

Brooks,  Mrs.  C.  H.,  2300  Bosque  Blvd. 
Bryant,  Mrs.  George,  2722  Windsor. 
Bullard,  Mrs.  Ray  E.,  2616  Fort. 

Burgess,  Mrs.  Norma,  Palm  Courts. 
Cannon,  Mrs.  I.  F.,  Mart. 

♦Address  is  Marlin  unless  otherwise 
stated. 

fAddress  is  Cleburne  unless  otherwise 
stated. 

tAddress  is  Waco  unless  otherwise 
stated. 


Carlisle,  Mrs.  M.  C.,  1410  Austin. 

Coffelt,  Mrs.  Ralph  L.,  423  N.  23rd. 

Colgin,  Mrs.  M.  W.,  Jr.,  2611  Austin. 
Collins,  Mrs.  L.  D.,  1700  Washington. 
Connally,  Mrs.  H.  F.,  Jr.,  2223  Colcord. 
Cooke,  Mrs.  J.  E.,  Moody. 

Crosthwait,  Mrs.  R.  W.,  1301  Baker  Lane. 
Dudgeon,  Mrs.  H.  R.,  2200  Gorman. 
Dudgeon,  Mrs.  H.  R.,  Jr.,  1916  Gorman. 
Fine,  Mrs.  E.  B.,  3200  Cumberland. 

Ford,  Mrs.  Walter  L.,  715  N.  13th. 

Garrett,  Mrs.  J.  M.,  1408  Austin. 

Germany,  Mrs.  H.  J.,  2324  Bosque  Blvd. 
Gidney,  Mrs.  Hayes,  West. 

Gilliam,  Mrs.  J.  R.,  Mart. 

Goodall,  Mrs.  C.  L.,  Clifton. 

Goodall,  Mrs.  Van  Doren,  Clifton. 
Goodman,  Mrs.  Aubrey  L.,  3305  Castle  Dr. 
Hale.  Mrs.  J.  W.,  1520  Washington. 

Hanks,  Mrs.  Robert  J.,  3222  Cumberland. 
Hipps,  Mrs.  H.  E.,  1604  Columbus. 

Hoehn,  Mrs.  F.  William,  3722  Chateau. 
Howard,  Mrs.  Stanley  P.,  1809  S.  8th. 
Husbands,  Mrs.  Tom  L.,  1808  N.  10th. 
Jahns,  Mrs.  A.  A.,  3408  Homan. 

Jenkins,  Mrs.  I.  Warner,  2400  Austin. 
Johnson,  Mrs.  Ernest  A.,  628  Baker  Lane. 
Kirby,  Mrs.  F.  F.,  2801  Ethel. 

Kochmann,  Mrs.  W.  P.,  3100  Live  Oak. 
Long,  Mrs.  Austin,  Valley  Mills. 

Magid,  Mrs.  Moreton  A.,  39th  and  Penn- 
sylvania. 

Manske,  Mrs.  A.  O.,  3601  Gorman. 
Marstaller,  Mrs.  W.  E.,  2301  Circle  Dr. 
McCanley,  Mrs.  E.  R.,  Moody. 

Menshaw,  Mrs.  R.  E.  L.,  905  S.  8th. 

Miller,  Mrs.  C.  F.,  2120  Fort. 

Mortland,  Mrs.  S.  Richard,  2737  Herring. 
Murphey,  Mrs.  Paul  C.,  3100  Maple. 

Oliver,  Mrs.  Tom  M.,  2029  Washington. 
Powell,  Mrs.  E.  V.,  Lake  Waco. 

Reese,  Mrs.  C.  H.,  2400  Fort. 

Reese,  Mrs.  Walter  L.,  1616  N.  5th. 

Richey,  Mrs.  H.  M.,  2700  Lyle. 

Roche,  Mrs.  Buell  F.,  3024  Live  Oak. 
Roddy,  Mrs.  Louis  H.,  3100  Windsor. 
Rottner,  Mrs.  Mark  H..  2500  Sanger. 
Sadler,  Mrs.  Leslie,  3400  Chateau. 

Scanio,  Mrs.  Thomas  J.,  West. 

Shipp,  Mrs.  J.  R.,  3120  Trice. 

Siler,  Mrs.  Ivy  Wood,  2004  Columbus. 
Simpson,  Mrs.  J.  W.,  2901  Lasker. 
Simpson,  Mrs.  Neill,  1821  Sanger. 

Souther,  Mrs.  W.  L.,  2005  N.  7th. 

Spark,  Mrs.  Milton,  2421  Sanger. 

Spencer,  Mrs.  Shelby,  419  N.  23rd. 

Tabb,  Mrs.  T.  E.,  1516  Proctor. 

Talley,  Mrs.  John  E.,  2700  Homan. 
Travlor,  Mrs.  C.  J.,  2123  Colcord. 

Trice,  Mrs.  W.  G.,  414  N.  23rd. 

Trippett,  Mrs.  Horace,  3723  Chateau. 
Warren,  Mrs.  D.  D.,  1322  Washington. 
Weekley,  Mrs.  F.  Clay,  2620  Windsor. 
Wells,  Mrs.  W.  H..  3600  Grim. 

Witcher,  Mrs.  S.  L.,  Clifton. 

Wood,  Mrs?  R.  Spencer,  3200  S.  3rd. 

Wood,  Mrs.  W.  A.,  3100  Morrow. 

Woolsey,  Mrs.  W.  J.,  Lake  Waco. 

THIRTEENTH  DISTRICT 

Mrs.  Frank  C.  Hodges 
Abilene 

Council  Woman 

TARRANT  COUNTY  AUXILIARY* 
Allison,  Mrs.  Wilmer  L.,  4503  Norma. 
Alliston,  Mrs.  Wiley  S..  6217  Locke. 
Anderson,  Mrs.  Reuben  B.,  4109  El 

Campo. 

Andujar,  Mrs.  John  J.,  2951  Benbrook 

Blvd. 

Anthony,  Mrs.  Ernest  E.,  Jr.,  Rt.  7,  Box 
320. 

Antweil,  Mrs.  Able,  1919  Forest  Park 
Blvd. 

Archer,  Mrs.  M.  C.,  3721  W.  Biddison 
Blvd. 

Armstrong,  Mrs.  W.  Frank,  2432  Medford 
Ct.  E. 

Austin,  Mrs.  Carl  M..  2620  Wabash. 

Bailey,  Mrs.  Noel  R.,  3733  Lenox. 

Baker,  Mrs.  Robert  G.,  5824  El  Campo. 
Ball.  Mrs.  Bert  C.,  6128  Highland. 

Ball,  Mrs.  Charles  E.,  4208  Lone  Oak  Dr. 
Barcus,  Mrs.  James  R.,  1713  Ashland. 
Barcus,  Mrs.  W.  S.,  2020  Hillcrest. 

Barker,  Mrs.  Bob,  24  Valley  Ridge  Rd. 
Barnes,  Mrs.  Keith,  3241  Travis. 

Barrow,  Mrs.  William  B.,  3700  Crest- 

haven. 


♦Address  is  Fort  Worth  unless  otherwise 
stated. 


Beall,  Mrs.  Frank  C.,  1420  N.  Ballinger. 
Beavers,  Mrs.  G.  Herbert,  46  Valley  Ridge 
Rd. 

Bennett,  Mrs.  Jerrell,  3501  Bellaire  Dr.  S. 
Benton,  Mrs.  James  H.,  2724  Willing. 
Bickel,  Mrs.  Robert  D.,  6321  Kenwick  Dr. 
Bond,  Mrs.  George  D.,  3203  Wingate. 
Bond,  Mrs.  Tom  B.,  815  Medical  Arts 

Bldg. 

Borough,  Mrs.  L.  D.,  6441  Darwood. 
Bowden,  Mrs.  Andy  J.,  3012  McPherson. 
Brasher,  Mrs.  Ray  V.,  112  Williamsburg 
Lane. 

Brewster,  Mrs.  Burke,  2562  Boyd. 

Brown,  Mrs.  J.  Hyal,  2409  Medford  Ct.  W. 
Brown,  Mrs.  Porter,  Rt.  6,  Box  472,  Den- 
ton Rd. 

Brownfield,  Mrs.  Jack,  3916  W.  4th. 
Bursey,  Mrs.  Leroy,  6432  Rosemont. 

Butler,  A.  W.,  Jr.,  233  Grace. 

Campbell,  Mrs.  J.  Franklin,  2017  Wind- 
sor PI. 

Carpenter,  Mrs.  Nathan  C.,  3612  Potomac. 
Childs,  Mrs.  Tilden  L.,  2118  Stanley. 
Childs,  Mrs.  Tilden  L.,  Jr.,  1002  University- 
Dr.,  Apt.  127. 

Chorn,  Mrs.  Etheridge  H.,  3132  Univer- 
sity Dr. 

Claunch,  Mrs.  Dewitt,  2937  5th  Ave. 
Clayton,  Mrs.  Charles  E.,  Rt.  8,  Box  119. 
Cochran,  Mrs.  J.  Robert,  3116  Lamesa  PI. 
Cohn,  Mrs.  Maurice,  2420  Wabash. 

Conner,  Mrs.  Cooper,  1115  May. 

Covert,  Mrs.  J.  D.,  1508  Hemphill. 

Crabb,  Mrs.  M.  H.,  3613  Park  Hill  Dr. 
Cross,  Mrs.  Thomas  J.,  2424  Lofton  Ter- 
race. 

Cunningham,  Mrs.  C.  S.,  3620  W.  Biddi- 
son. 

Daly,  Mrs.  Jack,  2200  Huntington  Lane. 
Daly,  Mrs.  T.  J.,  4024  Dexter. 

Daugherty,  Mrs.  F.  J.,  3920  El  Campo. 
Davis,  Mrs.  Edwin,  1320  Washington. 

Day,  Mrs.  Giles  W.,  Rt.  10,  Box  277. 
Deaton,  Mrs.  Hobart  O.,  1221  Clara. 

Ditto,  Mrs.  H.  Howard,  108  N.  Bailey'. 
Doss,  Mrs.  A.  Keller,  2701  Benbrook  Blvd. 
Doss,  Mrs.  Doyle  J.,  809  W.  Central. 
Duringer,  Mrs.  W.  C.,  2508  Ryan  PI. 
Emery,  Mrs.  Oscar  J.,  2120  Tremont. 
Enloe,  Mrs.  George  R.,  607  Rivercrest  Dr. 
Eschenbrenner,  Mrs.  J.  W.,  3756  Country 
Club  Circle. 

Etier,  Mrs.  E.  L.,  Jr.,  4032  Linden. 

Ezell,  Mrs.  Edgar  S..  2912  Travis. 
Fershtand,  Mrs.  J.  B.,  1915  Berkley  PI. 
Flood,  Mrs.  William  E.,  2600  Forest  Park 
Blvd. 

Francis,  Mrs.  Fred  W.,  2614  Kensington 
Dr. 

Funk,  Mrs.  Theron  H.,  2813  Willing. 
Garnett,  Mrs.  John  W.,  Jr.,  2610  Cockrell. 
Garrett,  Mrs.  C.  C.,  4800  Byers. 

Givens,  Mrs.  James  M.,  Waco  Hwy. 
Godley,  Mrs.  L.  O.,  2129  Park  PI. 
Goldberg,  Mrs.  A.  I.,  1937  Forest  Park 
Blvd. 

Goldberg,  Mrs.  Morton,  Westbrook  Hotel. 
Goodman,  Mrs.  Thomas  L.,  1933  Forest 

Park  Blvd. 

Gough,  Mrs.  R.  H..  5701  Merrymount  Rd. 
Grammer,  Mrs.  J.  Henry,  3553  Bellaire 
Dr.  N. 

Grammer.  Mrs.  Richard  B.,  3628  Potomac. 
Griffin,  Mrs.  O.  P.,  3539  Bellaire  Dr.  N. 
Griffith,  Mrs.  M.  A.,  2110  Roosevelt. 
Grogan,  Mrs.  O.  R.,  3200  Avondale. 
Grogan,  Mrs.  Roy7  L.,  3009  Simondale. 
Guerra,  Mrs.  R.  Lopez,  1509  Ellis. 

Haffke.  Mrs.  Oscar  W..  3632  Biddison. 
Hall,  Mrs.  E.  P.,  2233  Hemphill. 

Hallmark,  Mrs.  James  A.,  3812  W.  Low- 
den. 

Halpin,  Mrs.  Frank  W.,  5101  Bryce. 
Harper,  Mrs.  Henry,  2741  5th  Ave. 
Harris,  Mrs.  Earl,  3600  Country  Club  Cir- 
cle. 

Hawker,  Mrs.  L.  J.,  1924  Warner  Rd. 
Hawkins,  Mrs.  C.  P.,  3700  Tulsa  Way. 
Helbing,  Mrs.  H.  V.,  Rt.  10,  Box  342. 
Hewatt,  Mrs.  J.  W.,  3711  Meadowbrook 
Dr. 

Hiett,  Mrs.  Carey.  1424  Virginia  PI. 
Higgins,  Mrs.  William  P.,  Jr.,  3216  Wa- 
bash. 

Hightower,  Mrs.  L.  P.,  4001  W.  7th. 

Hook,  Mrs.  James  H.,  3917  Potomac. 
Horn,  Mrs.  Will  S.,  2217  Winton  Terrace 
W.  „ , 

Howard,  Mrs.  E.  L.,  Rt.  1,  Box  110,  Hal- 
tom  Rd. 

Howard,  Mrs.  Rex,  3125  Wabash. 

Huffman,  Mrs.  A.  M..  3029  Lipscomb.. 
Hulsey,  Mrs.  Sim,  2214  Ward  Parkway. 
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Hyde,  Mrs.  X.  R.,  Rt.  8,  Box  110,  River 
Lake  Dr. 

Isaacks,  Mrs.  Hub  E.,  5815  Merrymount 
Rd. 

Jackson,  Mrs.  A.  E.,  3204  University  Dr. 
Jackson,  Mrs.  H.  T.,  416  Crestwood  Dr. 
Jagoda,  Mrs.  Samuel,  2512  5th  Ave. 
Jenkins,  Mrs.  W.  N.,  2609  Greene. 

Jewell,  Mrs.  George  W.,  1212  Greenbrier 
Dr. 

Kibbie,  Mrs.  Horace  K.,  2417  Medford 

Ct.  E. 

Kibbie,  Mrs.  Kent  V.,  715  W.  Leuda. 

King,  Mrs.  Gerald  A.,  3180  Westcliff 

Rd.  W. 

Knapp,  Mrs.  William  A.,  3825  W.  4th. 
Kramer,  Mrs.  John  T.,  Jr.,  1905  N.  River- 
side Dr. 

Lace,  Mrs.  Ted,  3721  Westcliff  Rd.  N. 
Lackey,  Mrs.  W.  C.,  2300  Medford  Ct.  E. 
Lacy,  Mrs.  George  W.t  3200  Mt.  Vernon. 
Ladd,  Mrs.  A.  D.,  1109  S.  Henderson. 
Lange,  Mrs.  A.  A.,  2600  Ryan  PI.  Dr. 
Lauderdale,  Mrs.  T.  L.,  Jr.,  2212  Haw- 
thorne. 

Lawson,  Mrs.  J.  Mack,  3724  Bellaire  Dr. 

N. 

Leaffer,  Mrs.  Harry,  3120  Darnell. 

Lees,  Mrs.  C.  R.,  River  Lake  Dr. 

Lemon,  Mrs.  Robert  G.,  3806  Mattison. 
Levy,  Mrs.  Louis,  129  Williamsburg  Lane. 
Lyle,  Mrs.  Judge,  3901  Westcliff  Rd.  S. 
Matheson,  Mrs.  Dan  N.,  2500  Cockrell. 
McCarroll,  Mrs.  M.  C.,  3724  Linden. 
McCollum,  Charles  H.,  Jr.,  3137  Stadium. 
McKean,  Mrs.  R.  W.,  Rt.  7,  Box  299. 
McKinney,  Mrs.  William  W.,  Rt.  8,  Box 
128. 

McVeigh,  Mrs.  Joseph  F.,  4800  Crestline 
Rd. 

Mindeil,  Mrs.  Harold  B.,  2517  Hemphill. 
Mitchell,  Mrs.  Gatlin,  Rt.  8,  Box  126. 
Mitchell,  Mrs.  Robert  H.,  3632  Shelby  Dr. 
Moore,  Mrs.  Kenneth  G.,  Rt.  1,  Box  574. 
Morris,  Mrs.  A.  J.,  3631  Monticello  Dr. 
Mulkey,  Mrs.  Y.  J.,  2309  Harrison. 
Murchison,  Mrs.  S.  J.,  3205-  Stadium  Dr. 
Murphy,  Mrs.  James  D.,  6101  Kenwick. 
Neighbors,  Mrs.  DeWitt,  2221  Edwin. 
Norman,  Mrs.  Jack,  2315  Colonial  Park- 
way. 

O’Bannon,  Mrs.  R.  P.,  2135  Warner  Rd. 
Ott,  Mrs.  William  O.,  1019  W.  Terrell. 
Parsons,  Mrs.  William  F.,  2429  Shirley. 
Petta,  Mrs.  Walter  B.,  2625  Highview  Ter- 
race. 

Phillips,  Mrs.  W.  G.,  3115  Race. 

Powell,  Mrs.  John  C.,  Jr.,  3813  W.  6th. 
Price,  Mrs.  Sidney,  957  E.  Mulkey. 
Pumphrey,  Mrs.  A,  B.,  Rt.  8,  Box  108. 
Rathgeber,  Mrs.  Van  D.,  2320  Mistletoe 
Blvd. 

Readinger,  Mrs.  Ivan  H.,  6428  Greenway. 
Reekie,  Mrs.  Dudley  A.,  6400  Greenway. 
Reeves,  Mrs.  E.  E.,  3240  Rogers. 

Renshaw,  Mrs.  Horace  S„,  2913  Alton  Rd. 
Richards,  Mrs.  John  S.,  3816  W.  6th. 
Richardson,  Mrs.  J.  J.,  2404  Medford  Ct. 
E. 

Roan,  Mrs.  Leo,  1535  Cooper. 

Roberts,  Mrs.  A.  B.,  3531  Bellaire  Dr.  N. 
Roberts,  Mrs.  A.  L.,  1818  8th  Ave. 
Robertson,  Mrs.  J.  A.,  3004  Ryan. 
Rowland,  Mrs.  Robert  H.,  1320  Smilax. 
Rumph,  Mrs.  Mai,  2301  Win  ton  Terrace 
W. 

Savage,  Mrs.  Hugh  W.,  2309  Willing. 
Schenck,  Mrs.  C.  P.,  3117  Stadium  Dr. 
Schoolfield,  Mrs.  Emmett  E.,  1501  W. 

Myrtle. 

Schoonover,  Mrs.  Frank  S.,  600  8th  Ave. 
Scroggie,  Mrs.  Val  D.,  3736  Country  Club 
Circle. 

Schwarz,  Mrs.  Edwin  G.,  2420  Shirley. 
Sealy,  Mrs.  Burgess  W.,  4236  Curzon. 
Shaw,  Mrs.  E.  L.,  1908  Ashland. 

Sheddan,  Mrs.  Frank  G.,  1313  Sinclair 

Bldg. 

Shelley,  Mrs.  Harold  J.,  4071  Modlin. 
Shoemaker,  Mrs.  J.  W.,  1919  Grand. 
Shoultz,  Mrs.  V.  H.,  Roanoke. 

Smith,  Mrs.  Stanley  C.,  4224  Curzon. 
Smith,  Mrs.  Wallace  B.,  2501  Cockrell. 
Steger,  Mrs.  J.  H.,  3100  Bellaire  Dr.  W. 
Steinberger,  Mrs.  Eugene,  3512  W.  Biddi- 
son. 

Stow,  Mrs.  Robert  C.,  Jr.,  2811  Merida. 
Summer,  Mrs.  W.  W.,  3400  Hilltop  Rd. 
Swift,  Mrs.  W.  B.,  2817  Alton  Rd. 

Tatum,  Mrs.  W.  C.,  1828  Hillcrest. 

Taylor,  Mrs.  Holman,  2025  Huntington 
Lane. 

Teague,  Mrs.  William  H.,  2017  Maple 
Leaf. 


Terrell,  Mrs.  C.  O.,  2618  Waits. 

Terrell,  Mrs.  Truman  C.,  2401  Stadium  Dr. 
Thomas,  Mrs.  H.  C.,  1301  Clover  Lane. 
Thomason,  Mrs.  T.  H.,  4451  Crestline  Rd. 
Thompson,  Mrs.  W.  R.,  2306  6th. 

Tom,  Mrs.  J.  C.,  Jr.,  500  Eastwood. 
Tottenham,  Mrs.  J.  W.,  1204  N.  River- 
side Dr. 

Van  Zandt,  Mrs.  I.  L.,  3815  Lenox. 
Walborn,  Mrs.  Kenneth  B.,  4724  Dexter. 
Walker,  Mrs.  J.  N.,  3837  Bunting. 

Walker,  Mrs.  Webb,  2420  College. 

Waltrip,  Mrs.  P.  M.,  Jr.,  2415  Wabash. 
Ward,  Mrs.  I.  M.,  2565  Stadium  Dr. 

Webb,  Mrs.  William  S.,  1209  Thomas  PL 
Weir,  Mrs.  E.  M.,  3708  Country  Club  Cir- 
cle. 

West,  Mrs.  Walter  B.,  3015  Alton  Rd. 
Wiggins,  Mrs.  John  A.,  Jr.,  209  Williams- 
burg Lane. 

Wilson,  Mrs.  S.  W. , 1210  Clover  Lane. 
Wise,  Mrs.  Joe  R.,  3008  Greene. 

Withers,  Mrs.  I.  A.,  1201  8th  Ave. 

Wood,  Mrs.  William  W.,  Jr.,  3509  Bellaire 
Dr.  N. 

Woodward,  Mrs.  C.  S.,  Arlington. 

TAYLOR-JONES 
COUNTIES  AUXILIARY* 

Adamson,  Mrs.  W.  B.,  200  Oldham  Lane. 
Bailey,  Mrs.  S.  W.,  1149  Santos. 

Bass,  Mrs.  T.  B.,  1717  Holbron. 

Bessire,  Mrs.  N.  C.,  1449  Clinton. 

Bowyer,  Mrs.  M.  F.,  2034  Palm. 

Bridges,  Mrs.  James  P.,  1350  Meander. 
Burditt,  Mrs.  J.  N.,  2145  Idlewild. 

Burns,  Mrs.  Coleman,  850  Ross. 

Buzbee,  Mrs.  H.  Ray,  801  Davis  Dr. 

Cash,  Mrs.  W.  A.  V.,  901  Albany. 

Cockerell,  Mrs.  Earl,  1728  S.  4th. 

Cowgill,  Mrs.  David,  602  N.  E.  16th. 

Crow,  Mrs.  Jack,  1825  S.  14th. 

Daly,  Mrs.  J.  M.,  1026  Marshall. 

Estes,  Mrs.  Jack,  641  Hickory. 

Gill,  Mrs.  J.  M.  F.,  140  Mulberry. 

Grubbs,  Mrs.  L.  F.,  624  Amarillo. 
Hamilton,  Mrs.  H.  H.,  726  N.  E.  13th. 
Hedrick,  Mrs.  T.  Wade,  1310  Sylvan  Dr. 
Hocott,  Mrs.  J.  F.,  Hamlin. 

Hodges,  Mrs.  Frank  C.,  102  Oldham  Lane. 
Hollis.  Mrs.  L.  W.,  1865  N.  7th. 

Hollis,  Mrs.  Scott,  1202  Sayles. 

Hooks,  Mrs.  J.  M.,  3402  S.  11th. 

Johnson,  Mrs.  L.  F.,  1399  Austin. 
Kirkpatrick,  Mrs.  R.  B.,  918  Palm. 
Leggett,  Mrs.  C.  B.,  San  Angelo  Hwy. 
Little,  Mrs.  O.  W.,  1330  N.  2nd. 

Magee,  Mrs.  J.  D.,  1166  Albany. 

Mathews,  Mrs.  W.  J.,  1326  Highland. 
McDonald,  Mrs.  Donald,  425  Vine. 
McFadden,  Mrs.  C.  A.,  942  Santos. 
Middleton,  Mrs.  E.  E. 

Middleton,  Mrs.  E.  R.,  842  Sayles. 

Pattillo,  Mrs.  Guy,  1018  Sayles. 

Pickard,  Mrs.  L.  J.,  1622  Cedar  Dell. 
Porter,  Mrs.  Bruce,  1850  Belmont. 
Prichard,  Mrs.  C.  L.,  2042  S.  8th. 

Ramsey,  Mrs.  H.  H.,  430  Victoria. 
Ramsey,  Mrs.  W.  V.,  1682  Hickory. 

Sadler,  Mrs.  W.  T.,  Merkel. 

Seale,  Mrs.  Hubert,  735  Sayles. 

Sellers,  Mrs.  Erie  D.,  1301  Elmwood  Dr. 
Shytles,  Mrs.  Grady,  941  Ross. 

Strole,  Mrs.  D.  G.,  1126  Grape. 

Taylor,  Mrs.  Floyd,  2503  Over  Blvd. 
Thurman,  Mrs.  George  D.,  1141  N.  13th. 
Webster,  Mrs.  L.  J.,  910  Ross. 

WICHITA  COUNTY  AUXILIARY! 

Adams,  Mrs.  Walter  B.,  2024  Downing. 
Adams,  Mrs.  Walter  B.,  Jr.,  1669  Ardath. 
Arrington,  Mrs.  John  H.,  1515  Grant. 
Atkinson,  Mrs.  Curtis,  1302  Polk. 

Brown,  Mrs.  Charles  H.,  1902  Wilson. 
Caskey,  Mrs.  Marion  W.,  2410  Speedway. 
Clark,  Mrs.  Gordon  G.,  Iowa  Park. 

Collard,  Mrs.  Felix  R.,  Jr.,  2414  9th. 
Collins,  Mrs.  Bailey  R.,  2017  Berkley. 
Collins,  Mrs.  Robert  Paul,  1815  McGregor. 
Cox,  Mrs.  Emelious  Aubrey,  1605  Garfield. 
Crump,  Mrs.  William  E.,  1816  Ardath. 
Daily,  Mrs.  Robert  L.,  1819  McGregor. 
Dourbandt,  Mrs.  Barton  W.,  2201  Avon- 
dale. 

Egdorf,  Mrs.  Otto  C.,  1605  13th. 

Glover,  Mrs.  Milton  H.,  1712  11th. 
Hargrave,  Mrs.  Robert  L.,  1706  Lucille. 


*Address  is  Abilene  unless  otherwise 
stated. 

fAddress  is  Wichita  Falls  unless  other- 
wise stated. 


Harper,  Mrs.  John  W.,  Jr.,  State  Hos- 
pital. 

Harrison,  Mrs.  William  G.,  Jr.,  2008 
Santa  Fe. 

Hartsook,  Mrs.  Charles  R.,  2715  9th. 
Heymann,  Mrs.  Julius  A.,  3113  Milby. 
Holland,  Mrs.  Lewis  B.,  1655  Pearl. 
Humphrey,  Mrs.  Irving  L.,  Jr..  2215 
Cooke. 

Jacobi,  Mrs.  Rudolph  E.,  806  Grant. 
Johnson,  Mrs.  James  A.,  1711  Victory. 
Kanatser,  Mrs.  Joseph  E.,  2103  Miramar. 
Kennedy,  Mrs.  Henry  Grady,  2013  Victory. 
Kiel,  Mrs.  Oliver  B.,  2104  Miramar. 
Kimbrough,  Mrs.  Ormand  T.,  1920  Vic- 
tory. 

Knox,  Mrs.  Roland  F.,  1004  10th. 

Landon,  Mrs.  Fred  R.,  1900  Tilden. 

Leach,  Mrs.  Austin  F.,  1503  Hayes. 

Lee,  Mrs.  James  T.,  9th  St. 

Lee,  Mrs.  Q.  B.,  1718  Huff. 

Ledbetter,  Mrs.  William  Harry,  2111  In- 
dian Hts. 

Ledford,  Mrs.  Henry  P.,  3212  Beech. 

Little,  Mrs.  James  A..  2107  Berkley. 

Lowry,  Mrs.  William  P.,  300  Morningside. 
Manar,  Mrs.  Roger  W. , 1820  Wilson. 
Mangum,  Mrs.  Carl  E.,  2901  Taft. 

Mast,  Mrs.  John  R.,  1822  Victory. 
Maxfield,  Mrs.  Jack  Eldred,  3109  Barrett. 
McConchie,  Mrs.  Richard  D.,  1602  Gar- 

field. 

McFatridge,  Mrs.  Keith  W.,  1805  Victory. 
Monroe,  Mrs.  Charles  W.,  1418  Victory. 
Nail,  Mrs.  James  B.,  2023  Berkley. 

Nelson,  Mrs.  Richard  L.,  2204  Avondale. 
Parker,  Mrs.  William  L.,  2107  Avondale. 
Parnell,  Mrs.  Luther  D.,  1508  Tilden. 
Pasternack,  Mrs.  Joseph  G.,  1708  8th. 
Pierce,  Mrs.  Alexander  W.,  1808  Huff. 
Powers,  Mrs.  William  L.,  2101  Bullington. 
Prichard,  Mrs.  Horace  D.,  3715  Kessler. 
Reagan,  Mrs.  John  R.,  2000  Harrison. 
Reser,  Mrs.  Wayne  A.,  2212  Harrell. 
Rosenblatt,  Mrs.  William,  126  Pembroke. 
Rundell,  Mrs.  William  K.,  1815  Collins. 
Seibold,  Mrs.  George  J.,  1825  Wilson. 
Simmons,  Mrs.  Lillard  N.,  2407  Clarinda. 
Singleton,  Mrs.  George  T.,  2207  Avondale. 
Small,  Mrs.  David  Edgar,  1610  11th. 
Smith,  Mrs.  M.  Zenos,  2909  Ave.  L. 

Smith,  Mrs.  Percy  K.,  2110  Wenonah. 
Sullivan,  Mrs.  Harley  C.,  Burkburnett. 
Terry,  Mrs.  Houston,  1714  Taylor. 

Whiting,  Mrs.  Walter  B.,  2178  Ave.  I. 
Wilson,  Mrs.  Oscar  W.,  1006  Brook. 

MEMBERS-AT-LARGE, 
THIRTEENTH  DISTRICT 
Cartwright,  Mrs.  H.  H..  Breckenridge. 
Crumpler,  Mrs.  P.,  Bowie. 

Dean,  Mrs.  W.  N.,  Boyd. 

Devine,  Mrs.  Blaine,  Graham. 

Edwards,  Mrs.  T.  S.,  Knox  City. 

Eiland,  Mrs.  D.  C.,  Munday. 

Fry,  Mrs.  J.  W.,  Seymour. 

Griffin,  Mrs.  B.  B.,  Graham. 

Harrell,  Mrs.  Fred,  Olney. 

Harris,  Mrs.  E.  P.,  Bowie. 

Howie,  Mrs.  P.  H.,  Albany. 

Hurn,  Mrs.  Robert,  Henrietta. 

Major,  Mrs.  A.  D.,  Nocona. 

Major,  Mrs.  R.  A.,  Nocona. 

Padgett,  Mrs.  W.  O.,  Graham. 

Quinn,  Mrs.  W.  B.,  Breckenridge. 

Rogers,  Mrs.  Madison  W.,  Rule. 

Rogers,  Mrs.  T.  G.,  Decatur. 

Shilling,  Mrs.  H.  C.,  Bridgeport. 
Thompson,  Mrs.  John  G.,  Decatur. 

Ware,  Mrs.  D.  O.  B.,  Bridgeport. 

Williams,  Mrs.  Temple  W.,  Haskell. 
Wright,  Mrs.  E.  W.,  Bowie. 

FOURTEENTH  DISTRICT 

Mrs.  Cecil  O.  Patterson 
Dallas 

Council  Woman 

DALLAS  COUNTY  AUXILIARY* 
Addison,  Mrs.  R.  P..  5429  Gaston. 
Alexander,  Mrs.  Jo  C.,  Stoneleigh  Ct. 
Alexander,  Mrs.  Lee  J.,  4329  Greenbrier. 
Alexander,  Mrs.  S.  A.,  4409  Southwestern. 
Allday,  Mrs.  L.  E.,  4224  Stanhope. 

Allen,  Mrs.  Burton  W.,  5647  Ridgedale. 
Allison,  Mrs.  Wilfred  J.,  Jr.,  6948  Lake- 
shore. 

Altick,  Mrs.  Frank,  6950  Coronado. 
Altman,  Mrs.  William  A.,  1528  Oak  Knoll. 
Arnold,  Mrs.  L.  E.,  3644  Greenbrier. 


*Address  is  Dallas  unless  otherwise 
stated. 
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Aronoff,  Mrs.  B.  L.,  6540  Oriole. 

Aronson,  Mrs.  Hattie,  Maple  Terrace. 
Ashby,  Mrs.  John  E.,  3429  Cornell. 

Aten,  Mrs.  Eugene  L.,  4401  Westside. 

Ault,  Mrs.  C.  A.,  Jr.,  9327  Biscayne. 

Austin,  Mrs.  Dale,  8358  Santa  Clara  Dr. 
Austin,  Mrs.  Frank  H.,  4505  Arcady. 
Bagwell,  Mrs.  John  S.,  3236  Purdue. 

Baird.  Mrs.  Sidney  S.,  3549  Southwestern. 
Baird,  Mrs.  W.  LeRoy,  3448  Rosedale. 
Baker,  Mrs.  Bryant  O.,  1447  Alaska. 

Baker,  Mrs.  John  O.,  2911  S.  Idaho. 
Baldwin,  Mrs.  Alvin,  Jr.,  706  Lipscomb. 
Barnes,  Mrs.  Dorsey  K.,  5419  Farquhar 
Lane. 

Barnes,  Mrs.  Thomas,  Cliff  Towers  Hotel. 
Barnett,  Mrs.  William,  5819  Mercedes. 
Barr,  Mrs.  Tom,  4683  Belclaire. 

Bassett,  Mrs.  Wallace  H.,  211  S.  Mon- 
treal. 

Beall,  Mrs.  John  R.,  3304  Beverly. 
Beckering,  Mrs.  H.  H.,  4321  Beverly. 

Bell,  Mrs.  Marvin  D.,  6347  Tremont. 
Berger,  Mrs.  B.  J.,  3916  Stonebridge. 
Black,  Mrs.  J.  H.,  3624  Princeton. 

Bland,  Mrs.  Leonard  F.,  4621  Munger. 
Blanton,  Mrs.  j$assel,  5106  Hall. 

Block,  Mrs.  Harold  M.,  4312  Fairfax. 
Bounds,  Mrs.  Murphy,  2505  Maple. 
Bourland,  Mrs.  J.  W.,  Jr.,  4438  Arcady. 
Bourland,  Mrs.  John  B.,  3409  Beverly. 
Bracken,  Mrs.  Frank  L.,  311  N.  E.  10th. 
Bradford,  Mrs.  William  H.,  4679  Westside. 
Brannin,  Mrs.  Dan,  5942  Averill  Way. 
Brannin,  Mrs.  Edward  B.,  7708  S.  Haskell. 
Brau,  Mrs.  J.  Gilmore,  4332  McArthur. 
Brereton,  Mrs.  G.  E.,  5847  Velasco. 

Brooks,  Mrs.  E.  J.,  319  N.  Jester. 
Brooksaler,  Mrs.  Fred,  4332  Grassmere 
Lane. 

Brown,  Mrs.  C.  Frank,  5558  Edlen. 

Brown,  Mrs.  Roland,  1403  Lansford. 
Brown,  Mrs.  William  W.,  Jr.,  7210  Mor- 
ton. 

Bruton,  Mrs.  Emmett  B.,  5218  Vickery 
Blvd. 

Buchanan,  Mrs.  J.  Forest,  4001  Druid 
Lane. 

Buehler,  Mrs.  Martin  Stowell,  4811  Bluff- 
view  Blvd. 

Bumpass,  Mrs.  S.  R.,  6918  Vivian. 

Burford,  Mrs.  Raymond,  4405  Southwest- 
ern. 

Bussey,  Mrs.  C.  D.,  2907  N.  Fitzhugh. 
Butte,  Mrs.  Felix  L.,  3700  Maplewood. 
Bywaters,  Mrs.  T.  W.,  5414  Falls  Rd. 
Cady,  Mrs.  Lee  D.,  4436  Mockingbird 

Lane. 

Caillet,  Mrs.  O.  Rene,  Rt.  5. 

Cairns,  Mrs.  Buell,  2806  Hedgerow. 

Calhoun,  Dr.  Nina  Fay,  Medical  Arts 
Bldg. 

Cameron,  Mrs.  Lawrence  C.,  4519  West- 
way. 

Carlson,  Mrs.  G.  D.,  9408  Inwood. 

Carman,  Mrs.  H.  Frank,  6228  Preston  Rd. 
Carrell,  Mrs.  Brandon,  4429  Belclaire. 
Carrell,  Mrs.  W.  B.,  3701  Maple. 

Carroll,  Mrs.  B.  H.,  4700  W.  Stanford. 
Carswell,  Mrs.  W.  E.,  6722  Lakeshore. 
Carter,  Mrs.  C.  B.,  6710  Inwood. 

Carter,  Mrs.  Charles  F.,  4519  Rheims  PI. 
Carter,  Mrs.  Earl  L.,  6660  Lakeshore. 

Cary,  Mrs.  Edward  H.,  4712  Lakeside. 
Chaney,  Mrs.  C.  E.,  3305  Lovers  Lane. 
Chapman,  Mrs.  John  S.,  3828  Purdue. 
Cinnamon,  Mrs.  Alfred  M.,  6938  Casa 

Loma. 

Clark,  Mrs.  Harold  G.,  4742  Mockingbird 
Lane. 

Coble,  Mrs.  J.  M.,  2504  Maple. 

Cochran,  Mrs.  H.  Walton,  3308  St.  Johns 
Dr. 

Coggeshall,  Mrs.  H.  C.,  5105  Vandelia. 
Cole,  Mrs.  Charles  M.,  6207  Llano. 

Cole,  Mrs.  Gillon  M.,  130  W.  8th. 

Collier,  Mrs.  Gates,  6555  Ellsworth. 
Copeland.  Mrs.  F.  R..  3506  Springbrook. 
Cowart,  Mrs.  Robert  W.,  4313  Worth. 

Cox,  Mrs.  Eli  R.,  5744  Gaston. 

Crutcher,  Mrs.  Howard  K.,  1606  Junior 

Dr. 

Daniel,  Mrs.  Robert  H.,  4308  Avondale. 
Daniel,  Dr.  Ruby  K.,  6701  Robin  Rd. 
Dathe,  Mrs.  Richard  A.,  5514  Vanderbilt. 
Davidson,  Mrs.  G.  A.,  1025  Cordova. 
Davis,  Mrs.  David  B.,  1832  South  Blvd. 
Dawson,  Mrs.  J.  L.,  2900  Northwest  Hwy. 
Dean,  Mrs.  John  H.,  4221  Lorraine. 
Deatherage,  Mrs.  William,  4517  Reiger. 
Decherd,  Mrs.  Henry  B.,  Argyle  Apt. 
DeLange,  Mrs.  Arnott,  2714  Meteur. 
Denton,  Mrs.  Guy  T.,  Jr.,  2519  Marvin. 
D’Errico,  Mrs.  Albert,  4818  Brookview. 


Devereux,  Mrs.  W.  P.,  5431  Emerson. 
Dickey,  Mrs.  E.  V.,  3508  Harvard. 

Diddle,  Mrs.  A.  W.,  4587  Elsby. 

Donald,  Mrs.  Homer,  1545  W.  Colorado 
Blvd. 

Dorman,  Mrs.  J.  H.,  3636  Lovers  Lane. 
Duckett,  Mrs.  J.  W.,  3529  Caruth  Blvd. 
Duncan,  Mrs.  Charles  N.,  5853  Prospect. 
Dunlap,  Mrs.  Elbert,  4846  Nakoma. 

Dunlap,  Mrs.  Hudson,  8510  Chadbourne. 
Dunlap,  Mrs.  John,  5026  Wenonah. 
Edwards,  Mrs.  William  L.,  3905  Univer- 
sity. 

Evans,  Mrs.  Edward  L.,  906  Cedar  Hill. 
Evans,  Mrs.  W.  G.,  4065  Purdue. 

Ferguson,  Mrs.  Doyle  W.,  1418  S.  Mon- 
treal. 

Fiegel,  Mrs.  Walter  L.,  Carrollton. 

Fowler,  Mrs.  W.  W.,  5240  Vanderbilt. 

Fox.  Mrs.  Everett  C.,  4022  Stonebridge. 
Franklin,  Mrs.  Floyd  S.,  4675  Edmondson. 
Franklow,  Mrs.  C.  D.,  Adolphus  Hotel. 
Freed,  Mrs.  Harold,  5804  Swiss. 

Freedman,  Mrs.  S.  M.,  Maple  Terrace. 
Fromm,  Mrs.  Charles  S.,  3806  Moler. 

Fry,  Mrs.  Murdock  D.,  6445  Lakewood. 
Fuller,  Mrs.  W.  W.,  6200  Lemmon. 

Fuqua,  Mrs.  W.  N.,  4221  Versailles. 

Gales,  Mrs.  John  W.,  3115  Wilton. 

Galt,  Mrs.  Sidney,  5445  Emerson. 

Gauldin,  Mrs.  Robert  J.,  6118  Llano. 
Gessner,  Mrs.  F.  E.,  7235  Lakewood. 
Gibbons,  Mrs.  O.  W.,  4329  Lorraine. 

Giles,  Mrs.  Robert  B.,  3900  Potomac. 

Gill,  Mrs.  A.  J.,  7021  Lakeshore. 

Girard,  Mrs.  P.  M.,  3101  Caruth. 

Glass,  Mrs.  R.  J.,  720  Lipscomb. 

Goff,  Mrs.  G.  F.,  4117  Normandy. 

Goforth,  Mrs.  J.  L.,  6907  Westlake. 

Goode,  Mrs.  John  V.,  4656  Miron  Dr. 
Gordon,  Mrs.  E.  S.,  511  Brookside. 

Gottlich,  Mrs.  Arthur  P.,  4512  W.  Po- 
tomac. 

Grafton,  Mrs.  E.  G.,  Jr.,  5904  Goodwin. 
Graham,  Mrs.  James  F.,  614  N.  Rosemont. 
Green,  Mrs.  F.  Ray,  8327  Santa  Clara. 
Green,  Mrs.  Tim,  1217  N.  Tyler. 

Greer,  Mrs.  B.  E.,  206  W.  10th. 

Griffin,  Mrs.  B.  H.,  2002  Michigan. 
Grollman,  Mrs.  Arthur,  3501  Princeton 
Grow^  Mrs.  Max  H.,  5453  Emerson. 
Guerriero,  Mrs.  William  F.,  5321  Farquhar 
Lane. 

Hacker.  Mrs.  Guy  L.,  3600  Colgate. 
Hackler,  Mrs.  G.  M.,  3928  University. 
Hackney,  Mrs.  U.  P.,  5703  Vanderbilt. 
Hale,  Dr.  Martha  Helen,  4554  Arcady. 
Haley,  Mrs.  W.  E.,  4720  St.  Johns. 
Halpern,  Mrs.  Salmon  R.,  4202  Wycliff. 
Hampton,  Mrs.  J.  A.,  4433  S.  Versailles. 
Hannah,  Mrs.  Calvin  R.,  3921  Potomac. 
Harder,  Mrs.  Ira  E.,  Box  7021. 

Hardin,  Mrs.  Hal  W.,  5220  Live  Oak. 
Harrell,  Mrs.  Don  G.,  1015  N.  Windomere. 
Harrington,  Mrs.  F.  T.,  9962  Rockbrook 
Dr. 

Harrington,  Mrs.  S.  F.,  3722  Cragmont. 
Harris,  Mrs.  Alfred  W.,  5722  Redwood 

Lane. 

Harris,  Mrs.  N.  J.,  5422  Farquhar  Lane. 
Harris,  Mrs.  Worth  W.,  4417  Stanford. 
Harrison,  Mrs.  Ben  F.,  3115  Amherst. 
Harrison,  Mrs.  Gaston  G..  4308  Arcady. 
Harrison,  Mrs.  Tinsley  R.,  7048  Turtle 

Creek. 

Hart,  Mrs.  G.  A.,  3624  Durango  Dr. 
Harvill,  Mrs.  T.  Haynes,  4667  Westside. 
Hawkins,  Mrs.  Hubert  F.,  2100  W.  Kess- 
ler Parkway. 

Henry,  Mrs.  A.  C.,  Jr.,  5620  Anita. 

Henry,  Mrs.  David,  Jr.,  4303  Margate. 
Hernandez,  Mrs.  M.  S.,  106  Bleriot  PL, 
Grand  Prairie. 

Herndon,  Mrs.  James,  5014  Waneta. 

Heyer,  Mrs.  Howard  E.,  7715  Caillet. 

Hill,  Mrs.  J.  M..  6752  Avalon. 

Hill,  Mrs.  S.  M.,  3617  Lexington. 

Hodges,  Mrs.  J.  Shirley,  3516  University. 
Hodges,  Mrs.  Leon,  1520  W.  Davis. 

Hogan,  Mrs.  Howard,  Rt.  7,  Box  416,  N. 
Haven  Rd. 

Holt,  Mrs.  J.  O.  S.,  5239  Ridgedale. 
Hopkins,  Dr.  May  Agnes,  4517  Highland 
Dr. 

Horn,  Mrs.  Fred  W.,  3132  Southwestern. 
Horn,  Mrs.  J.  Morris,  4422  Glenwick  Lane. 
House,  Mrs.  R.  Eugene,  6915  Kenwell. 
Howard,  Mrs.  George  W..  628  Haynes. 
Howell,  Mrs.  James  B..  6104  Morningside. 
Hudson.  Mrs.  Lee,  4312  Overhill. 

Hurt.  Mrs.  L.  B.,  4236  San  Carlos. 
Jackson,  Mrs.  M.  C.,  7039  Clayton. 
Jackson,  Mrs.  Reuben  W.,  5823  DeLoache. 
James,  Mrs.  George  T.,  5402  Ridgedale. 


Jenkins,  Mrs.  John  L.,  Rt.  7,  Forest  Lane. 
Jenkins.  Mrs.  Speight,  9909  Preston  Rd. 
Jones,  Mrs.  Everett,  Stoneleigh  Hotel. 
Jones,  Mrs.  J.  Guy,  6875  Tokalon. 

Jones,  Mrs.  W.  D.,  5808  Gaston. 

Kantor,  Mrs.  Herman  I.,  2910  Hedgerow. 
Keene,  Mrs.  Albert  H.,  Richardson. 

Kelley,  Mrs.  Charles,  3639  N.  Fitzhugh. 
Kerr,  Mrs.  Jack  G.,  3513  Milton. 

Kilgore,  Mrs.  Donald  G.,  4324  St.  Johns. 
Kindley,  Mrs.  George  C.,  5211  Live  Oak. 
King,  Mrs.  Karl  B.,  3809  Purdue. 

Kirksey,  Mrs.  Tom  M.,  4521  N.  Versailles. 
Kleinsasser,  Mrs.  L.  J.,  4500  Lancaster 
Rd. 

Knickerbocker,  Mrs.  Bruce  A.,  3430  Ran- 
kin. 

Knight,  Mrs.  Marvin  P.,  7106  Westlake. 
Knowles,  Mrs.  W.  Mood,  6636  Avalon. 
Knox,  Mrs.  Robert  A.,  4348  Livingston. 
Kreymer,  Mrs.  George  C.,  1016  N.  Peak. 
LaDue,  Mrs.  Charles  N.,  4224  Greenbrier. 
Langston,  Mrs.  W.  G.,  6519  Stevens. 
Lanius,  Mrs.  John  W.,  6335  Palo  Pinto. 
Laugenour,  Mrs.  D.  P.,  4549  Arcady. 
Launey,  Mrs.  George  V.,  4627  Fairfax. 

Lee,  Mrs.  Ridings  E.,  3834  Shenandoah. 
Leeper,  Mrs.  Edward  P.,  4504  San  Carlos. 
Legg,  Mrs.  Eugene  P.,  4410  Abbott. 
Lehmann,  Mrs.  John  R.,  3921  Potomac. 
Levin,  Mrs.  Paul  M.,  4324  Arcady. 

Levy,  Mrs.  H.  R.,  4019  Druid  Lane. 
Lipschultz,  Mrs.  Bernard  M.,  2410  Anniels 
Dr. 

Lipscomb,  Mrs.  C.  P.,  404  Pauline. 

Lively,  Mrs.  W.  M.,  Jr.,  1247  S.  Marsalis. 
Loftis,  Mrs.  Earl  L.,  4715  Wildwood  Rd. 
Long,  Mrs.  G.  D.,  5520  Hanover. 

Long,  Mrs.  Troy  F.,  3461  Stanford. 

Looney,  Mrs.  W.  W.,  2223  Barberry  Dr. 
Lott,  Mrs.  Mark  E.,  6214  Gaston. 

Love,  Mrs.  Thomas  Stafford,  Midway  and 
Cochran  Chapel. 

Maddox,  Mrs.  W.  Gordon,  Rt.  5,  Box  747. 
Mahon,  Mrs.  G.  D.,  Rt.  1,  Garland. 
Marchman,  Mrs.  O.  M.,  5328  Live  Oak. 
Marchman,  Mrs.  Oscar,  Jr.,  2807  Lovers 
Lane. 

Marshall,  Mrs.  J.  H.,  Highlander. 

Martin,  Mrs.  Charles  L.,  Rt.  6,  Box  543. 
Martin,  Mrs.  W.  E.,  Gus  Thomasson  Rd. 
Martinak,  Mrs.  Richard  E.,  8329  Chad- 

bourne. 

Mason,  Mrs.  Eugene,  1949  Bernard  PI. 
Mason,  Mrs.  Porter  K.,  6300  Prospect. 
Massey.  Mrs.  Warren  E.,  3304  Stanford. 
Mathews,  Mrs.  Paul  W.,  4327  W.  Potomac. 
Maxfield,  Mrs.  J.  R.,  3601  Milton. 

Maxfield,  Mrs.  J.  R.,  Jr.,  5918  Loma  Alto. 
Mazer,  Mrs.  Morton  L.,  4719  Live  Oak. 
McBride,  Mrs.  Dayton  C.,  3629  Beverly. 
McBride,  Mrs.  R.  B.,  6700  Turtle  Creek. 
McClung,  Mrs.  Hugh  L.,  4443  Westway. 
McCracken,  Mrs.  Joseph  H.,  Jr.,  4401 
Highland  Dr. 

McCrory,  Mrs.  Tom  M.,  818  Salmon  Dr. 
McFarland,  Mrs.  Gordon  B.,  8626  Inwood 
Rd. 

Mclver.  Mrs.  Julius,  3224  Southwestern. 
McLaurin,  Mrs.  Hugh  L.,  Jr.,  5036  Seneca 
Dr. 

McLaurin,  Mrs.  John  G.,  4710  Munger. 
McLeod,  Mrs.  J.  N.,  6722  Lakewood. 
McNeill.  Mrs.  Arch  J.,  3509  Stanford. 
Meisenbach,  Mrs.  A.  E.,  Jr.,  8427  Ridgelea. 
Mendenhall,  Mrs.  Elliott,  4221  Belclaire. 
Mengert,  Mrs.  William  F.,  4505  Southern. 
Merrick,  Mrs.  Ben  A.,  3227  Rosedale. 

Metz,  Mrs.  M.  Hill,  6811  Hunters  Glen  Rd. 
Miller,  Mrs.  Tate,  4127  Hyer,  Apt.  45. 
Milliken,  Mrs.  S.  E.,  8715  Canyon  Dr. 
Mills,  Mrs.  James  T.,  5339  Surrey  Circle. 
Millwee,  Mrs.  Robert,  5123  Elsby. 

Minnett,  Mrs.  John  S.,  3300  Hanover. 
Mitchell,  Mrs.  H.  J..  Jr.,  4806  Swiss. 
Mitchell,  Mrs.  Joseph  D.,  Jr.,  4112  Her- 
schel. 

Montgomery,  Mrs.  Henry  G.,  3116  Univer- 
sity. 

Moody,  Mrs.  Joe  V.,  1534  Junior  Dr. 

Moore,  Mrs.  H.  Leslie,  4204  Beverly. 
Moore,  Mrs.  Halduit,  4406  Swiss,  Apt.  3. 
Moore,  Mrs.  Ramsey  H..  4700  Neola. 

Moore,  Mrs.  Robert  L.,  5217  Shady  wood 
Lane. 

Morris,  Mrs.  A.  Truett,  1430  San  Rafael. 
Murchison,  Mrs.  D.  R..  4100  Hawthorne. 
Murphy,  Mi's.  Joseph  B.,  4101  Hanover. 
Nash,  Mrs.  C.  C.,  1217  Lausanne. 

Neuman,  Mrs.  Albert,  3829  Hall. 

Newsom,  Mrs.  Asa  A.,  5906  McCommas. 
Newsom,  Mrs.  Asa  A..  Jr.,  4831  Junius. 
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Newton,  Dr.  Cosette  Faust,  4005  Miramar. 
Nordenbrock,  Mrs.  G.  J.,  3453  Stanford. 
O'Brien,  Mrs.  H.  A.,  4331  Avondale. 
O’Brien,  Mrs.  J.  Dennis,  4347  Avondale. 
Pace,  Mrs.  John  M.,  4849  Montrose. 

Park,  Mrs.  B.  E.,  1102  N.  Edgefield. 
Parker,  Mrs.  Edward  R.,  5509  Hudson. 
Parks,  Mrs.  Harold,  Service. 

Paternostro,  Mrs.  Charles  J.,  4432  Mock- 
ingbird Parkway. 

Patterson,  Mrs.  Casey  E.,  5205  Brookview 
Dr. 

Patterson,  Mrs.  Cecil  O.,  3537  Southwest- 
ern. 

Patterson,  Mrs.  John  B.,  Garland. 

Paulson,  Mrs.  Donald  L.,  4649  N.  Versail- 
les. 

Pearcy,  Mrs.  Frank,  3812  Mockingbird 
Lane. 

Pence,  Mrs.  C.  P.,  5423  Gaston. 

Perkins,  Mrs.  Jack  F.,  Rt.  2,  McKinney. 
Peyton,  Mrs.  J.  B.,  8301  Santa  Clara. 
Pickard,  Mrs.  J.  M.,  2505  Maple. 

Pickett,  Mrs.  Taylor  T.,  205  S.  13th,  Gar- 
land. 

Pierce,  Mrs.  Franklin  A.,  6120  Gaston. 
Porter,  Mrs.  George  L.,  2215  W.  Colorado. 
Portman,  Mrs.  Robert  K.,  2819  Leon  PI. 
Potts,  Mrs.  James  M.,  5513  Lovers  Lane. 
Powell,  Mrs.  Homer,  7003  Denton  Dr. 
Powers,  Mrs.  W.  S.  Hugh,  Jr.,  6055  Wag- 
goner. 

Quinn,  Mrs.  Lester  H.,  4505  Edmondson. 
Rattan,  Mrs.  Paul  M.,  9301  Sunnybrook. 
Reaves,  Mrs.  L.  M.,  4553  Bordeaux. 

Reddick,  Mrs.  W.  Grady,  4731  Wildwood 
Rd. 

Richter,  Mrs.  Paul  A.,  3632  Asbury. 
Riddle,  Mrs.  Penn,  927  N.  Tyler. 

Riley,  Mrs.  Joseph  G.,  3220  Princeton. 
Rippy,  Mrs.  Edwin  L.,  3622  Fairmount. 
Rosenberg,  Mrs.  M.  L.,  5718  Anita. 
Rosenthal,  Mrs.  Raoul  S.,  Melrose  Hotel. 
Ross,  Mrs.  Edward  S.,  4220  Shenandoah. 
Ross,  Mrs.  James  K.,  4711  Bowser. 
Rothschild,  Mrs.  J.  E.,  4517  Edmondson. 
Rouse,  Mrs.  Milford  O.,  8326  Garland  Rd. 
Rowe,  Mrs.  Robert  J.,  6520  Starling  Circle. 
Rubenstein,  Mrs.  Bernard,  516  Largent. 
Rucker,  Mrs.  Collier,  8209  Chadbourne  Rd. 
Rumpf,  Mrs.  William  H. , 4145  Grassmere 
Lane. 

Rushing,  Mrs.  E.  O.,  9707  Inwood  Rd. 
Sams,  Mrs.  Lewis  C.,  834  Salmon  Dr. 
Scales,  Mrs.  John  G.,  328  W.  Colorado. 
Schaefers,  Mrs.  J.  G.,  4622  Walnut  Hill. 
Schenewerk,  Mrs.  George  A.,  6246  De- 

Loache. 

Schmaltz,  Mrs.  W.  F.,  5442  Richmond. 
Schoch,  Mrs.  Arthur  G.,  5902  Averill  Way. 
Schoolfield,  Mrs.  Ben  L.,  5025  Junius. 
Schreiber,  Mrs.  Gus,  Jr.,  4500  Southern. 
Schuett,  Mrs.  Albert  J.,  5822  Mercedes. 
Scurry,  Mrs.  Maurice  M.,  4308  University. 
Sebastian,  Mrs.  F.  J.,  4133  Hawthorne. 
Seely,  Mrs.  M.  Stuart,  3911  Gaston. 
Selecman,  Mrs.  Frank,  3609  Rosedale. 
Sellers,  Mrs.  Lyle  M.,  3412  Southwestern. 
Shane,  Mrs.  J.  Howard,  4629  Belclaire. 
Shannon,  Mrs.  Hall,  4230  Fairfax. 

Shannon,  Mrs.  Manning,  4216  Loma  Alto. 
Shaw,  Mrs.  Robert  R.,  5430  Surrey  Circle. 
Shelburne,  Mrs.  Samuel  A.,  4800  Drexel. 
Sheldon,  Mrs.  Lawrence  B.,  4716  Wateka. 
Shelmire,  Mrs.  Bedford,  3813  Miramar. 
Shelton,  Mrs.  William  P.,  5223  McCom- 
mas. 

Shields,  Mrs.  Thomas  L.,  2810  Reagan. 
Shinn,  Mrs.  B.  L.,  630  Dalworth,  Grand 
Prairie. 

Shoecraft,  Mrs.  Warren  A.,  926  Cliffdale. 
Short,  Mrs.  Robert  F.,  3520  Dartmouth. 
Shortal,  Mrs.  W.  W.,  7210  Lakewood. 
Shuey,  Mrs.  Charles  B.,  4436  Southern. 
Simpson,  Mrs.  Charles  W.,  3517  Beverly. 
Singleton,  Mrs.  J.  Dudley,  3716  Amherst. 
Small,  Mrs.  Andrew  B.,  3617  Turtle  Creek. 
Smith,  Mrs.  DeWitt,  4126  Normandy. 

Smith,  Mrs.  Edgar,  5650  Gaston. 

Smith,  Mrs.  Ralph  C.,  1216  Marsalis. 

Smith,  Mrs.  Richard  M.,  3659  Maplewood. 
Smith,  Mrs.  Tom  E.,  1110  N.  Oak  Cliff 
Blvd. 

Sowers,  Mrs.  Harry  B.,  4618  San  Jacinto. 
Spangler,  Mrs.  Davis,  4404  Westway. 
Sparkman,  Mrs.  Robert  S.,  4200  Loma 
Alto. 

Spegal,  Dr.  Doris,  5111  Goliad. 

Spence,  Mrs.  Harry  M.,  4533  Lorraine. 
Stansberry,  Mrs.  John  R.,  4717  W.  P,ur- 
due. 

Stayer,  Mrs.  Glen  C.,  3511  Alco. 

Stell,  Mrs.  Cecil,  4324  Stanhope. 


Stephenson,  Mrs.  J.  H.,  4523  Cedar 

Springs. 

Stephenson,  Mrs.  W.  O.,  4005  Hall. 
Strauss,  Mrs.  Elias,  5614  Southwestern. 
Stringer,  Mrs.  Charles  F.,  5138  La  Homa. 
Strother,  Mrs.  W.  K.,  Jr.,  6001  St.  An- 
drews. 

Stuart,  Mrs.  Samuel  E.,  19  Lone  Star. 
Super,  Mrs.  A.  R.,  6015  Norway  Rd. 
Talkington,  Mrs.  P.  C.,  6309  Westchester. 
Taylor,  Mrs.  H.  Earl,  4218  McFarlin. 
Terrill,  Mrs.  James  J.,  711  Dumont. 

Terrill,  Mrs.  Robert  J.,  131  W.  Agarita, 
San  Antonio. 

Terry,  Mrs.  J.  Glenn,  3528  Mockingbird 
Lane. 

Thomas,  Mrs.  Maxwell,  4444  Mockingbird 
Parkway. 

Thomas,  Mrs.  Paul  J.,  4100  Stanford. 
Thomasson,  Mrs.  A.  R.,  4229  Arcady. 
Thomasson,  Mrs.  A.  R.,  Jr.,  3826  Holland. 
Thomasson,  Mrs.  Gus  W.,  Jr.,  3411  Pres- 
cott. 

Thompson,  Mrs.  B.  M.,  Box  686,  Irving. 
Thompson,  Mrs.  L.  S.,  3620  Princeton. 
Thornton,  Mrs.  C.  W.,  337  Sunset. 

Tittle,  Mrs.  Guy  A.,  4201  Belclaire. 

Tittle,  Mrs.  Lloyd  C.,  3204  Drexel. 

Tocker,  Mrs.  Albert  M.,  5641  Southwest- 
ern. 

Tomkies,  Mrs.  James  S.,  6911  Meadow 

Lake. 

Touchstone,  Mrs.  Jay  L.,  5506  Edlen  Dr. 
Trumbull,  Mrs.  R.  A.,  4938  DeLoache. 
Tubb,  Mrs.  Cullen  L.,  3525  Caruth  Blvd. 
Underwood,  Mrs.  George  M.,  3908  McFar- 
lin. 

Usry,  Mrs.  R.  S.,  1835  Garrett. 

Van  Duzen,  Mrs.  Rex  E.,  5238  DeLoache. 
Veal,  Mrs.  George  T.,  6410  Velasco. 
Vermooten,  Mrs.  Vincent,  4404  Fairfax. 
Vieaux,  Mrs.  J.  W.,  4440  Mockingbird 

Parkway. 

Wagner,  Mrs.  Wilson  O.,  Carrollton. 
Walcott,  Mrs.  H.  G.,  5304  Key. 

Waldman.  Mrs.  Morris,  4034%  Hawthorne. 
Walker,  Mrs.  Price  M.,  4408  Livingston. 
Wallace,  Mrs.  Gordon  K.,  1949  Old  Orch- 
ard Dr. 

Warren,  Mrs.  Charles  H.,  4922  Northwest 
Hwy. 

Webb,  Mrs.  Sam,  3712  Alice  Circle. 

Weisz,  Mrs.  Stephen,  3528  Asbury. 

Wells,  Mrs.  J.  T.,  4015  Colonial. 

White,  Mrs.  C.  Vincent,  3525  Cedar 
Springs. 

White,  Mrs.  Edward,  4319  Arcady. 

White,  Mrs.  William  T.,  Stoneleigh  Hotel. 
Whitten,  Mrs.  Merritt  B.,  4335  Lorraine. 
Wilkinson,  Mrs.  Albert,  1021  N.  Mont 
Clair. 

Wilkinson,  Mrs.  Wallace  B.,  9800  Rock- 
brook  Dr. 

Williams,  Mrs.  Paul  G.,  3844  Turtle  Creek 
Dr. 

Williams,  Mrs.  Ra worth,  Forest  Lane  Rd. 
Williams,  Mrs.  T.  S.,  318  Beckleywood 

Blvd. 

Wiltse,  Mrs.  L.  L.,  6722  Lakehurst. 

Winans,  Mrs.  Henry  M.,  3825  Beverly. 
Winborn,  Mrs.  C.  D.,  5543  Ridgedale. 
Windrow,  Mrs.  Frank  M.,  6039  Penrose. 
Winkelmann,  Mrs.  Eugene,  300  N.  West- 
moreland. 

Winn,  Mrs.  Robert  E.,  2945  Dyer. 

Winn,  Mrs.  Watt  W.,  3520  Hanover. 

Witt,  Mrs.  Guy  F.,  6801  Hunters  Glen  Rd. 
Wolfe,  Mrs.  Joseph,  6405  Lakehurst. 
Wolfram,  Mrs.  Julius,  5615  Southwestern. 
Wood,  Mrs.  Joe  B.,  7507  Robin  Rd. 

Woodard,  Mrs.  Gay  T.,  1310  Kings  Hwy. 
Woodard,  Mrs.  T.  Leroy,  5711  Vanderbilt. 
Woods,  Mrs.  Ozro  T.,  3501  Harvard. 

Wright,  Mrs.  R.  E.,  3801  Amherst. 

Yancey,  Mrs.  R.  S.,  4629  Wenonah. 
Yarbrough,  Mrs.  D.  C.,  Jr.,  4427  Caruth. 
Young,  Mrs.  John  G.,  3514  Rock  Creek  Dr. 
Youngblood,  Mrs.  J.  Wade,  5807  Lupton. 

ELLIS  COUNTY  AUXILIARY* 

Campbell,  Mrs.  W.  E.,  Ennis. 

Clark,  Mrs.  J.  Lawrence,  Ennis. 

Clark,  Mrs.  L.  E.,  Ennis. 

Estes,  Mrs.  Ted  G.,  Overhill  Dr. 

Gough,  Mrs.  E.  F.,  705  W.  Main. 

Hastings,  Mrs.  Miles  E.,  808  W.  Main. 
Jenkins,  Mrs.  J.  B.,  607  Sycamore. 

Jeters,  Mrs.  James  N.,  203  Virginia. 

Jones,  Mrs.  J.  Edward,  1303  W.  Main. 
Jones,  Mrs.  R.  A.,  Royal  St. 


^Address  is  Waxahachie  unless  otherwise 
stated. 


Lund,  Mrs.  L.  C.,  Midlothian. 

Perkins,  Mrs.  W.  F.,  200  S.  Hawkins. 
Sims,  Mrs.  W.  P.,  705  W.  Main. 

Sweatt,  Mrs.  O.  P.,  600  Ferris. 

Tenery,  Mrs.  Robert  Mayo,  905  W.  Mar- 
vin. 

Tenery,  Mrs.  W.  C.,  1412  Ferris. 

Thomas,  Mrs.  A.  L.,  Ennis. 

Wallace,  Mrs.  B.  C.,  316  Harbin. 

Watson,  Mrs.  S.  Harris,  510  Ferris. 

Wilson,  Mrs.  L.  R.,  Italy. 

GRAYSON  COUNTY  AUXILIARY* 

Ackert,  Mrs.  J.  W.,  616  W.  Morton,  Deni- 
son. 

Bates,  Mrs.  I.  C.,  Rt.  5. 

Blassingame,  Mrs.  W.  Doak,  1106  W. 
Sears,  Denison. 

Brown,  Mrs.  B.  T.,  506  N.  Grand. 

Brown,  Mrs.  H.  L.,  511  S.  Travis. 

Brown,  Mrs.  Vernon,  506  N.  Grand. 
Caraway,  Mrs.  J.  H.,  1212  N.  Wood. 

Cohen,  Mrs.  M.,  1627  W.  Chestnut,  Deni- 
son. 

Cooksie,  Mrs.  Barney,  101%  N.  Travis. 
Dimmitt,  Mrs.  Sterling,  711  N.  Crockett. 
Donaghey,  Mrs.  C.  J.,  1121  Hopson. 
Duncan,  Mrs.  R.  W.,  1128  W.  Woodard, 
Denison. 

Ellis,  Mrs.  John,  1615  N.  Shannon. 

Enloe,  Mrs.  D.  C.,  1307  Hopson. 

Essin,  Mrs.  Emmitt,  1316  N.  East. 

Etter,  Mrs.  E.  F.,  1112  N.  Wood. 

Fowler,  Mrs.  F.  F.,  1112  W.  Walker,  Den- 
ison. 

Freeman,  Mrs.  William,  931  W.  Bond, 
Denison. 

Gleckler,  Mrs.  Arthur,  1102  S.  Crockett. 
Gleckler,  Mrs.  John,  915  W.  Gandy,  Den- 
ison. 

Greer,  Mrs.  W.  W.,  Whitesboro. 

Hailey,  Mrs.  E.  L.,  1105  W.  Bond,  Deni- 
son. 

Hardy,  Mrs.  John,  1728  N.  Wood. 

Henshen,  Mrs.  D.  E.,  926  S.  Travis. 
Holmes,  Mrs.  W.  G.,  823  W.  Gandy,  Deni- 
son. 

Jamison,  Mrs.  D.  K.,  1112  W.  Morton, 
Denison. 

Lay,  Mrs.  James,  713  W.  Birge. 

Lee,  Mrs.  W.  A.,  Denison. 

Levin,  Mrs.  S.  O.,  1430  W.  Gandy,  Deni- 
son. 

Mayes,  Mrs.  J.  A.,  1301  W.  Gandy,  Deni- 
son. 

McFarlin,  Mrs.  J.  E.,  1011  W.  Sears,  Deni- 
son. 

Meador,  Mrs.  J.  E.,  1231  W.  Walker,  Deni- 
son. 

Pierce,  Mrs.  Paul,  1400  W.  Walker,  Deni- 
son. 

Russell,  Mrs.  B.  A.,  826  W.  Houston. 
Schenck,  Mrs.  C.  E.,  523  N.  Crockett. 
Southerland,  Mrs.  W.  I.,  1221  Preston  Dr. 
Sporer,  Mrs.  Frank,  S.  Waco,  Van  Al- 
styne. 

Stout,  Mrs.  H.  I.,  811  S.  Crockett. 

Strother,  Mrs.  C.  D.,  1308  Preston  Dr. 
Truett,  Mrs.  Charles,  1513  W.  Shepherd, 
Denison. 

Tuck,  Mrs.  Lon,  1126  S.  Crockett. 

Tuck,  Mrs.  Vernon,  902  S.  Travis. 

Williams,  Mrs.  E.  C.,  Collinsville. 
Woodward,  Mrs.  Max,  1020  Leslie. 

HOPKINS-FRANKLIN 
COUNTIES  AUXILIARYf 

Bonner,  Mrs.  Dan,  438  Oak. 

Bruce,  Mrs.  Grady,  426  Oak. 

Chandler,  Mrs.  H.  E.,  Mt.  Vernon. 
Chapman,  Mrs.  B.  F.,  1004  Church. 

Conner,  Mrs.  W.  E.,  Cumby. 

Faulk,  Mrs.  L.,  629  S.  Davis. 

Hanna,  Mrs.  Ray,  822  Gilmer. 

Johnson,  Mrs.  J.  J.,  712  Connally. 

Long,  Mrs.  Frank,  516  Church. 

Longino,  Mrs.  Joseph,  311  College. 

Longino,  Mrs.  S.  Byrd,  504  N.  Davis. 
Lynch,  Mrs.  T.  P.,  205  Oak. 

McConnell,  Mrs.  T.  H.,  902  Gilmer. 
McGarity,  Mrs.  T.  E.,  Como. 

Pratt,  Mrs.  R.  E.,  121  Fore. 

Southland,  Mrs.  W.  S.,  334  College. 
Stanford,  Mrs.  Henry,  Mt.  Vernon. 

Stevens,  Mrs.  T.  H.,  616  Houston. 

Stirling,  Mrs.  Earl,  430  Jefferson. 
Worsham,  Mrs.  A.  B.,  Oak. 


*Address  is  Sherman  unless  otherwise 
stated. 

fAddress  is  Sulphur  Springs  unless 
otherwise  stated. 
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HUNT-ROCKWALL-RAINS  COUNTIES 
AUXILIARY* 

Arnold,  Mrs.  Benjamin  Franklin,  1804 
Stonewall. 

Becton,  Mrs.  Joseph  Daniel,  1320  Park. 
Bradford,  Mrs.  Harry  Milton,  Mineral 
Heights. 

Cantrell,  Mrs.  William.  3414  Lee. 
Carruthers,  Mrs.  Frank  Spencer,  2405 
Jones. 

Cooper,  Mrs.  John  Saunders,  4104  Lee. 
Crim,  Mrs.  Earl  Truett,  2506  Park. 
Hanchey,  Mrs.  J.  Murrell.  1830  Speedway. 
Hancock,  Mrs.  Warren  E.,  2105  Johnson. 
Kennedy,  Mrs.  Charles  Thomas,  2206  Park. 
Kennedy,  Mrs.  Charles  Thomas,  Jr.,  2206 
Park. 

King,  Mrs.  Henry  Eugene,  4312  Wesley. 
Little,  Mrs.  Frank  Joe,  1804  Walnut. 
Maier,  Mrs.  Henry  Whitfield,  3808  Pine. 
Mehmert,  Mrs.  Henry  E.,  2412  Stanford. 
Morrow,  Mrs.  Wiley  C.,  2704  Polk. 

Peak,  Mrs.  Ira  Fred,  Mineral  Heights. 
Phillips,  Mrs.  William  Pitt,  2101  Park. 
Reeves,  Mrs.  Walter  Bascom,  2309  Wesley. 
Strickland,  Mr®.  Thomas  Clyde,  Mineral 
Heights. 

Swindell,  Mrs.  John  William,  1812  Wal- 
nut. 

Trentham,  Mrs.  J.  C.,  Peniel. 

Turbeville,  Mrs.  Fred,  3818  Houston. 

Ward,  Mrs.  James  Washington.  1612  Park. 
Whitten,  Mrs.  Samuel  David,  4612  Wesley. 
Wilbanks,  Mrs.  Martin  Lee,  2905  Henry. 

LAMAR  COUNTY  AUXILIARY! 

Armstrong,  Mrs.  J.  E.,  845  S.  Main. 
Barker,  Mrs.  C.  D.,  1025  13th  S.  E. 

Bonner,  Mrs.  D.  P.,  2144  Culbertson. 
Buford,  Mrs.  T.  W.,  Minter. 

Fitzpatrick,  Mrs.  W.  W.,  637  Clarksville. 
Gilmore,  Mrs.  C.  E.,  229  6th  N.  E. 
Hammond,  Mrs.  D.  S.,  1249  Lamar. 

Hunt,  Mrs.  T.  E..  528  Fitzhugh. 

Jopling,  Mrs.  J.  L.,  1318  Clarksville. 
Kerbow.  Mrs.  D.  F.,  35  9th  N.  W. 

Lewis,  Mrs.  R.  L.,  1210  Lamar. 
McCuistion,  Mrs.  W.  W.,  1105  Clarksville. 
O’Neill,  Mrs.  O.  R.,  546  Pine  Bluff. 
Parchman,  Mrs.  H.  W.,  306  S.  Church. 
Robinson,  Mrs.  O.  W.,  1518  Lamar. 

Stark,  Mrs.  E.  H..  818  Pine  Bluff. 
Stephens,  Mrs.  J.  A.,  1955  Clarksville. 
Stephens,  Mrs.  L.  B.,  224  Clarksville. 
Strong,  Mrs.  J.  C.,  125  9th  N.  E. 
Townsend,  Mrs.  C.,  653  23rd  S.  E. 
Walker,  Mrs.  M.  A..  Jr.,  2206  Culbertson. 
White,  Mrs.  H.  H.,  Lamar  Rd. 


♦Address  is  Greenville  unless  otherwise 
stated. 

tAddress  is  Paris  unless  otherwise 
stated. 


MEMBERS-AT-LARGE, 
FOURTEENTH  DISTRICT 
Baker,  Mrs.  H.  C.,  Wills  Point. 

Corry,  Mrs.  A.  C.,  Farmersville. 

Jones,  Mrs.  O.  Y.,  Cooper. 

Jones,  Mrs.  Olin  C.,  Cooper. 

Miller,  Mrs.  J.  E.,  Dallas. 

Woodward,  Mrs.  Jack,  Denton. 

Wright,  Mrs.  W.  C.,  Farmersville. 

FIFTEENTH  DISTRICT 

Mrs.  Joe  Nichols 
Atlanta 

Council  Woman 

BOWIE  COUNTY  AUXILIARY* 

Baskett,  Mrs.  Roy  F.,  1324  Hickory. 

Beck,  Mrs.  Edwin  L.,  315  W.  8th. 

Collom,  Mrs.  Spencer  Allen,  621  Main. 
Collom,  Mrs.  Spencer  Allen,  Jr.,  3016 
Pine. 

Cross,  Mrs.  Ralph  Cline,  2523  Walnut. 
Farris,  Mrs.  John  Charles,  Federal  Correc- 
tional Inst. 

Frank,  Mrs.  Charles  Harrell,  2615  Wood. 
Fuller,  Mrs.  A.  L.,  1915  Olive. 

Hibbitts,  Mrs.  William,  2526  Wood. 

Jones,  Mrs.  John  Walter,  104  W.  27th. 
Jones,  Mrs.  William  E.,  2424  Hazel. 
Kitchens,  Mrs.  Chester  E.,  3002  Pine. 
Kitchens,  Mrs.  W.  L.,  1301  Hazel. 

Robison,  Mrs.  James  T.,  2823  State  Line. 
Smith,  Mrs.  Charles  A.,  2919  Pine. 

Stuart,  Mrs.  Charles  C.,  1110  Main. 

Tyson.  Mrs.  Joe  E.,  2803  Olive. 

Watts,  Mrs.  E.  M.,  412  Texas. 

C ASS-MAR  ION  COUNTIES  AUXILIARY 

Allen,  Mrs.  J.  I.,  Bloomburg. 

Brooks,  Mrs.  James,  Atlanta. 

Davis,  Mrs.  C.  E.,  Linden. 

DeWare,  Mrs.  J.  M.,  Jefferson. 

Grumbles,  Mrs.  Earnest,  Atlanta. 

Jenkins.  Mrs.  H.  L.  D.,  Hughes  Springs. 
Nichols,  Mrs.  Joe,  Atlanta. 

Starnes,  Mrs.  A.  E.,  Hughes  Springs. 

Steed,  Mrs.  Thurmon  M.,  Jr.,  Hughes 
Springs. 

Terry,  Mrs.  W.  S.,  Jefferson. 

GREGG  COUNTY  AUXILIARY? 

Allums,  Mrs.  L.  L.,  Kilgore. 

Andres,  Mrs.  Ben,  708  Noel  Dr. 

Await,  Mrs.  E.  W.,  710  Sylvan  Dr. 

Bloom,  Mrs.  C.  S.,  Gladewater. 

Cook,  Mrs.  Hardy,  Noel  Dr. 


♦Address  is  Texarkana  unless  otherwise 
stated. 

tAddress  is  Longview  unless  otherwise 
stated. 


Crawford,  Mrs.  R.  C.,  705  Buchanan. 
DeYoung,  Mrs.  Richard,  Gladewater. 
Downs,  Mrs.  Seth,  Kilgore. 

Elkins,  Mrs.  W.  N.,  508  E.  North. 

Farrar,  Mrs.  W.  P.,  Forrest  Hills. 

Goodwin,  Mrs.  Willie,  809  N.  7th. 
Hardwick,  Mrs.  R.  S.,  615  Young. 

Hurst,  Mrs.  V.  R.,  Judson  Rd. 

Markham,  Mrs.  L.  N.,  27  Covington  Dr. 
McKean,  Mrs.  J.  C.,  Gladewater. 

McKeller,  Mrs.  G.  G.,  350  Sydney. 
McPherson,  Mrs.  D.  B.,  411  N.  1st. 

McRee,  Mrs.  J.  T.,  206  E.  College. 

Moser,  Mrs.  E.  R..  Oxford  Lane. 

Nichols,  Mrs.  Carl,  Gladewater. 

Niehuss,  Mrs.  H.  H.,  406  S.  Center. 

Price,  Mrs.  R.  O.,  Kilgore. 

Roberts,  Mrs.  J.  D.,  Judson  Rd. 

Robertson,  Mrs.  R.  H.,  Kilgore. 

Router.  Mrs.  W.  M..  1006  Henderson,  Kil- 
gore. 

Rushing,  Mrs.  G.  S..  500  Noel  Dr. 
Simmons,  Mrs.  D.  C.,  Kilgore. 

Slade,  Mrs.  Robert  E.,  815  Sylvan  Dr. 
Valinsky,  Mrs.  Morris,  Kilgore. 

Van  Sickle,  Mrs.  R.  J.,  210  N.  2nd. 
Wensley,  Mrs.  John  E.,  1100  Clover  Lane. 

HARRISON  COUNTY  AUXILIARY* 

Baldwin,  Mrs.  Jack  B.,  2301  Port  Caddo 
Rd. 

Carter,  Mrs.  Ray  H.,  308  E.  Merritt. 
Harris,  Mrs.  James  H.,  402  W.  Austin. 
Heidelberg,  Mrs.  Charles  H..  1002  Morri- 
son. 

Hill,  Mrs.  John  E.,  804  W.  Rusk. 

Holcomb,  Mrs.  Norman  F.,  1306  E.  Fan- 
nin. 

Kemper,  Mrs.  Thomas  W.,  1800  Circle  Dr. 
Littlejohn,  Mrs.  Frank  S.,  400  Perry  Dr. 
Mondrik,  Mrs.  Frank  V.,  1000A  E.  Austin. 
Padgett.  Mrs.  H.  O.,  2109  S.  Garrett. 
Redding,  Mrs.  Leman  M.,  Pine  Crest  Dr. 
Rice,  Mrs.  Lee  Roy,  6 Wanda  Ct. 

Tenney,  Mrs.  Sam  W.,  506  Perry  Dr. 
Wyatt,  Mrs.  Charles  A.,  1501  S.  Washing- 
ton. 

TITUS  COUNTY  AUXILIARY? 

Ball,  Mrs.  James  E.,  502  S.  Johnson. 
Bassett,  Mrs.  T.  R.,  802  E.  1st. 

Fender,  Mrs.  E.  L.,  W.  1st. 

Moore,  Mrs.  Larry,  702  N.  Jefferson. 
Taylor.  Mrs.  W.  A.,  511  E.  3rd. 

Taylor,  Mrs.  William  A.,  513  E.  3rd. 


♦Address  is  Marshall  unless  otherwise 
stated. 

tAddress  is  Mt.  Pleasant  unless  other- 
wise stated. 


Texas  State  Journal  of  Medicine 


President,  Tate  Miller,  Dallas 
President-Elect,  G.  V.  Brindley,  Temple 
Treasurer,  T.  H.  Thomason,  Fort  Worth 
Secretary-Editor,  Harold  M.  Williams 
Asst.  Editor,  Harriet  Cunningham,  B.  J„  M.  A. 


Board  of 
Trustees 


T.  C.  Terrell,  Chmn.,  Fort  Worth 

E.  A.  Rowley,  Sec’y.,  Amarillo 
J.  B.  McKnight,  Sanatorium 
M.  M.  Minter,  San  Antonio 

F.  J.  L.  Blasingame,  Wharton 


Editorial  Offices,  700  Guadalupe  Street,  Austin,  Texas 
Publication  Offices,  1114  West  Daggett  Street,  Fort  Worth  1,  Texas 


1.  Ralph  H.  Homan,  El  Paso 

2.  R.  B.  G.  Cowper,  Big  Spring 

3.  H.  H.  LaTson,  Amarillo 

4.  O.  N.  Mayo,  Brownwood 

5.  Cary  Poindexter,  Crystal  City 


COUNCILORS 

6.  W.  E.  Whigham,  McAllen 

7.  William  M.  Gambrell,  Austin 

8.  James  H.  Wooten,  Jr.,  Columbus 

9.  H.  W.  Cummings,  Jr.,  Houston 
10.  L.  C.  Powell,  Beaumont 


11.  J.  M.  Travis,  Jacksonville 

12.  J.  Wilson  David,  Corsicana 

13.  R.  G.  Baker,  Fort  Worth 

14.  C.  C.  Nash,  Dallas 

15.  Joe  D.  Nichols,  Atlanta 


Vol.  XLIV  August,  1948  No.  4 
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The  Official  Family  for  1948-1949  is  being 
published  as  usual  for  the  convenience  of 
those  who  work  with  the  officers,  councils, 
and  committees  and  as  a permanent  record 
of  those  who  will  lead  the  State  Medical  As- 
sociation this  year. 

Adoption  of  extensive  revision  of  the  Con- 
stitution and  By-Laws  at  the  1948  annual 
session  provided  for  several  changes  in  the 
organization  of  the  Association  which  are 
reflected  in  the  accompanying  list.  Two  of 
the  three  vice-presidents  have  been  elim- 
inated, and  a speaker  of  the  House  of  Dele- 
gates has  been  added  to  the  roster  of  offi- 
cers. The  House  of  Delegates  believed  that  a 
single  vice-president  would  be  more  effective 
than  three  and  that  a speaker  could  save  the 
President  from  many  routine  but  time-con- 
suming duties  in  connection  with  the  meet- 
ings of  the  House  of  Delegates. 

The  council  and  committee  arrangement 
was  somewhat  revised  so  that  in  general 
councils  will  attend  to  broad  fields  of  endeav- 
or while  committees  will  be  responsible  for 
more  specific  phases  of  work.  The  Council  on 
Medical  Defense,  which  has  for  many  years 
been  considered  a part  of  the  officers  of  the 
Association,  was  given  the  same  status  as 
other  councils.  The  Committee  on  Legislation 
was  raised  to  the  level  of  a council.  The 
Council  on  Medical  Education  and  Hospitals 
was  created  to  replace  the  Council  on  Post- 
graduate Medical  Education,  the  Committee 
on  Health  Problems  in  Education,  and  the 
Committee  on  Medical  Education  and  Hos- 
pitals. The  Executive  Council  membership 


was  changed  to  include  all  officers,  the  chair- 
man of  each  council,  and  the  chairman  of  the 
Committee  on  Public  Relations,  and  the  coun- 
cil was  delegated  increased  authority  to  act 
between  sessions  of  the  House  of  Delegates. 
A War  Council,  consisting  of  the  same  per- 
sonnel as  the  Executive  Council,  was  created 
to  act  in  case  of  national  emergency  which 
might  prohibit  meetings  of  the  House  of 
Delegates.  An  additional  standing  committee 
was  created,  the  Committee  on  Mental 
Health,  to  assure  a continuity  of  effort  in 
the  field  of  mental  health. 

The  officers,  councils,  and  committees  for 
the  ensuing  year  are  as  follows: 

Officers 

Tate  Miller,  Dallas,  President. 

G.  V.  Brindley,  Temple,  President-Elect. 

R.  E.  Windham,  San  Angelo,  Vice-President. 

Harold  M.  Williams,  Fort  Worth,  Secretary  (two 
years) . 

T.  H.  Thomason,  Fort  Worth,  Treasurer  (two 
years) . 

Robert  B.  Homan,  El  Paso,  Speaker  of  the  House 
of  Delegates. 

Board  of  Trustees 

T.  C.  Terrell,  Fort  Worth,  Chairman  (three 
years) . 

Merton  M.  Minter,  San  Antonio,  Vice-Chairman 
(five  years). 

F.  J.  L.  Blasingame,  Wharton  (four  years). 

J.  B.  McKnight,  Sanatorium  (two  years). 

E.  A.  Rowley,  Amarillo,  Secretary  (one  year). 

Board  of  Councilors 

First  District,  Ralph  H.  Homan,  El  Paso,  Chair- 
man (one  year).  Leigh  E.  Wilcox,  El  Paso,  Vice- 
Councilor. 

Second  District,  R.  B.  G.  Cowper,  Big  Spring 
(three  years).  R.  U.  Callan,  Rotan,  Vice-Councilor. 

Third  District,  Harvey  H.  Latson,  Amarillo  (two 
years).  G.  T.  Vinyard,  Amarillo,  Vice-Councilor. 

Fourth  District,  O.  N.  Mayo,  Brownwood  (one 
year).  R.  E.  Windham,  San  Angelo,  Vice-Councilor. 

Fifth  District,  Cary  Poindexter,  Crystal  City  (two 
years).  J.  L.  Cochran,  San  Antonio,  Vice-Councilor. 
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Sixth  District,  W.  E.  Whigham,  McAllen  (two 
years).  J.  F.  Pilcher,  Corpus  Christi,  Vice-Councilor. 

Seventh  District,  William  M.  Gambrell,  Austin 
(three  years).  H.  J.  Hoerster,  Llano,  Vice-Coun- 
cilor. 

Eighth  District,  James  H.  Wooten,  Jr.,  Columbus 
(three  years).  T.  G.  Blocker,  Jr.,  Galveston,  Vice- 
Councilor. 

Ninth  District,  Hatch  W.  Cummings,  Jr.,  Houston 
(three  years).  J.  T.  Billups,  Houston,  Vice-Councilor. 

Tenth  District,  L.  C.  Powell,  Beaumont  (three 
years).  Stephen  B.  Tucker,  Nacogdoches,  Vice- 
Councilor. 

Eleventh  District,  J.  M.  Travis,  Jacksonville  (one 
year).  C.  E.  Willingham,  Tyler,  Vice-Councilor. 

Twelfth  District,  J.  W.  David,1  Corsicana  (two 
years).  Clifford  G.  Swift,  Cameron,  Vice-Councilor. 

Thirteenth  District,  R.  G.  Baker,  Fort  Worth,  Sec- 
retary (one  year).  H.  H.  Cartwright,  Breckenridge, 
Vice-Councilor. 

Fourteenth  District,  C.  C.  Nash,  Dallas  (one 
year).  W.  A.  Lee,  Denison,  Vice-Councilor. 

Fifteenth  District,  Joe  D.  Nichols,  Atlanta  (two 
years).  Hugh  M.  Ragland,  Gilmer,  Vice-Councilor. 

Delegates  to  A.M.A. 

Allen  T.  Stewart,  Lubbock  (two  years). 

F.  J.  L.  Blasingame,  Wharton  (two  years). 

Robert  B.  Homan,  El  Paso  (two  years). 

H.  R.  Dudgeon,  Waco  (one  year). 

B.  E.  Pickett,  Sr.,  Carrizo  Springs  (one  year). 

E.  H.  Cary,  Dallas  (one  year). 

Alternate  Delegates  to  A.M.A. 

Harold  M.  Williams,  Fort  Worth  (two  years). 

E.  W.  Bertner,  Houston  (one  year). 

H.  Leslie  Moore,  Dallas  (one  year). 

A.  C.  Scott,  Temple  (one  year). 

Executive  Council 

Ex-officio,  President  (Chairman),  Secretary 
(Secretary),  President-Elect,  Vice-President,  Treas- 
urer, Speaker  of  the  House  of  Delegates,  Board  of 
Trustees,  Board  of  Councilors,  Chairman  of  All 
Councils,  and  Chairman  of  the  Committee  on  Public 
Relations. 

Council  on  Medical  Defense 

L.  B.  Jackson,  San  Antonio,  Chairman  (two 
years) . 

Harold  M.  Williams,  Fort  Worth,  Secretary  (ex- 
officio)  . 

B.  E.  Pickett,  Jr., -Crystal  City  (five  years). 

Frank  Selecman,  Dallas  (four  years). 

Thomas  M.  Jarmon,  Tyler  (three  years). 

T.  R.  Hannon,  Houston  (one  year). 

Tate  Miller,  Dallas  (ex-officio). 

Council  on  Legislation 

J.  B.  Copeland,  San  Antonio,  Chaiimian  (four 
years). 

Harold  M.  Williams,  Fort  Worth,  Secretary  (ex- 
officio). 

Elliott  Mendenhall,  Dallas  (five  years). 

L.  H.  Reeves,  Fort  Worth  (three  years). 

John  K.  Glen,  Houston  (two  years). 

G.  W.  Cleveland,  Austin  (one  year). 

Tate  Miller,  Dallas  (ex-officio). 

Council  on  Scientific  Work 

May  Owen,  Fort  Worth,  Chairman  (four  years). 

Harold  M.  Williams,  Fort  Worth,  Secretary  (ex- 
officio)  . 

A.  C.  Scott,  Temple  (five  years). 

Alfred  H.  Hill,  San  Antonio  (three  years). 

R.  B.  Alexander,  Waco  (two  years). 


1Appointed  to  fill  the  vacancy  created  by  the  resignation  of 
G.  V.  Brindley,  Temple,  upon  his  election  as  President-Elect. 


George  W.  Waldron,  Houston  (one  year). 

Tate  Miller,  Dallas  (ex-officio). 

Council  on  Medical  Economics 

H.  E.  Griffin,  Graham,  Chairman  (one  year). 
Harold  M.  Williams,  Fort  Worth,  Secretary  (ex- 
officio). 

E.  W.  Jones,  Wellington  (five  years). 

Everett  C.  Fox,  Dallas  (four  years). 

Tom  B.  Bond,  Fort  Worth  (three  years). 

H.  R.  Dudgeon,  Waco  (two  years). 

Tate  Miller,  Dallas  (ex-officio). 

Council  on  Medical  Education  and  Hospitals 
M.  0.  Rouse,  Dallas,  Chairman  (five  years). 
Harold  M.  Williams,  Fort  Worth,  Secretary  (ex- 
officio)  . 

Conn  L.  Milburn,  San  Antonio  (four  years). 

D.  P.  Wall,  Galveston  (three  years). 

W.  S.  Barcus,  Fort  Worth  (two  years). 

L.  F.  Schuhmacher,  Jr.,  Houston  (one  year). 
Tate  Miller,  Dallas  (ex-officio). 

War  Council 

Ex-officio,  President  (Chairman),  Secretary 
(Secretary),  President-Elect,  Vice-President,  Treas- 
urer, Speaker  of  the  House  of  Delegates,  Board  of 
Trustees,  Board  of  Councilors,  Chairmen  of  All 
Councils,  and  Chairman  of  the  Committee  on  Public 
Relations. 

Committee  on  Cancer 

Porter  Brown,  Fort  Worth,  Chairman  (five 
years) . 

John  D.  Weaver,  Austin  (four  years). 

David  A.  Todd,  San  Antonio  (three  years). 

C.  D.  Bussey,  Dallas  (two  years). 

Charles  Phillips,  Temple  (one  year). 

Committee  on  Medical  History 
S.  E.  Thompson,  Kerrville,  Chairman  (four  years). 
Tate  Miller,  Dallas  (five  years). 

E.  W.  Bertner,  Houston  (three  years). 

A.  A.  Ross,  Lockhart  (two  years). 

Marvin  L.  Graves,  Houston  (one  year). 

Committee  on  Public  Relations 
George  A.  Schenewerk,  Dallas,  Chairman. 

Harold  M.  Williams,  Fort  Worth,  Secretary  (ex- 
officio)  . 

Allen  T.  Stewart,  Lubbock. 

J.  E.  Hogan,  Big  Spring. 

A.  C.  Scott,  Temple. 

L.  L.  D.  Tuttle,  Houston. 

Committee  on  Tuberculosis 

C.  M.  Hendricks,  El  Paso,  Chairman  (three  years). 
Howard  T.  Barkley,  Houston  (five  years). 

Jesse  B.  White,  Amarillo  (four  years). 

Charles  J.  Koerth,  San  Antonio  (two  years). 
David  McCullough,  Kerrville  (one  year). 

Committee  on  Library  Endowment 
V.  R.  Hurst,  Longview,  Chairman  (three  years). 
J.  C.  Terrell,  Stephenville  (five  years). 

F.  T.  Mclntire,  San  Angelo  (four  years). 

Walter  G.  Stuck,  San  Antonio  (two  years). 

0.  B.  Kiel,  Wichita  Falls  (one  year). 

Committee  on  Mental  Health 
Hamilton  Ford,  Galveston,  Chairman  (five  years). 
Paul  Whtie,  Austin  (four  years). 

Perry  C.  Talkington,  Dallas  (three  years). 

Abe  Hauser,  Houston  (two  years). 

Jack  R.  Ewalt,  Galveston  (one  year). 

Committee  on  General  Arrangements  for  the  An- 
nual Session  (all  of  Houston). — J.  L.  Cochran, 
Chairman;  John  L.  Matthews,  W.  W.  Bondurant, 
Ji\,  B.  F.  Stout,  L.  B.  Jackson,  T.  A.  Pressly,  J.  Man- 
ning Venable,  T.  H.  Sharp,  Walter  G.  Stuck. 
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Committee  on  Memorial  Exercises. — A.  L.  Thomas, 
Ennis,  Chairman;  G.  H.  Sanders,  Kerens;  Dan  B. 
Hammill,  Corsicana;  W.  T.  Black,  Quitman;  W.  C. 
Tenery,  Waxahachie. 

Committee  on  Scientific  Exhibits. — X.  R.  Hyde, 
Fort  Worth,  Chairman. 

Advisory  Board  to  Texas  Society  of  Medical  Tech- 
nologists.— J.  L.  Goforth,  Dallas,  Chairman;  C.  B. 
Young,  Tyler;  B.  F.  Stout,  San  Antonio. 

Committee  on  Maternal  and  Child  Health. — L.  C. 
Powell,  Beaumont,  Chairman;  L.  L.  Travis,  Jackson- 
ville; Paul  L.  Brewer,  Bay  City;  A.  P.  Buchanan, 
Mineola;  Edward  I.  Hall.  Kaufman. 

Committee  on  Venereal  Diseases. — T.  Alvin  Fears, 
Beaumont,  Chairman;  J.  F.  Lubben,  Jr.,  McAllen; 
Paul  W.  Mathews,  Dallas;  H.  A.  Drane,  Jr.,  Hunt; 
H.  A.  O’Brien,  Dallas. 

Committee  on  Industrial  Health. — Hugh  C.  Welsh, 
Houston,  Chairman;  Carl  A.  Nau,  Galveston;  C.  L. 
Tubb,  Dallas;  Jack  Furman,  Fort  Worth;  Dolph  L. 
Curb,  Houston. 

Committee  on  Rural  Health. — Allen  T.  Stewart, 
Lubbock,  Chairman;  R.  H.  Bell,  Palestine;  Troy  A. 
Shafer,  Harlingen;  J.  C.  Terrell,  Stephenville;  H. 

A.  Baker,  Wills  Point. 

Special  Delegates 

Texas  Hospital  Association — L.  L.  D.  Tuttle,  Hous- 
ton. 

State  Health  Education  Council. — Ben  M.  Primer, 
Austin. 

Texas  State  Nutrition  Council. — LeRoy  B.  Dug- 
gan, Houston. 

State  Rural  Health  Council. — Troy  A.  Shafer, 
Harlingen. 

Texas  Graduate  Nurses  Association. — Joseph  F. 
McVeigh,  Fort  Worth. 

Lone  Star  State  Medical  Association. — E.  W.  Bert- 
ner,  Houston. 

Oklahoma  Medical  Association. — Rufus  C.  Whid- 
don,  Gainesville. 

State  Medical  Association  of  Louisiana. — Walter 

B.  Brown,  Beaumont. 

Officers  of  Scientific  Sections 

SECTION  ON  GENERAL  PRACTICE 
H.  T.  Jackson,  Fort  Worth,  Chairman. 

W.  Doak  Blassingame,  Denison,  Secretary. 

SECTION  ON  MEDICINE 
David  W.  Carter,  Dallas,  Chairman. 

Victor  E.  Schulze,  San  Angelo,  Secretary. 

SECTION  ON  SURGERY 
Sidney  Galt,  Dallas,  Chairman. 

R.  T.  Travis,  Jacksonville,  Secretary. 

SECTION  ON  OBSTETRICS  AND  GYNECOLOGY 
William  F.  Mengert,  Dallas,  Chairman. 

Robert  A.  Johnston,  Houston,  Secretary. 

SECTION  ON  EYE,  EAR,  NOSE,  AND  THROAT 
Dan  A.  Russell,  San  Antonio,  Chairman. 

John  L.  Matthews,  San  Antonio,  Secretary. 

SECTION  ON  RADIOLOGY  AND  PHYSICAL  MEDICINE 

C.  A.  Stevenson,  Temple,  Chairman. 

J.  E.  Miller,  Dallas,  Secretary. 

SECTION  ON  PUBLIC  HEALTH 
William  S.  Brumage,  Austin,  Chairman. 

J.  E.  Peavy,  Austin,  Secretary. 

SECTION  ON  CLINICAL  PATHOLOGY 
C.  T.  Ashworth,  Fort  Worth,  Chairman. 

John  J.  Andujar,  Fort  Worth,  Secretary. 

SECTION  ON  PEDIATRICS 
W.  Pierre  Robert,  Beaumont,  Chairman. 

Jack  R.  Hild,  Houston,  Secretary. 


The  Annual  Session  of  the  American  Medi- 
cal Association  held  at  Chicago,  June  21-25, 
was  outstanding  from  every  viewpoint.  Al- 
though registration  was  not  as  great  as  at 
the  centennial  session  in  1947,  there  was  a 
large  attendance.  Fellows  of  the  American 
Medical  Association  registered  at  this  meet- 
ing were  11,963,  and  there  were  guests  from 
may  foreign  countries  including  delegations 
from  a number  of  the  Latin-American  coun- 
tries. 

There  were  a number  of  unusual  features 
and  several  innovations  that  were  introduced 
at  the  Chicago  meeting.  Among  these  were 
television  programs  presented  by  the  North- 
western University  Medical  School  at  the 
Navy  Pier,  headquarters  for  the  session, 
medical  schools,  hospitals,  and  hotels.  These 
were  broadcast  each  morning  and  afternoon 
throughout  the  entire  session  from  Passavant 
Hospital  and  were  for  the  most  part  conduct- 
ed as  clinics.  A closed  circuit  assured  that 
privately  owned  sets  would  not  pick  up  the 
medical  programs. 

Other  unusual  features  included  athletic 
performances  participated  in  by  persons 
handicapped  by  amputations  and  other  phy- 
sical disabilities,  and  atomic  energy  exhibits 
depicting  various  phases  of  atomic  fission, 
particularly  as  related  to  utilization  for  medi- 
cal purposes. 

The  scientific  program  as  a whole  was  out- 
standing with  papers  covering  almost  all  the 
important  phases  of  medicine  and  surgery. 

The  scientific  exhibits,  larger  in  number, 
scope,  and  comprehensiveness  than  at  any 
previously  held  meeting  of  the  A.M.A.,  served 
as  a medium  for  graduate  education  of  the 
general  practitioner  and  specialist  alike.  Mo- 
tion picture  shows  and  special  conferences  on 
diabetes,  fractures,  and  physical  medicine 
were  particularly  well  attended.  The  technical 
exhibits  also  were  larger  than  at  any  pre- 
viously held  meeting  and  were  representative 
of  medical  publications,  pharmaceutical  man- 
ufacturers, and  practically  every  other  im- 
portant industry  associated  with  the  practice 
of  medicine  in  the  United  States.  Situated 
between  the  scientific  and  technical  exhibits 
was  the  art  show,  which  consisted  of  paint- 
ings and  other  works  of  art  by  members  of 
the  American  Medical  Association.  This  ex- 
hibition occupied  a large  space  and  like  the 
technical  and  scientific  exhibits  was  well  at- 
tended. The  three  exhibit  sections  plus  the 
registration  area  occupied  almost  the  entire 
upper  deck  of  the  northern  portion  of  the 
Navy  Pier  which  juts  out  into  Lake  Michigan. 
A large  portion  of  the  south  pier  housed  the 
auditoriums  in  which  general  and  section 
meetings  were  held. 
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The  House  of  Delegates  at  the  Chicago  ses- 
sion, which  is  discussed  in  greater  detail  on 
this  page,  was  as  usual  concerned  with  a 
large  number  of  important  matters  which  had 
profound  bearing  on  the  future  of  medical 
practice  in  this  country.  Many  resolutions 
were  introduced  and  each  received  careful 
consideration  by  the  various  reference  com- 
mittees to  which  they  were  referred.  Reports 
of  the  councils  and  committees  of  the  Asso- 
ciation reflected  a vast  amount  of  work  by 
those  commissioned  to  carry  on  these  import- 
ant phases  of  the  work  of  the  A.M.A.  Among 
the  important  transactions  of  the  House  of 
Delegates  was  a complete  revision  of  the  Con- 
stitution and  By-Laws  designed  to  facilitate 
more  prompt  and  decisive  action  on  subjects 
of  interest  to  the  House. 

A distinguished  service  medal  of  the 
American  Medical  Association  was  awarded 
by  the  House  of  Delegates  to  Dr.  Isaac  Arthur 
Abt,  a Chicago  physician  who  for  many 
years  was  professor  of  diseases  of  children  at 
Northwestern  University  Medical  School  and 
who  since  1942  has  been  professor  emeritus. 
Dr.  Abt  was  born  in  Wilmington,  Del.,  in 
1867,  and  received  his  medical  training  in 
Johns  Hopkins  University  School  of  Medi- 
cine and  the  Chicago  Medical  College,  which 
is  now  Northwestern  University  Medical 
School.  He  received  his  doctor  of  medicine 
degree  in  1891  from  the  latter  school. 

This  award  of  distinction  was  conferred 
upon  Dr.  Abt  in  the  ballroom  of  the  Stevens 
Hotel  as  part  of  the  inauguration  meeting 
at  which  Dr.  R.  L.  Sensenich,  South  Bend, 
Ind.,  took  over  the  presidential  reins  of  the 
American  Medical  Association  for  the  ensu- 
ing year. 

Among  the  other  important  changes  in  of- 
ficers of  the  Association  which  took  place, 
Dr.  Ernest  E.  Irons,  Chicago,  who  had  been 
serving  as  a member  of  the  Board  of  Trus- 
tees, was  elected  president-elect.  Dr.  Roy  W. 
Fouts,  Omaha,  who  for  a number  of  years 
had  served  as  speaker  of  the  House  of  Dele- 
gates, was  elected  vice-president,  and  Dr. 
Francis  F.  Borzell,  Philadelphia,  who  served 
as  vice-speaker  under  Dr.  Fouts,  was  elected 
to  assume  the  position  of  speaker.  Dr.  James 
R.  Reuling,  Bayside,  N.  Y.,  was  elected  vice- 
speaker. Three  new  members  of  the  Board  of 
Trustees  were  elected,  namely,  Dr.  Walter  B. 
Martin,  Norfolk,  Va. ; Dr.  Edwin  S.  Hamil- 
ton, Kankakee,  111. ; and  Dr.  Gunnar  Gunder- 
sen,  La  Crosse,  Wis.  Other  members  were 
elected  to  fill  vacancies  on  the  Council  on 
Medical  Education  and  Hospitals,  Council  on 
Medical  Service,  and  Council  on  Scientific 
Assembly.  Dr.  George  F.  Lull  and  Dr.  J.  J. 
Moore  were  reelected  to  succeed  themselves 


as  secretary  and  treasurer  respectively  of 
the  Association. 

The  House  of  Delegates  of  the  American 
Medical  Association  convened  on  June  21, 
1948,  in  the  Palmer  House,  Chicago,  with  Dr. 
Roy  W.  Fouts,  Omaha,  presiding  as  Speaker. 
There  were  173  delegates  registered  for  the 
meeting,  eight  of  whom  wTere  from  Texas. 
These  included  Drs.  Howard  R.  Dudgeon, 
Waco ; B.  E.  Pickett,  Sr.,  Carrizo  Springs ; 
Edward  H.  Cary,  Dallas ; F.  J.  L.  Blasingame, 
Wharton;  and  Allen  T.  Stewrart,  Lubbock, 
elected  delegates  from  the  State  Medical  As- 
sociation, and  three  delegates  for  scientific 
sections  who  were  from  Texas:  Drs.  Charles 
T.  Stone,  Galveston,  Internal  Medicine ; C. 
F.  Lehmann,  San  Antonio,  Dermatology  and 
Syphilogy;  and  H.  E.  Griffin,  Graham,  Gen- 
eral Practice  of  Medicine. 

As  a result  of  the  revision  of  the  Consti- 
tution and  By-Laws  adopted  during  the  ses- 
sion, another  delegate  was  apportioned  to 
Texas  based  on  the  number  of  members  in 
the  State  Association.  This  office  will  be 
filled  by  Dr.  R.  B.  Homan,  Jr.,  El  Paso, 
who  was  elected  by  the  House  of  Delegates 
of  the  State  Medical  Association  at  the  1948 
annual  session  to  become  a delegate  to  the 
A.M.A.  House  of  Delegates  if  and  when  the 
proposed  revision  was  passed. 

The  program  of  the  House  was  loaded  to 
the  limit  and  the  meetings,  though  well  con- 
ducted by  the  Speaker,  included  such  a tre- 
mendous volume  of  business  that  it  was  dif- 
ficult to  keep  up  with  all  that  was  trans- 
spiring.  The  reports  of  councils  and  com- 
mittees and  the  resolutions  presented  were 
of  such  magnitude  that  practically  all  the 
problems  facing  American  medicine  today 
were  touched  upon,  and  many  were  pain- 
stakingly and  thoroughly  considered.  The 
complete  transactions  are  published  in  The 
Journal  of  the  American  Medical  Association, 
[137:872-888  (July  3),  955-974  (July  10), 
1046-1050  (July  17)  1948].  Certain  matters 
reported  briefly  in  this  editorial  will  be  con- 
sidered in  greater  detail  in  subsequent  issues 
of  the  Journal. 

Distinguished  Service  Award. — The  first  order 
of  business  was  the  selection  of  the  recipient  of  the 
distinguished  service  award  of  the  A.M.A.  The 
names  of  Drs.  Isaac  Abt  of  Chicago,  Alfred  Blalock 
of  Baltimore,  and  Peter  Harris  of  Birmingham, 
Ala.,  were  presented  by  Dr.  E.  L.  Henderson,  Louis- 
ville, Ky.,  chairman  of  the  Board  of  Trustees.  Dr. 
Abt  was  selected  to  receive  the  award. 

The  following  honorary  members  of  the  State 
Medical  Association  of  Texas  were  included  among 
the  physicians  approved  by  the  Council  on  Scien- 
tific Assembly  for  election  as  Associate  Fellows  of 
the  A.M.A.  and  duly  elected  by  the  House  of  Dele- 
gates: Dr.  James  M.  Alexander,  Abilene;  Dr.  Jud- 
son  M.  Andrews,  Wharton;  Dr.  William  H.  Gentry, 
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Corpus  Christi;  Dr.  Martin  E.  Taber,  Dallas;  and 
Dr.  Martin  J.  Taylor,  Houston. 

The  President,  Dr.  Edward  L.  Bortz,  Philadel- 
phia, in  an  outstanding-  address  outlined  briefly 
the  principal  activities  of  the  A.M.A.  since  the 
Cleveland  interim  meeting.  He  emphasized  the  im- 
portant role  of  the  various  councils  and  committees 
in  accomplishing  results,  mentioning  especially  the 
Council  on  Medical  Service  with  reference  to  vol- 
untary insurance  plans  and  rural  health  problems 
and  the  Bureau  of  Medical  Economics  Research 
with  reference  to  a study  of  medical  service  areas. 
He  also  laid  special  stress  on  activities  of  the 
Council  on  National  Emergency  Medical  Service, 
stating  that  the  Selective  Service  Act  just  passed 
by  Congress  omitted  the  proposed  provision  for 
drafting  physicians  between  the  ages  of  25  and  45, 
a provision  vehemently  opposed  by  the  A.M.A. 
as  being  discriminatory.  Dr.  Bortz  emphasized 
further  the  importance  of  a vigorous  public  rela- 
tions program  within  the  medical  profession. 

The  Retiring  Speaker,  Dr.  Fouts,  presented 
some  of  the  problems  confronting  the  Chicago  meet- 
ing of  the  House  of  Delegates.  He  read  the  names 
of  delegates  who  had  died  since  the  last  annual 
meeting,  after  which  members  of  the  House  stood 
in  tribute.  Among  the  deceased  delegates  was  in- 
cluded the  name  of  Dr.  Holman  Taylor,  the  beloved 
Secretary  of  the  State  Medical  Association  of 
Texas  for  many  years. 

The  Report  of  the  Board  of  Trustees,  presented 
by  its  chairman,  reviewed  the  many  activities  of  the 
A.M.A.  which  are  carried  on  through  committees 
and  councils  responsible  to  the  Trustees  and  gave 
a report  on  the  financial  condition  of  the  A.M.A. 
It  was  noted  that  the  publication  Hygeia,  which 
serves  to  spread  accurate  information  on  health  mat- 
ters to  the  public,  as  well  as  to  the  profession,  had 
been  showing  a financial  loss.  The  reference  commit- 
tee in  commenting  on  this  report  declared  that  the 
value  of  Hygeia  is  such  that  the  publication  is  justi- 
fied even  at  a loss.  The  Cooperative  Medical  Adver- 
tising Bureau,  which  serves  as  a clearing  house  for 
advertising  material  for  many  of  the  state  medical 
journals  as  well  as  the  A.M.A.  publications,  was 
also  commended.  The  House  concurred  with  the 
reference  committee. 

Other  portions  of  the  report  of  the  Trustees  which 
were  worthy  of  note  and  which  were  commented 
on  by  the  reference  committee  to  which  the  report 
was  referred  and  approved  by  the  House  are  as 
follows : 

The  reports  of  the  councils  and  laboratories  in- 
dicated the  abundance  and  excellence  of  their  diver- 
sified accomplishments,  but  the  committee  recom- 
mended that  some  method  of  furnishing  informa- 
tion on  the  work  of  these  councils  and  laboratories 
to  the  rank  and  file  of  the  membership  be  studied. 

In  commenting  on  the  report  of  the  Bureau  of 
Legal  Medicine  and  Legislation,  the  reference  com- 
mittee stated  that  Senate  Bill  2189,  which  is  de- 
signed to  assist  states  in  providing  for  local  public 
health  units,  conforms  to  the  policies  adopted  by 
the  House  of  Delegates,  but  recommended  that  this 
bill  be  amended  by  adding  a definition  of  public 
health  function  which  definitely  excludes  the  care 
of  the  sick. 

A report  was  made  on  the  medico-legal  aspects 
of  artificial  insemination.  The  reference  committee 
recommended  that  the  House  of  Delegates  endorse 
in  principle  enactment  of  legislation  which  is  de- 
signed to  legitimatize  offspring  when  the  donor  is 
other  than  the  husband  of  the  woman  inseminated. 

It  was  brought  out  that  bills  have  been  introduced 
in  several  states  to  prohibit  the  use  of  animals  in 
medical  research.  None  of  these  bills  passed  in  1947. 
The  reference  committee  endorsed  the  action  of  the 


National  Society  for  Medical  Research  in  sponsor- 
ing legislation  in  various  states  for  the  protection 
of  medical  research. 

A supplementary  report  of  the  Board  of  Trustees 
recommended  that  the  seventh  point  in  the  National 
Health  Program,  which  deals  with  care  of  veterans 
by  the  Veterans  Administration,  be  changed.  The 
reference  committee  recommended  the  following: 
The  veteran  shall  be  entitled  to  the  highest  avail- 
able quality  of  medical  care  in  accordance  with  ex- 
isting laws  and  preferably  in  his  own  community 
with  the  physician  and  hospital  of  his  own  choice. 
This  revision  was  for  the  avowed  purpose  of  en- 
couraging the  use  of  local  physicians  and  hospitals 
by  the  Veterans  Administration  and  of  discourag- 
ing continued  expansion  of  the  Veterans  Adminis- 
tration hospital  system. 

The  supplementary  report  also  reviewed  the  pro- 
gram and  activities  of  the  World  Medical  Associa- 
tion to  date,  and  announced  that  Dr.  Louis  H.  Bauer, 
Hempstead,  N.  Y.,  a member  of  the  Board  of  Trus- 
tees of  the  A.M.A.,  had  been  elected  as  secretary 
general. 

There  was  also  mention  of  the  cooperation  of  the 
Board  of  Trustees  with  the  Secretary  of  the  In- 
terior through  the  sending  out  of  consulting  medical 
teams  to  Puerto,  Rico,  the  Virgin  Islands,  Alaska, 
and  to  the  Navajo  Indians.  It  was  pointed  out  that 
six  Texas  physicians  comprising  a team  developed 
from  Southwestern  Medical  College  and  Founda- 
tion, Dallas,  had  participated  in  this  program. 

The  merging  of  the  Committee  on  Rural  Medical 
Service  with  the  Council  on  Medical  Service  was 
recommended  by  the  Board  of  Trustees.  The  report 
of  the  reference  committee,  which  was  approved  by 
the  House,  recommended  that  this  merger  not  be  at- 
tempted at  this  time  but  that  (1)  the  Board  of 
Trustees  be  given  the  power  to  continue  the  activi- 
ties of  the  Committee  on  Rural  Medical  Service  on 
a committee  basis,  and  that  (2)  the  Speaker  of  the 
House  refer  the  matter  of  merging  this  committee 
with  the  Council  on  Medical  Service  together  with  an 
alternate  proposal  for  the  development  of  a new 
council  on  rural  medical  care  to  the  appropriate 
committee  of  the  House  for  reconsideration  and 
report  at  a subsequent  meeting. 

The  Committee  to  Study  Conditions  of  General 
Practice  included  in  the  supplementary  report  of 
the  Board  of  Trustees  recommendations  to  give 
qualified  general  practitioners  hospital  privileges 
and  to  encourage  general  practitioners  to  secure 
adequate  training  and  to  participate  in  the  scientific 
and  organizational  activities  of  organized  medicine. 
These  recommendations  were  passed  upon  favorably 
by  the  reference  committee  and  were  approved  by 
the  House. 

The  nursing  problem  was  considered  in  great  de- 
tail in  the  supplemental  report  through  the  report 
of  the  Committee  on  Nursing  Problems.  Among  the 
recommendations  which  were  made  and  approved 
was  the  suggestion  that  nurses  be  classified  as  (a) 
professional  nurses  with  a subdivision  of  (1)  nurse 
educators  and  (2)  clinical  nurses,  and  (b)  trained, 
practical  nurses.  Nurse  educators  were  defined  as 
those  with  collegiate  training  and  others  who  have 
shown  an  aptitude  for  teaching,  administration,  and 
supervisory  positions.  The  clinic  nurse  is  to  be  com- 
parable to  the  general  duty  or  private  duty  nurse. 
It  was  recommended  that  a course  of  training  for 
the  clinical  nurse  be  reduced  to  two  years.  The 
trained  practical  nurse  is  one  who  has  received  both 
theoretical  and  practical  training,  and  it  was  recom- 
mended that  there  be  at  least  one  year  of  training 
made  up  of  three  months  of  theoretical  and  nine 
months  of  practical  training.  The  economic  prob- 
lem which  confronts  the  nurses  was  discussed  at 
length  and  the  committee  urged  that  steps  be  taken 
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to  provide  social  security  and  retirement  plans  for 
all  nurses.  It  was  further  recommended  that  hos- 
pitals adopt  a definite  personnel  policy  for  all  in- 
stitutional nurses  with  a view  toward  making  sal- 
aries, hours,  sick-leave,  and  vacations  comparable 
to  other  fields  of  endeavor  for  women  with  equiva- 
lent education  and  training,  and  that  the  cost  of 
essential  special  nursing  care  to  the  patient  be  cov- 
ered by  prepayment  nursing  care  plans  or  be  in- 
cluded in  prepayment  hospital  and  medical  care 
plans  if  practicable. 

The  Council  on  National  Emergency  Medical 
Service  presented  a group  of  nine  basic  principles 
intended  to  govern  the  American  Medical  Associa- 
tion and  all  its  representatives  in  the  medical, 
health,  and  sanitary  aspects  of  national  defense  and 
the  expansion  of  military  establishment  under  the 
threat  of  national  emergency.  Except  for  minor 
alterations  these  principles  were  accepted  by  the 
House.  In  general  the  principles  attempted  to  pro- 
vide for  the  most  effective  use  of  physicians  in  both 
military  and  civilian  care  in  case  of  emergency. 

The  Council  on  National  Emergency  Medical 
Service  also  presented  a resolution  urging  the 
President  of  the  United  States  and  the  chairman 
of  the  National  Security  Resources  Board  to  take 
action  immediately  for  the  establishment  of  a 
civilian  medical  coordinating  board  as  a part  of  the 
National  Security  Resources  Board.  This  was  recom- 
mended by  the  reference  committee  and  adopted. 

The  Council  on  National  Emergency  Medical 
Service  requested  that  each  state  medical  associa- 
tion and  its  component  county  medical  societies 
establish  a committee  directly  responsible  for  na- 
tional emergency  medical  service  within  its  organi- 
zation and  to  cooperate  with  the  A.M.A.  council. 

A resolution  from  California,  approved  by  the 
House,  offered  to  the  armed  forces  of  the  United 
States  the  full  services  of  the  Council  on  National 
Emergency  Medical  Service  and  other  appropriate 
groups  in  the  Association  in  planning  orderly 
methods  of  selection  and  induction  of  medical  offi- 
cers for  military  and  civilian  service  in  case  of  need, 
and  for  a survey  of  physicians  preparatory  to  draw- 
ing up  such  plans. 

The  Secretary,  Dr.  George  F.  Lull,  Chicago, 
presented  a report  on  the  administration  of  the 
central  office,  including  a discussion  of  the  public 
relations  program  with  special  emphasis  upon  press 
relations.  He  gave  a concise  picture  of  the  labor 
situation  in  the  central  office,  pointing  out  that  dif- 
ficulties with  unions  whose  members  are  employed 
in  the  printing  of  the  various  publications  of  the 
A.M.A.  had  been  resolved. 

Committee  on  Intern  Placement. — The  whole 
problem  of  intern  placement  in  hospitals  was  force- 
fully brought  before  the  House  of  Delegates  at  the 
1947  meeting  at  Atlantic  City  and  at  the  interim 
session  at  Cleveland  last  January.  A special  com- 
mittee with  Dr.  William  Bates,  Philadelphia,  as 
chairman,  was  appointed  by  the  speaker  of  the 
house  to  make  a study  of  this  problem.  This  com- 
mittee presented  a number  of  resolutions  which 
were  approved  by  the  reference  committee  and 
adopted.  These  consisted  in  a specific  plan  for  intern 
placement  and  in  suggestions  for  revising  certain 
intern  programs.  The  Council  on  Medical  Educa- 
tion and  Hospitals  was  instructed  to  begin  imme- 
diate implementation  of  these  recommendations 
and  to  report  to  the  House  at  the  next  session. 

The  Council  on  Medical  Education  and  Hos- 
pitals has  been  reexamining  the  methods  and  ob- 
jectives of  medical  education,  through  a survey  of 
all  medical  schools,  and  has  endeavored  to  discover 
the  extent  to  which  medical  education  has  been 
adapted  to  modern  needs.  The  council  was  encour- 
aged to  discover  the  number  of  medical  schools  con- 


ducting programs  to  interest  students  in  general 
practice,  and  the  number  of  internship  and  resi- 
dency programs  being  established  to  provide  train- 
ing for  general  practice.  It  was  pointed  out  that 
there  is  an  urgency  for  additional  funds  for  medical 
education  and  that  these  funds  should  be  obtained 
by  public  donation  and  not  by  federal  subsidy.  The 
council  has  established  a liaison  committee  between 
the  Advisory  Board  of  Medical  Specialties  and  the 
Association  of  American  Medical  Colleges  to  make 
constructive  suggestions  with  respect  to  the 
specialty  movement. 

The  Committee  on  Hospitals  and  Practice  of 
Medicine  reported  that  certain  policies  had  been 
agreed  upon  as  follows:  (1)  That  the  A.M.A.  should 
take  positive  action  against  institutions  where  in- 
vestigation has  proved  they  are  not  operating  un- 
der the  broad  principles  of  ethics  adopted  by  the 
A.M.A.  (2)  That  physicians  as  individuals  can  be 
disciplined  for  unethical  conduct  only  according  to 
the  machinery  already  established  at  the  county 
society  level.  The  report  pointed  out  that  the  com- 
mittee proposes  to  study  this  subject  further.  The 
committee  recommended  that  a study  be  made  by 
the  Bureau  of  Legal  Medicine  and  Legislation  of 
the  various  state  laws  assigning  the  legal  status  of 
corporations  attempting  to  practice  medicine,  and 
that  if  necessary,  uniform  legislation  be  prepared 
to  define  all  of  these  matters.  It  was  further  recom- 
mended that  the  House  of  Delegates  request  the 
Board  of  Trustees  to  send  an  official  communica- 
tion to  medical  schools,  hospitals,  the  American 
Hospital  Association,  and  other  national  hospital 
organizations,  informing  them  of  the  principles  and 
policies  of  the  A.M.A.  concerning  the  practice  of 
medicine  by  institutions,  stating  that  the  A.M.A. 
will  be  glad  to  cooperate  in  every  way  with  such  in- 
stitutions, and  appealing  to  them  for  immediate 
cooperation  in  the  plan  for  preserving  the  private 
practice  of  medicine.  The  House  approved  the  vari- 
ous recommendations. 

The  Council  on  Medical  Service  report  as  given 
by  Dr.  James  R.  McVay,  Kansas  City,  the  chair- 
man, indicated  the  vast  amount  of  work  which  has 
been  carried  on  by  this  council  during  the  past 
year.  The  council  is  placing  emphasis  on  community 
leadership  in  health  problems  by  the  county  medical 
societies  and  to  a lesser  extent  by  the  constitutent 
state  medical  associations.  It  is  continuing  to  pro- 
mote health  councils  in  the  various  communities,  and 
regional  conferences  in  different  sections  of  the 
country.  The  News  Letter  issued  by  the  Council  has 
also  served  as  an  excellent  medium  to  promote 
greater  interest  and  participation  in  the  entire 
medical  service  problem  which  confronts  the  pro- 
fession today.  The  council  continues  its  activities 
with  respect  to  prepayment  medical  care  plans  and 
special  problems  assigned  by  the  House  of  Dele- 
gates. Among  these  are  the  questions  of  group  prac- 
tice, of  medical  cooperatives,  and  of  informing  the 
public  concerning  the  pitfalls  and  disadvantages  of 
compulsory  sickness  insurance.  In  regard  to  this 
latter  question  the  council  pointed  out  that  there  is 
an  almost  complete  absence  in  public  libraries  and 
those  of  schools  and  colleges  of  reference  materials 
presenting  arguments  againts  compulsory  sickness 
insurance.  The  council  has  attempted  to  make  ma- 
terials available  and  is  now  expecting  to  prepare  a 
question  and  answer  booklet  which  should  be  placed 
in  every  college,  medical  school,  and  hospital  library. 
The  report  stated  that  none  of  the  health  legisla- 
tion introduced  into  the  Eightieth  Congress  which 
in  the  opinion  of  the  A.M.A.  challenges  the  best 
interest  of  the  people  was  enacted.  The  Washington 
Office  Bulletin,  published  on  the  average  of  every 
ten  days,  is  of  much  assistance  in  informing  the  pro- 
fession of  what  is  happening  in  the  national  legisla- 
tive field. 
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Dr.  McVay  gave  a resume  of  the  National  Health 
Assembly  held  in  Washington,  May  1-4,  and  stated 
that  American  Medicine  came  out  of  the  assembly 
with  added  friends,  prestige,  influence,  and  stature. 
Failure  on  the  part  of  those  who  desired  to  force  a 
recommendation  for  a national  sickness  compulsory 
plan  through  the  assembly  placed  the  A.M.A.  in  a 
position  to  make  available  the  benefits  of  its  ten- 
point  National  Health  Program.  However,  it  seems 
evident  that  the  threat  to  American  Medicine  is 
not  over  and  that  the  profession  must  be  more  than 
ever  on  guard  to  protect  the  best  interests  of  the 
public. 

Dr.  McVay  also  reported  on  a meeting  called  by 
the  Council  on  Medical  Service  on  June  19  to  con- 
sider problems  of  prepayment  medical  and  hospital 
care  plans.  It  was  agreed  by  those  attending  that 
there  was  a need  for  the  establishment  by  Asso- 
ciated Medical  Care  Plans  and  Blue  Cross  of  a 
national  enrollment  organization  to  implement  the 
hospital  and  medical  health  insurance  coverage  of 
employees  of  national  employers.  The  matter  was 
referred  to  the  Council  on  Medical  Service  and  the 
Commission  of  Associated  Medical  Care  Plans  for 
further  study.  The  reference  committee  reported 
favorably  upon  this  action  and  the  report  was  ap- 
proved by  the  House. 

The  council  also  recommended  compliance  with 
a request  from  the  National  Congress  of  Parents 
and  Teachers  that  representatives  of  state  medical 
associations  meet  with  them,  together  with  repre- 
sentatives of  other  health  agencies,  to  consider 
problems  relative  to  child  health. 

Numerous  resolutions  were  introduced  on  a mul- 
titude of  subjects  bearing  on  the  varoius  problems 
facing  the  medical  profession  today  and  nearly 
every  state  medical  association  in  the  nation  was 
represented  through  one  or  more  of  these  resolu- 
tions. However,  the  thought  expressed  in  almost 
all  of  them  was  covered  in  some  of  the  reports  of 
the  councils  and  committees,  and  only  a few  of  those 
which  were  not  adequately  covered  in  these  reports 
will  be  mentioned  here. 

Several  resolutions  referring  to  the  current 
health  insurance  coverage  of  employees  of  the 
A.M.A.  were  introduced.  The  reference  committee 
to  which  they  were  referred  pointed  out  that  the 
discontinuance  of  Blue  Cross  Hospital  Service  for 
employees  of  the  A.M.A.  has  reacted  unfavorably 
to  the  nonprofit  voluntary  prepayment  hospital  and 
medical  service  philosophy  and  to  plans  developed 
by  the  various  state  and  county  medical  societies. 
The  committee  recommended,  with  the  approval  of 
the  House,  that  at  the  expiration  of  the  present  con- 
tract for  hospital  and  medical  health  coverage,  the 
A.M.A.  should  make  every  effort  to  procure  this 
coverage  for  its  employees  through  the  Blue  Cross- 
Blue  Shield  organization. 

Quite  a number  of  resolutons  dealing  with  the 
Red  Cross  Blood  Bank  and  other  blood  banking 
agencies  were  introduced.  Realizing  the  possibility 
of  a national  emergency  requiring  large  amounts 
of  blood  in  the  treatment  of  civilian  and  military 
casualties  and  realizing  the  unique  position  of  the 
American  Red  Cross  in  disaster  relief,  the  House  de- 
cided that  no  change  should  be  made  at  this  time 
in  its  “approval  in  principle”  of  the  participation 
of  the  American  Red  Cross  in  the  national  blood 
program  which  had  been  voted  at  the  interim  ses- 
sion in  January.  Upon  the  recommendation  of  the 
reference  committee  concerned,  however,  the  House 
explained  more  fully  its  intention  in  “approving  in 
principle”  and  suggested  the  enlargement  of  the 
medical  advisory  committee  of  the  American  Red 
Cross  to  include  nine  physicians  with  definite  in- 
structions to  meet  at  stated  intervals  with  the  Red 
Cross  and  to  report  regularly  to  the  A.M.A.  House 
of  Delegates.  The  use  of  the  term  “free  blood”  in 


Red  Cross  publicity  was  deplored,  and  interference 
with  already  existing  independent  blood  banks  was 
decried. 

Another  resolution  outlining  a revised  method 
of  selecting  each  year  the  outstanding  general  prac- 
titioner by  the  A.M.A.  was  approved. 

A resolution  on  funds  to  defray  expenses  of  the 
Woman’s  Auxiliary  was  approved  by  the  House.  The 
resolution  recommended  including  the  expenses  of 
the  state  and  national  auxiliaries  in  the  budget  of 
each  state  medical  association,  thus  making  the  wife 
of  each  member  automatically  a member  of  the  state 
and  national'  auxiliaries  and  eliminating  the  col- 
lection of  state  and  national  auxiliary  dues  from 
individual  auxiliary  members. 

The  House  of  Delegates  session  closed  with  the 
election  of  officers.  The  names  of  most  of  these  are 
included  in  the  general  editorial  on  the  annual 
session,  page  279. 

The  1948  interim  session  of  the  A.M.A. 
will  be  in  St.  Louis,  November  30-December 
3.  The  1949  annual  session  will  be  held  in 
Atlantic  City,  June  6-10;  the  1950  annual 
session  in  San  Francisco,  June  26-30;  and 
the  1951  annual  session  again  in  Atlantic 
City,  dates  to  be  announced  later. 

The  American  Academy  of  General  Prac- 
tice, founded  about  a year  ago,  has  already 
grown  so  large  that  it  has  been  necessary  to 
establish  state  and  local  chapters,  and  the 
organizational  pattern  has  been  decentral- 
ized along  lines  similar  to  the  American 
Medical  Association  arrangement.  A Texas 
Chapter,  organized  during  the  1948  annual 
session  of  the  State  Medical  Association  of 
Texas  in  Houston,  claims  a membership  of 
over  500  general  practitioners  in  the  state 
and  is  one  of  more  than  twenty  state  chapters 
already  in  operation.  Dr.  J.  B.  Copeland,  San 
Antonio,  is  president  of  the  Texas  group,  and 
Dr.  W.  P.  Higgins,  Jr.,  Fort  Worth,  is  sec- 
retary. 

Organization  of  a national  association  of 
general  practitioners  came  as  a logical  step 
in  the  movement  to  reaffirm  the  importance 
of  the  “family  doctor’’  in  the  scheme  of  medi- 
cal service  which  the  United  States  has  fol- 
lowed so  successfully  in  years  past.  While 
the  value  of  the  highly  trained  specialist  con- 
versant with  the  most  recent  discoveries  in 
diagnosis  and  treatment  in  a limited  field  is 
not  questioned,  it  has  become  increasingly 
apparent  in  recent  years,  especially  to  the 
patient,  that  medical  specialists  do  not  hold 
the  final  answer  in  successful  therapy.  More 
and  more  the  public  at  large  and  physicians 
themselves  have  realized  that  much  of  the 
answer  is  in  the  hands  of  the  general  prac- 
titioner, the  family  doctor  who,  to  para- 
phrase a recent  advertisement  of  a phar- 
maceutical house,  is  primarily  concerned 
with  people,  who  knows  each  of  his  patients 
as  an  individual  human  being  with  physical 
make-up  and  reactions  and  personal  prob- 
lems which  are  never  quite  like  anyone  else’s ; 
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the  general  practitioner  who  by  his  years  of 
training  and  experience,  and  his  continuing 
study  of  advances  in  medical  science  is  quali- 
fied to  deal  with  the  many  and  varied  medical 
problems  that  arise.  But  let  it  be  noted  that 
the  answer  lies  with  the  general  practitioner 
who  is  qualified. 

The  American  Academy  of  General  Prac- 
tice was  established  to  assist  general  prac- 
titioners in  securing  the  recognition  which 
they  deserve,  but  the  founders  recognized 
that  general  practice  requires  skill  and  con- 
tinuous education  as  much  as  the  specialties. 
Membership,  therefore,  is  limited  to  licensed 
general  practitioners  of  high  moral  and  pro- 
fessional character  who  have  had  at  least 
one  year  of  rotating  internship  at  an  ap- 
proved hospital  or  the  equivalent  in  post- 
graduate training  and  who  have  been  in 
general  practice  for  at  least  three  years.  Ap- 
plicants for  membership  to  be  eligible  must 
have  shown  interest  in  continuing  their  medi- 
cal advancement  by  engaging  in  postgradu- 
ate educational  activities,  and  in  each  three 
year  period  a member  must  complete  150 
hours  of  postgraduate  work  to  continue  his 
affiliation  with  the  academy.  Older  men  who 
may  not  be  able  to  fulfill  the  letter  of  the 
requirements  for  membership  but  have  ful- 
filled them  by  experience  and  study  will  be 
given  special  consideration.  Each  member 
must  be  a member  of  the  American  Medical 
Association. 

The  constitution  of  the  American  Academy 
of  General  Practice  enumerates  the  purposes 
of  the  association  as  follows : 

“1.  To  promote  and  maintain  high  standards  of 
the  general  practice  of  medicine  and  surgery. 

“2.  To  encourage  and  assist  young  men  and 
women  in  preparing,  qualifying,  and  establishing 
themselves  in  general  practice. 

“3.  To  protect  the  right  of  the  general  practition- 
er to  engage  in  medical  and  surgical  procedures  for 
which  he  is  qualified  by  training  and  experience. 

“4.  To  assist  in  providing  postgraduate  study 
courses  for  general  practitioners,  and  to  encourage 
and  assist  physicians  and  surgeons  in  participating 
in  such  training. 

“5.  To  advance  medical  science  and  private  and 
public  health.” 

The  first  meeting  of  the  Congress  of  Dele- 
gates, the  governing  body  of  the  academy, 
was  held  in  Chicago  in  June;  the  first  scien- 
tific meeting  is  planned  for  March  7-9,  1949, 
in  Cincinnati. 

Texas  physicians  interested  in  affiliating 
with  the  academy  may  secure  additional  in- 
formation and  application  blanks  from  Dr. 
H.  T.  Jackson,  Medical  Arts  Building,  Fort 
Worth,  a director  of  the  academy  and  chair- 
man of  a committee  on  new  memberships. 

The  American  Academy  of  General  Prac- 


tice has  an  opportunity  to  perform  a service 
to  the  public,  to  the  medical  profession  as  a 
whole,  and  to  the  general  practitioner.  Pa- 
tients still  want  and  need  the  family  doc- 
tor with  his  understanding  of  human  nature, 
his  respect  for  personality,  and  his  compas- 
sion, but  they  want  and  need  a family  doctor 
whose  scientific  knowledge  is  above  re- 
proach. Physicians  as  a whole  realize  the  im- 
portance of  competent  general  practitioners 
and  surgeons  who  are  qualified  to  care  for 
a variety  of  patients  with  an  equal  variety 
of  diseases  but  who  can  and  will  recognize 
the  necessity  of  calling  on  specialists  in  un- 
usual cases.  General  practitioners  with  an 
eye  to  the  welfare  of  their  patients  and  to 
the  future  of  general  practice  itself  are 
aware  that  standards  established  and  en- 
forced by  their  own  group  can  be  exception- 
ally helpful.  The  American  Academy  of  Gen- 
eral Practice  can  be  a force  in  all  of  these 
endeavors. 

Perhaps  a word  of  caution,  however,  would 
not  be  amiss.  Occasionally  special  organiza- 
tions established  with  the  finest  motives  have 
gradually  assumed  authorities  which  seem 
somewhat  out  of  line  with  the  original  state- 
ments of  purpose  and  have  strengthened 
themselves  at  the  expense  of  their  own  mem- 
bers and  of  other  equally  worth-while  or- 
ganizations, thus  creating  for  themselves  a 
somewhat  anomalous  position.  Let  it  be 
hoped  that  the  American  Academy  of  Gen- 
eral Practice  will  develop  on  a sturdy  co- 
operative basis,  keeping  foremost  the  high 
ideals  which  brought  it  into  being.  By  work- 
ing with  the  sections  on  general  practice 
which  have  recently  been  established  by  the 
American  Medical  Association  and  numerous 
state  medical  associations,  by  cooperating 
with  the  various  councils  of  the  American 
Medical  Association,  the  American  Hospital 
Association,  and  other  ethical  organizations, 
by  being  sensitive  to  the  needs  of  the  Ameri- 
can people  who  want  and  should  have  good 
medical  care,  the  American  Academy  of 
General  Practice  can  be  an  active  force  for 
the  improvement  of  health  conditions  in  this 
country. 

Public  Relations  Manual  Is  in  Demand. — 

Approximately  three  hundred  requests  from 
businesses  and  institutions  throughout  the 
country  have  been  received  for  copies  of 
“The  Physician  Meets  the  Public,”  a manual 
of  medical  public  relations  prepared  several 
months  ago  by  the  Committee  on  Public 
Relations  of  the  State  Medical  Association 
(April,  1948,  JOURNAL,  page  745).  Most  of 
the  demand  for  the  booklet  was  probably 
aroused  by  articles  on  the  manual  which 
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appeared  in  the  June  5 issue  of  Editor  & 
Publisher  and  the  July  19  issue  of  Public 
Relations  News  (No.  210),  trade  publica- 
tions subscribed  to  by  newspapers,  advertis- 
ing agencies,  public  relations  experts,  pub- 
lishers, universities,  and  business  concerns 
of  all  kinds.  However,  favorable  comment 
from  the  American  Medical  Association  and 
medical  associations  of  other  states  has  un- 
doubtedly created  interest. 

An  initial  printing  of  1,000  copies  of  “The 
Physician  Meets  the  Public”  was  quickly  ex- 
hausted by  distribution  to  each  county  medi- 
cal society  in  Texas,  officers  of  the  State 
Medical  Association,  other  members  of  the 
House  of  Delegates,  secretaries  of  all  state 
medical  associations,  and  the  American  Med- 
ical Association.  A second  printing  of  1,000 
copies  was  ordered  to  take  care  of  the  spon- 
taneous demand  and  for  distribution  to  li- 
braries of  medical  schools  and  hospitals  and 
to  other  institutions  of  higher  learning  in 
Texas  upon  request.  Copies  sent  in  answer 
to  requests  already  received  will  go  to  many 
kinds  of  industrial  and  business  concerns  in- 
cluding insurance,  telephone,  pharmaceu- 
tical, and  publishing  firms,  to  newspaper 
syndicates,  advertising  agencies,  and  public 
relations  establishments,  to  colleges,  univer- 
sities, and  hospitals  throughout  continental 
America. 

The  widespread  interest  in  the  public  re- 
lations program  of  the  State  Medical  Asso- 
ciation of  Texas,  designed  to  help  the  public 
understand  what  the  medical  profession  has 
done  and  is  doing  to  increase  community 
health  and  indicate  to  the  physician  that  he 
in  turn  needs  the  friendship  of  the  public,  is 
indeed  gratifying.  However,  in  order  for 
the  medical  profession  of  Texas  to  derive  the 
greatest  benefit  possible  from  the  interest 
which  has  been  created,  it  behooves  all  mem- 
bers of  the  State  Medical  Association  of 
Texas,  particularly  those  delegated  with  the 
important  duty  of  improving  the  public  re- 
lations in  their  own  county  medical  societies, 
to  familiarize  themselves  thoroughly  with 
the  aims  and  methods  pointed  out  in  this 
booklet,  the  contents  of  which  have  received 
the  full  approval  of  the  Board  of  Trustees 
and  the  House  of  Delegates. 

Activity  on  the  part  of  county  medical  so- 
cieties as  well  as  the  Committee  on  Public 
Relations  of  the  Association  will  go  a long 
way  toward  producing  the  desired  results, 
but  this  does  not  relieve  the  rank  and  file 
member  of  the  Association  from  doing  his 
part.  In  view  of  the  widespread  distribution 
of  “The  Physician  Meets  the  Public”  now  be- 
ing undertaken,  it  should  be  comparatively 
simple  for  each  physician  to  borrow  a copy, 


and  county  society  officers  are  urged  to 
assist  in  this  distribution.  Another  means  of 
putting  across  the  message  of  the  booklet  is 
by  using  it  as  the  basis  for  a portion  of  a 
county  society  program.  The  members  of 
the  Committee  on  Public  Relations  stand 
ready  to  assist  any  society  in  putting  on  such 
a program. 

Indications  are  that  now  is  a favorable 
time  for  the  medical  profession  to  mend  its 
public  relations  fences.  The  fences  can  never 
be  strong  enough  to  stand  against  the  pres- 
sure of  cultists  and  of  those  who  advocate 
socialized  medicine,  however,  unless  each 
physician  drives  his  oivn  stakes  and  stretches 
his  own  wire  always  remembering  that  the 
good  will  he  creates  for  himself  also  creates 
good  will  for  the  medical  profession  as  a 
whole. 

Plans  for  the  1949  Annual  Session  of  the 
State  Medical  Association  are  being  made. 
The  Executive  Council  has  set  May  2,  3,  4, 
and  5 as  the  dates  for  the  session,  that  week 
being  the  only  period  in  which  sufficient 
hotel  and  meeting  space  could  be  assured  in 
San  Antonio,  the  host  city.  Definite  arrange- 
ments for  meeting  rooms  and  exhibit  space 
have  not  been  made,  but  it  is  anticipated  that 
registration,  technical  and  scientific  exhibits, 
general  meetings,  and  two  or  more  of  the 
scientific  sections  will  be  housed  in  the 
Municipal  Auditorium,  while  the  House  of 
Delegates  and  other  scientific  sections  will 
meet  in  a nearby  hotel,  probably  the  Gunter. 

The  officers  of  the  nine  scientific  sections 
are  at  work  on  their  programs  for  the  an- 
nual session  and  will  be  pleased  to  receive 
papers  or  suggestions  of  papers  for  consid- 
eration. Papers  should  be  sent  directly  to  the 
appropriate  officers,  whose  names  appear 
with  the  list  of  officers  and  committees  on 
page  277  of  this  Journal. 

CURRENT  EDITORIAL  COMMENT* 

The  U.  S.  Public  Health  Service  was  created 
by  an  act  of  Congress  signed  by  the  President 
on  July  16,  1798,  establishing  the  U.  S. 
Marine  Hospital  Service  to  furnish  medical 
and  surgical  treatment  to  sick  and  disabled 
American  merchant  seamen.  Congress  later 
added  other  beneficiary  groups,  and  at  pres- 
ent American  seamen,  members  of  the  U.  S. 
Coast  Guard,  Coast  and  Geodetic  Survey,  Bu- 

Editor’s  Note:  The  U.  S.  Public  Health  Service  this  year  is 
celebrating  its  one  hundred  fiftieth  anniversary.  The  accompany- 
ing article  was  prepared  from  an  address  given  at  a celebration 
July  16,  1948,  at  the  U.  S.  Public  Health  Service  Hospital,  Fort 
Worth. 

♦This  department  of  the  Journal  presents  editorial  comments 
on  current  items  pertaining  to  the  science,  art  and  practice  of 
medicine,  contributed  by  members  of  the  State  Medical  Associa- 
tion and  scientists  closely  associated  with  the  medical  profession 
of  Texas.  Invitation  is  hereby  extended  to  any  member  of  the 
State  Medical  Association  of  Texas  to  submit  such  discussions 
for  this  department.  The  discussions  should  not  be  more  than 
500  words  in  length. 
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reau  of  Fisheries,  government  employees  in- 
jured in  line  of  duty,  and  others  are  served. 
In  addition,  excess  hospital  beds  are  made 
available  to  the  Army,  Navy,  and  Veterans 
Administration. 

From  the  beginning  the  Marine  Hospital 
Service  cooperated  in  helping  to  enforce  state 
laws  relative  to  quarantine,  and  when  a fed- 
eral quarantine  law  was  passed  in  1883,  the 
Service  was  designated  to  carry  out  its  pro- 
visions. New  and  varied  functions  were  added 
from  time  to  time  by  Congress,  and  in  1902 
the  name  was  changed  to  the  Public  Health 
and  Marine  Hospital  Service,  and  in  1912  to 
the  U.  S._  Public  Health  Service. 

Among  the  present  functions  of  the  Public 
Health  Service  are  the  following: 

1.  Study  of  the  causes,  propagation, 
spread,  prevention,  and  control  of  diseases. 
The  Public  Health  Service  maintains  several 
research  laboratories,  among  them  the  Na- 
tional Institute  of  Health  laboratories  includ- 
ing the  National  Cancer  Institute,  and  pro- 
vides research  grants  and  fellowships  to  uni- 
versities and  other  public  and  private  insti- 
tutions. 

2.  Maritime  quarantine  and  inspection  of 
passengers  and  crews  of  vessels  and  airplanes 
arriving  from  foreign  ports,  and  examination 
of  immigrants. 

3.  Interstate  quarantine  and  assistance  in 
control  of  epidemics  within  states. 

4.  Dissemination  of  public  health  infor- 
mation. 

5.  Assistance  to  states  and  local  units  in 
establishing  and  maintaining  proper  sanita- 
tion facilities,  general  public  health  services 
(including  industrial  hygiene,  mental  hy- 
giene, and  cancer  control),  and  special  pro- 
grams for  the  control  of  venereal  diseases 
and  tuberculosis,  and  in  surveying,  planning, 
and  constructing  needed  hospital  and  health 
facilities.  Services  include  grants,  loan  of 
personnel,  and  consultation  and  advice. 

6.  Supervisory  control  and  licensure  of 
the  manufacturers  of  biological  products  used 
in  the  prevention  and  treatment  of  disease. 

7.  Study  of  mental  diseases  and  drug  ad- 
diction and  investigation  of  legitimate  needs 
for  narcotic  drugs. 

8.  Operation  of  the  Marine  Hospital  Serv- 
ice, assignment  of  medical  and  dental  officers 
to  the  Coast  Guard  and  Coast  and  Geodetic 
Survey  ships,  maintenance  of  a medical  and 
health  program  in  federal  prisons,  and  as- 
signment of  officers  to  administer  medical 
care  and  public  health  service  to  the  Indians. 

9.  Operation  of  the  National  Leprosarium 
for  treatment  and  research,  and  operation  of 


two  hospitals  for  treating  narcotic  addicts. 

10.  Administration  of  a wartime  nurse 
training  program. 

11.  Cooperation  with  other  federal  agen- 
cies in  discharging  their  various  health  func- 
tions. 

12.  Participation  in  the  organization  and 
functioning  of  international  health  organiza- 
tions. 

Many  of  the  functions  of  the  U.  S.  Public 
Health  Service  are  carried  out  in  coopera- 
tion with  other  agencies.  For  example,  im- 
migration work  is  done  in  cooperation  with 
the  State  Department  and  Immigration  auth- 
orities, work  in  federal  prisons  with  the  De- 
partment of  Justice,  war  work  through  as- 
signment of  officers  to  the  Navy,  Army,  or 
Coast  Guard,  and  public  health  work  under 
the  various  state  health  departments.  For 
that  reason  and  because  the  scientists  who 
staff  the  Service  are  not  too  concerned  with 
publicity,  much  of  the  work  of  the  U.  S.  Pub- 
lic Health  Service  is  not  generally  known, 
but  its  history  might  be  said  to  represent 
the  history  of  medicine  in  America. 

R.  B.  Holt,  M.  D., 

Medical  Officer  in  Charge, 

U.  S.  Public  Health  Service  Hospital, 
Fort  Worth,  Texas 


NAVAL  MEDICAL  TRAINING  PROGRAM 

The  Navy  has  instituted  an  expanded  program  of 
professional  training  for  reserve  and  regular  medi- 
cal officers  to  permit  more  Navy  doctors  to  meet 
the  requirements  for  certification  by  the  various 
American  specialty  boards  and  to  encourage  young 
doctors  to  intern  under  the  auspices  of  the  Navy. 

Graduates  of  class  A medical  schools  who  have 
been  accepted  for  internship  by  a hospital  approved 
by  the  A.M.A.  Council  on  Medical  Education  and 
Hospitals  may  be  commissioned  as  lieutenants 
(junior  grade)  in  the  Navy  Medical  Reserve  and 
continue  their  intern  training  with  pay.  After  com- 
pleting their  internships,  the  medical  officers  must 
remain  on  active  duty  for  one  year. 

Interns  who  have  completed  the  one  year  of  ob- 
ligated service  and  who  have  transferred  to  the 
regular  Navy  may  be  considered  for  residency  train- 
ing on  a competitive  basis  with  other  officer  per- 
sonnel. 

Resident  physicians  in  civilian  hospitals  are 
eligible  for  commissions  in  the  regular  Navy  and 
will  be  assigned  to  dutyAn  the  hospitals  where  they 
hold  residencies. 

The  Navy  has  400  approved  residencies  and  fel- 
lowships in  the  various  specialties  in  Naval  and 
civilian  hospitals,  100  of  which  are  available  to 
civilian  physicians  accepting  commissions  in  the 
Navy  and  300  of  which  are  reserved  for  training  for 
regular  medical  officers.  An  additional  100  civilian 
physicians  will  be  commissioned  in  the  Navy  and 
permitted  to  pursue  their  own  course,  fellowship,  or 
residency.  These  various  types  of  training  obligate 
the  physician  to  a similar  period  of  Navy  service. 

Details  of  the  program  may  be  obtained  from  the 
Chief  of  the  Bureau  of  Medicine  and  Surgery,  Navy 
Department,  Washington  25,  D.  C. 
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ORIGINAL  ARTICLES 


THE  GENERAL  PRACTITIONER 
LOWELL  S.  GOIN,  M.D.,  F.A.C.R. 

Chief,  Department  of  Radiology,  Queen  of  Angels  Hospital 
LOS  ANGELES,  CALIFORNIA 

I regard  the  doctor — the  sort  sometimes 
described  as  a general  practitioner — as  the 
headstone  of  our  great  profession.  Sometimes 
he  seeks  help  from  another  sort  of  doctor,  the 
specialist,  but  in  general  it  is  he  who  carries 
the  burden;  it  is  he  who  heals  the  sick;  it  is 
on  him  that  the  future  of  medicine  depends. 
The  practitioners  of  general  medicine  and 
surgery  make  up  the  bulk  of  physicians.  They 
are  at  least  the  first  contacts  of  all  sick  per- 
sons, and,  likely  enough,  they  see  the  great 
bulk  of  the  sick. 

Something  seems  to  have  happened  in  late 
years  to  this  group  of  physicians.  They  have 
lost,  or  they  feel  that  they  have  lost,  much  of 
the  esteem  in  which  they  were  once  held. 
They  appear  to  be  becoming  rather  self  con- 
scious; they  speak  of  certifying  boards  and 
special  societies,  and  in  general  they  are 
clamoring  for  a place  in  the  sun. 

What  has  happened  ? What  caused  the  hap- 
penings? What  remedy  is  there,  if  there  be 
one?  If  these  questions  can  be  answered,  the 
skies  should  clear,  and  the  doctor  should  be 
restored  to  the  position  of  eminence  that  he 
formerly  enjoyed. 

INCREASED  SPECIALIZATION 

In  the  past  thirty  years,  the  entire  com- 
plexion of  medical  education  has  altered.  In 
premedical  work,  and  in  the  medical  school 
itself,  an  absurd  emphasis  is  being  placed  on 
the  sciences.  It  is  not  at  all  clear  to  me  why 
a knowledge  of  zoology  will  make  a man  a 
better  doctor,  or  why  he  should  be  compelled 
to  learn  volumetric  analysis  in  chemistry. 
These  comprise  abstract  knowledge,  useful 
enough  to  those  who  intend  to  be  chemists  or 
zoologists,  but  extremely  difficult  to  apply  at 
the  bedside  of  an  old  man  dying  of  pneu- 
monia. I note  with  some  amazement,  and  I 
am  completely  puzzled  by  it,  a statement  in 
the  bulletin  of  the  Medical  Branch  of  the 
University  of  Texas,  which,  after  listing  hun- 
dreds of  hours  of  biochemistry  and  phar- 
macology, remarks  that  the  teaching  of  sur- 
gical technique  is  reserved  for  postgraduate 
instruction.  Yet,  although  a doctor  could 
practice  successfully  for  a lifetime  ignorant 
of  the  arrangement  of  the  atoms  that  make  a 
molecule  of  urea,  he  could  survive  scarcely  a 
week  if  ignorant  of  how  to  tie  a bleeding  ves- 
sel. His  patient  would  not  survive,  either. 

Read  before  the  Section  on  General  Practice,  State  Medical 
Association  of  Texas,  Annual  Session,  Houston,  April,  28,  1948. 


Instead  of  teaching  bedside  medicine  to 
young  men  who  are  grounded  in  the  humani- 
ties, who  have  been  taught  to  think  clearly, 
and  who  are  articulate  in  the  English  lan- 
guage, we  have  hundreds  of  hours  devoted  to 
peering  into  microscopes  and  learning  to  dif- 
ferentiate tumor  cells  and  to  identify  micro- 
organisms. We  have  long  courses  in  neuro- 
psychiatry and  lectures  on  radiation 
therapy,  but  very  little  of  how  to  handle 
people,  how  to  approach  a bedside,  how  to 
observe,  and  how  to  reason  about  one’s  ob- 
servations. Everything  in  the  modern  medi- 
cal curriculum  points  toward  specialization, 
and  it  is  little  wonder  that,  equipped  with  all 
of  this  semi-knowledge,  dazzled  by  the  glory 
of  the  consulting  specialist,  and  heavy  with 
the  debts  acquired  in  getting  this  costly 
training,  the  young  man  turns  to  a residency 
and  certification  by  a specialty  board. 

Modern  hospitals  are  partly  responsible 
for  this  trend.  It  becomes  increasingly  diffi- 
cult for  the  general  physician  to  admit  his 
patients,  and  even  more  difficult  to  schedule 
surgeries  and  delivery  rooms.  Too  many  hos- 
pitals are  demanding  certification  by  a 
specialty  board  as  a prerequisite  for  staff 
membership.  Some  now  have  so-called  gen- 
eral practice  sections. 

The  doctor  himself  is  not  free  from  blame. 
One  of  the  great  problems  of  the  clergyman 
is  that  those  who  come  to  church  are  not  the 
ones  who  most  need  the  preaching;  the  fact 
that  you  are  here  today  indicates  that  you  are 
not  the  men  to  whom  the  next  few  remarks 
should  be  addressed.  All  of  you  know  the  doc- 
tor whose  desk  is  piled  high  with  medical 
journals  the  wrappers  of  which  have  never 
been  removed.  You  know  the  doctor  who  can- 
not be  bothered  to  attend  his  county  medical 
society  meetings.  That  doctor  has  not  helped 
the  cause  of  the  general  practitioner  much. 
Too  many  physicians  are  too  busy  ever  to 
seek  any  graduate  instruction.  There  is 
scarcely  a doctor  who  could  not  manage  to 
attend  a clinical  conference  in  the  nearest 
metropolitan  center  once  a month,  but  how 
many  do?  In  our  own  hospital  there  are 
splendid  clinical-pathological  conferences 
every  week,  conducted  by  a skilled  teacher. 
They  are  commonly  attended  by  the  resident 
staff,  for  whom  attendance  is  compulsory, 
and  one  or  two  visitors. 

The  public  has  helped  to  create  the  un- 
fortunate condition  now  existing  by  swallow- 
ing the  propaganda  fed  to  it.  Every  citizen 
with  a sharp  abdominal  pain  demands  a pro- 
fessor of  surgery.  Half  the  women  who  are 
to  be  delivered  must  have  a specialist  in  ob- 
stetrics. The  man  with  a pimple  on  his  fore- 
head must  see  the  leading  dermatologist,  and 
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all  complain  when  the  bills  come  in.  The 
mother  of  a fat,  beaming,  and  lusty  2 year 
old  makes  regular  trips  to  the  child  specialist, 
although  the  family  doctor  lives  next  door, 
and  so-on,  ad  infinitum. 

It  simply  is  not  true  that  only  a diplomate 
of  the  American  Board  of  Surgery  can  re- 
move an  appendix  or  repair  a hernia.  I do  not 
believe  that  an  ordinary  good  doctor  cannot 
cope  with  the  child  with  measles  as  well  as  a 
pediatrician.  It  is  absurd  to  say  that  only  an 
oto-rhino-laryngologist  can  remove  tonsils, 
but  there  is  a growing  body  of  opinion  that 
these  things  are  so.  If  the  present  trend  con- 
tinues, if  everything  must  be  done  by  a cer- 
tified specialist,  if  certification  by  a specialty 
board  isHo  be  necessary  for  hospital  staff 
membership,  there  will  follow  three  disas- 
trous events:  (1)  The  general  doctor  will  be 
reduced  to  a little  first  aid  and  to  acting  as  a 
directory  of  appropriate  specialists.  (2)  The 
costs  of  medical  care  will  get  entirely  out  of 
hand.  (3)  The  corollary  of  the  second,  medi- 
cal care  will  be  furnished  by  government. 

I do  not  wish  to  be  understood  as  decrying 
the  specialist.  Indeed,  I myself  am  a member 
of  one  of  the  most  narrow  specialties.  The 
modern  specialist  is  an  extremely  valuable 
man,  an  asset  to  medicine,  and  a tower  of 
strength  to  the  doctor  with  a puzzling  or 
technically  difficult  case.  His  place  is  secure 
and  we  could  scarcely  do  without  him.  What 
I do  decry  is  his  glorification  at  the  expense 
of  general  medicine  and  surgery,  and  the  be- 
lief that  only  a specialist  can  do  anything 
well.  To  give  credit  where  it  is  due,  it  is  not 
the  specialist  who  has  created  this  situation, 
which  is  the  result  of  the  interplay  of  forces 
already  described. 

CHANGING  THE  PICTURE 

What  can  be  done  to  change  this  picture? 
How  shall  we  proceed  to  restore  the  doctor 
to  his  eminent  position  in  the  community? 
In  my  opinion  we  can  do  these  things  : change 
the  nature  of  medical  education,  encourage 
group  practice  in  small  communities,  and  im- 
prove the  standards  of  general  practice.  To 
change  medical  education  is  a herculean  task. 
Medical  education  was  not  developed  in  a 
day,  nor  will  it  be  changed  easily  and  quick- 
ly. But  you  are  the  profession;  your  power 
and  your  influence  is  great.  From  your  ranks 
come  many  teachers,  you  are  givers  of  be- 
quests, and  you  are  or  may  become  potent  in 
organized  medicine.  What  medicine  demands 
will  ultimately  be  achieved. 

One  of  the  difficulties  confronting  the  gen- 
eral practitioner  is  the  appalling  magnitude 
of  medical  knowledge.  There  is  no  mind  great 
enough  to  grasp  it  in  its  entirety,  and  it  is 
only  by  dividing  it  into  parts  to  be  shared 


that  we  may  hope  to  encompass  it.  However, 
if  men  practicing  in  small  towns  will  cease 
competing  with  one  another  and,  instead, 
will  unite  their  efforts,  each  doing  that  which 
he  can  do  well  and  learning  to  do  it  better, 
part  of  the  difficulty  will  disappear.  Further- 
more, let  us  not  forget  that  although  most 
specialists  deal  with  small  and  limited  fields, 
medicine  and  the  practitioner  of  medicine  is 
interested  in  the  whole  man,  in  everything 
within  his  body,  and  in  every  external  thing 
that  may  have  some  effect  on  that  body. 
Physicians  should  see  their  patients  not  as 
cases  but  as  human  beings  who  are  ill  and 
who  need  their  help. 

General  practitioners  are  engaged  in  the 
most  comprehensive,  the  least  monotonous, 
and  the  most  stimulating  department  of  the 
practice  of  medicine.  They  should  have  pride 
in  it,  speak  well  and  with  admiration  of  it, 
and  regard  themselves  as  the  very  archetype 
of  the  physician.  They  should  remember,  too, 
that  only  the  most  brilliant  should  enter  the 
general  practice  of  medicine  and  surgery.  It 
is  indisputable  that  only  the  most  alert,  in- 
telligent, and  active  minds  can  attain  real 
success  in  this  great  field.  This  type  of  gen- 
eral practitioner  should  feel  no  inferiority 
before  any  specialist,  since  the  extent  of  his 
activities  and  the  wide  variety  of  his  knowl- 
edge make  him  at  least  equal  and  perhaps 
superior  to  the  man  of  narrower  interest. 

I have  heard  a good  deal  of  talk  about  a 
certifying  board  for  general  practice.  It 
seems  to  me  that  the  establishment  of  such  a 
board  would  accomplish  nothing  and,  in  fact, 
would  be  slightly  ridiculous.  There  is  a cer- 
tifying board  in  every  state ; it  is  called  the 
Board  of  Medical  Examiners,  and  its  cer- 
tificate is  the  license  to  practice  medicine.  In- 
cidentally, the  doctor  who  failed  to  pass  a 
general  practice  certifying  board  would  cer- 
tainly be  “the  low  man  on  the  totem  pole.”  I 
am  not  sure  that  special  societies  or  special 
journals  offer  any  particular  advantage  to 
the  general  practitioner.  There  is  no  field  in 
which  the  general  practitioner  is  especially 
interested ; he  is  interested  in  mankind  and 
its  ailments.  There  is  a place  for  special  so- 
cieties and  special  journals.  Not  many  of  us 
would  care  to  read  a long  detailed  account  of 
a new  surgical  approach  to  a third  ventricle 
tumor,  or  an  article  describing  the  means  of 
determining  the  electron  emission  rate  of 
radioactive  iron.  But  all  of  us  must  be  con- 
cerned with  the  differential  diagnosis  of  the 
possible  lesions  in  an  acute  condition  within 
the  abdomen,  with  the  recognition  and  treat- 
ment of  dietary  deficiencies,  and  with  the 
early  diagnosis  of  uterine  cancer.  The  county 
medical  society,  the  state  medical  society,  and 
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the  American  Medical  Association ; these  are 
the  special  societies  for  the  general  practi- 
tioner where  he  teaches  and  where  he  learns, 
and  where  he  exchanges  ideas  with  his  fel- 
lows. The  general  practitioner  must  attend 
his  societies  and  take  an  active  part  in  them. 
He  must  receive,  and  read,  a few  well  selected 
journals.  He  must  devote  some  of  his  time  to 
graduate  work.  In  short  he  must  (as  must 
every  one  of  us)  be  a better  doctor.  Above 
all,  he  must  be  proud  of  his  calling,  and  must 
insist  that  it  be  viewed  with  the  respect  that 
it  so  richly  deserves. 

SOCIALIZED  MEDICINE 

I cannot  leave  this  subject  without  one 
brief  reference  to  so-called  socialized  medi- 
cine, or  compulsory  sickness  insurance. 
Every  physician  has  heard  much  about  it,  and 
realizes  that  the  threat  of  it  hangs  over  us 
constantly.  I need  not  say  that  all  human  ex- 
perience has  demonstrated  that  good  medi- 
cine withers  and  dies  under  the  touch  of  gov- 
ernment, and  that  it  is  obvious  compulsory 
sickness  insurance  is  a poor  way  to  adminis- 
ter medical  care. 

Of  all  the  citizens  of  our  country,  the  gen- 
eral practitioner  can  do  more  to  save  our 
threatened  system  of  free  enterprise  than 
any  other  single  group.  He  is  closer  to  the 
people,  he  has  won  the  confidence  of  his  pa- 
tients, and  his  words  are  heeded  more  than 
those  of  any  specialist.  He  treats  them  as  if 
they  were  what  they  know  themselves  to  be : 
human  beings  with  virtues  and  vices,  follies 
and  good  sense,  ignorance  and  learning,  given 
to  mistakes  and  to  making  the  best  of  them 
without  whining,  sometimes  cowardly  and 
often  heroic,  but  always  and  under  all  con- 
ditions human  beings  that  appreciate  kind- 
liness, consideration,  sympathy  that  is  un- 
effusive,  and  fair  and  just  treatment.  When 
general  practitioners  tell  their  patients  what 
the  loss  of  our  system  of  free  enterprise  will 
mean  to  them  and  to  everyone  in  this  coun- 
try, what  meddling  with  the  practice  of  medi- 
cine by  bureaucrats  will  mean  to  the  health 
of  their  children  and  their  community,  how 
socialization  or  state  control  of  medical  prac- 
tice might  well  be  the  prelude  to  the  complete 
destruction  of  free  enterprise,  they  will  listen 
and  they  will  know  that  what  he  says  is 
true.  The  general  practitioner  occupies  not 
merely  a strategic  position  in  this  changing 
world,  but  he  can,  as  much  as  any  other  group 
and  more  than  most  groups,  control  the  di- 
rection and  extent  of  the  change  that  must 
come  with  changing  conditions.  His  quiet 
comments  and  advice,  his  reputation,  earned 
by  hard  work,  for  justice  and  fair  dealing, 
his  known  common  sense  and  clear  thinking, 
will  do  more  to  prevent  the  disasters  that 


would  follow  the  regimentation  of  medicine 
under  the  state  or  under  any  alien  social  or- 
der than  any  other  one  social  force. 

The  ranks  of  general  practitioners  are 
glittering  with  the  lustrous  names  of  great 
men.  Jenner  was  a general  practitioner  in  a 
small  town  and  remained  one  all  of  his  life. 
William  Harvey,  whose  discovery  of  the  cir- 
culation of  the  blood  ranks  with  Newton’s 
discovery  of  the  law  of  gravitation,  was  a 
general  practitioner.  Koch,  whose  postulates 
are  the  very  foundation  of  the  scientific 
method  in  medicine,  was  a country  doctor 
who  remained  one  in  spite  of  all  of  the  honors 
that  came  to  him. 

The  lengthening  of  the  span  of  life  and  the 
lowering  of  the  morbidity  and  mortality  rates 
of  many  diseases  during  the  last  forty  years 
have  been  among  the  marvels  of  the  age,  and 
they  are  due  largely  to  the  effective  work  of 
the  general  practitioner  in  applying  new  dis- 
coveries in  the  science  of  medicine.  All  the 
specialists  and  health  officers  together  could 
not  have  accomplished  this  wonder  without 
the  able  support  and  cooperation  of  each  gen- 
eral practitioner  in  every  community  of  this 
large  country.  He  is  an  asset  to  his  com- 
munity and  his  state.  He  should  be  proud  that 
he  has  chosen  the  most  important  specialty 
in  medicine,  general  practice. 


MEDICAL  EDUCATION 

AT  ODDS  WITH  SOME  OF  ITS  TRADITIONS 

ROGER  I.  LEE,  M.  D. 

BOSTON,  MASSACHUSETTS 

This  certainly  is  a changing  world.  It  may 
seem  like  a long  time  ago,  but  actually  it 
was  only  when  I graduated  from  medical 
school  that  every  young  doctor  who  could 
raise  the  money  felt  he  had  to  study  a year 
in  Europe  after  he  finished  his  hospital  in- 
ternship. Now  in  1947  and  1948  we  send  our 
American  doctors  to  Europe  that  the  torch 
of  medical  science  may  bring  light  to  their 
medical  darkness. 

That  is  a far  cry  from  the  days  in  which 
Abraham  Flexner,  backed  by  the  Rockefeller 
Foundation,  tried  to  impose  European  medi- 
cine upon  struggling  American  medicine. 
Doubtless  Flexner’s  criticisms  of  American 
medicine  were  for  the  most  part  sound  and 
acted  like  a gadfly  during  the  period  of  its 
growing  pains  and  adolescence.  Yet  I for 
one  never  looked  at  European  medicine 
through  the  rosy  glasses  of  the  day  and  I 
believe  time  has  demonstrated  that  the 
European  pattern  was  not  something  which 
could  be  imposed  without  great  modification 
upon  American  medicine. 

The  Dr.  E.  H.  Cary  Lecture  delivered  February  27,  1948,  at 
Southwestern  Medical  College,  Dallas. 
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Unquestionably  we  owe  much  to  a vast 
array  of  great  European  figures  who  not 
only  felt  that  there  was  little  future  in  Amer- 
ican medicine  but  that  it  was  inconceivable 
for  Europe  ever  to  sit  at  the  feet  of  Ameri- 
can medicine. 

I feel  sure  that  Louis,  Charcot,  Claude  Ber- 
nard, Pasteur  in  France,  Virchow,  Koch,  van 
Noorden,  Roentgen,  Fischer  in  Germany  and 
Austria,  Addison,  Bright,  Graves,  MacKenzie 
in  the  British  Isles  must  rest  uneasily  in 
their  graves  with  such  a revolution. 

When  I took  my  first  medical  tour  abroad 
in  1914,  before  World  War  I,  Osier,  Canadian 
born  and  professor  successively  at  McGill, 
University  of  Pennsylvania,  and  Johns  Hop- 
kins, was"  Regius  Professor  of  Medicine  at 
Oxford.  I may  have  been  more  sophisticated 
than  recent  interns,  because  I could  not  tol- 
erate the  brutal  and  barbaric  medicine  of 
Germany  and  Austria.  The  famous  Allge- 
meines  Frankenhaus  of  Vienna  offended  my 
American  ideals  of  decent  care  of  patients. 

With  the  outbreak  of  World  War  I,  the 
hard  pressed  Allies  sought  and  received  the 
benefit  of  American  medicine  even  before 
we  entered  the  conflict.  After  the  war,  most 
of  Europe  was  too  spent  and  exhausted  to 
develop  medicine.  Germany  under  Hitler  de- 
veloped a mighty  war  machine  to  the  exclu- 
sion of  everything  else. 

With  the  onset  of  World  War  II,  American 
medicine  was  already  preeminent  and  turned 
its  vast  medical  resources  over  to  the  com- 
mon cause  of  the  Allies.  By  illustration,  peni- 
cillin, British  discovered,  was  in  the  main 
perfected  and  produced  in  this  country.  The 
present  situation  is,  I think,  illustrated  trag- 
ically by  the  circumstances  that  here  we  dis- 
cuss the  refinements  of  nutrition  while  much 
of  Europe  is  solely  interested  in  an  adequate 
quantity  of  food. 

In  our  own  United  States,  no  longer  does 
the  young  doctor  from  the  West  have  any 
need  to  cross  the  Mississippi  to  add  to  his 
stock  of  medical  knowledge.  Indeed,  the  pen- 
dulum is  beginning  to  swing  the  other  way, 
so  we  on  the  Atlantic  seaboard  turn  our  eyes 
and  our  steps  westward  lest  we  lag  in  our 
medical  progress. 

It  is  with  particular  and  pardonable  pleas- 
ure that  I received  the  gracious  invitation  of 
your  Dean  to  address  you  tonight  in  the 
annual  Edward  H.  Cary  Lecture.  This  pleas- 
ure was  naturally  beset  with  honest  misgiv- 
ings as  to  any  message  that  I might  have. 
It  is  a pleasure  to  greet  old  friends  of  whom 
I am  proud  to  name  Dr.  Cary  as  one  and  to 
meet  new  friends  of  the  future.  It  is  a pleas- 
ure and  a privilege  to  sit  at  your  feet,  to 
learn  from  you,  and  to  envisage  the  future 


greatness  of  American  medicine,  for  this  will 
surely  be  one  of  the  great  medical  centers 
not  only  of  our  United  States  but  of  the 
world. 

But  alas,  what  can  I offer  in  exchange! 
In  common  with  most  of  us,  I have  a deep 
respect  for  medical  history  and  medical  tra- 
dition, but  my  real  devotion  is  to  the  future 
of  medical  practice  and  to  the  future  of  med- 
ical science.  I grant  that  it  may  be  fitting 
to  recall  that  barely  over  one  hundred  years 
ago  at  the  Massachusetts  General  Hospital, 
in  which  I served  as  intern  and  as  a visiting 
physician,  ether  was  first  used  to  produce 
anesthesia  for  a surgical  operation.  It  is  also 
just  to  recall  that  a Georgia  doctor  had  used 
ether  to  produce  insensibility  some  years 
before.  However,  in  the  words  of  the  oper- 
ating surgeon  at  the  Massachusetts  General 
Hospital,  the  occasion  was  “no  humbug.” 
Nevertheless  our  eyes  and  thoughts  are,  in 
my  opinion,  better  turned  toward  the  future 
rather  than  toward  the  past.  Likewise,  I 
have  the  strong  conviction  that  our  minds 
and  thoughts  are  far  too  often  and  far  too 
much  turned  to  the  past  in  medical  educa- 
tion. We  have  built  up  standards  and  for- 
mulas for  the  education  of  medical  students 
and  subsequently  of  practicing  physicians 
that  seem  to  me  to  threaten  to  shackle  our 
progress  in  medical  education  and  medical 
practice. 

It  was  less  than  one  hundred  years  ago 
that  in  the  Medical  School  of  Harvard  Uni- 
versity, with  which  I am  connected,  the  re- 
quirements for  an  M.D.  degree  consisted  of 
the  demonstration  that  tickets  for  two  years’ 
lectures  had  been  obtained  and  punched.  In 
passing,  it  might  be  noted  that  the  year’s 
lectures  were  the  same,  with  due  allowance 
of  course  for  death  and,  in  one  case,  it  may 
be  whispered,  murder.  There  was  no  lab- 
oratory work  and  indeed  no  laboratories  ex- 
cept for  a few  professors  who  had  private 
laboratories.  There  were  no  examinations, 
either  for  entrance  or  for  graduation.  In  that 
era,  there  appeared  a new  president  of  Har- 
vard College,  a young  man  with  a little  chem- 
ical training,  Charles  William  Eliot.  The  new 
president  had  ideas.  Why  should  there  not 
be  examinations  and  laboratories?  This  was 
heresy  to  the  dean  and  the  professors.  The 
dean,  exasperated  to  a point  of  indulging  in 
lurid  rhetorical  license,  hardly  poetic  license, 
finally  declared  that  hardly  half  of  the  stu- 
dents, could  read  and  write,  hence  examina- 
tions were  obviously  impossible.  But  soon 
there  were  examinations  and,  not  quite  so 
soon,  there  were  laboratories.  Science  in 
those  days  had  no  easy  road  in  all  the  de- 
partments of  the  university.  To  the  profes- 
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soi’  of  the  classics,  or  of  philosophy,  the  idea 
that  a student’s  work  in  a laboratory  might 
be  recognized  for  academic  credit  was  quite 
repugnant.  However,  faculties  slowly  ac- 
cepted this  strange  doctrine,  although  the 
professors  of  the  various  sciences  were  not 
readily  accepted  in  the  company  of  self- 
styled  true  scholars.  Gradually,  even  if  re- 
luctantly, the  upstart  professor  of  science 
was  given  his  due  place  among  scholars,  but 
the  professor  in  his  study  did  not  like  the 
bad  smells  of  the  chemical  laboratory  or  the 
noise  and  possible  dangers  of  the  physics 
laboratory.  Curiously  enough,  the  professors 
of  science  in  the  purely  academic  halls  looked 
askance  at  the  professors  of  the  so-called 
basic  sciences  in  the  medical  schools.  These 
latter  were  concerned  with  applied  science 
as  distinguished  from  pure  science.  Even 
more  curiously,  the  professors  of  the  basic 
sciences  in  the  medical  school  looked  down 
their  noses  a bit  at  the  professors  of  the 
clinical  specialties. 

Happily  these  fine-haired  and  long-haired 
distinctions  are  wending  their  ways  to  the 
dump  heap  to  join  the  ashes  of  other  tra- 
ditions ; for  example,  the  belief  a century 
and  less  ago  in  England  that  it  was  not 
really  respectable  to  practice  medicine.  Hence 
for  years  the  so-called  British  tradition  of 
medicine  was  carried  on  by  Irishmen,  Scots, 
and  Welsh,  and  if  and  when  they  came  to 
London,  they  were  the  great  specialists  of 
Harley  and  Wimpole  Streets.  In  our  own  day 
MacKenzie  and  Fleming  were  Scottish  by 
birth  and  Sir  Thomas  Lewis  was  Welsh. 

The  atomic  bomb  did  something  besides 
destroying  countless  Japanese  and  bringing 
Japan  to  its  knees.  That  something  is  not 
the  production  of  fission  energy  nor  of 
isotopes ; it  is  the  realization  of  the  necessity 
of  cooperation  of  many  branches  of  science. 
Pure  scientists  and  theoretical  scientists 
joined  forces  not  only  with  applied  scientists 
and  technical  scientists  but  with  artisans  of 
many  kinds.  The  atomic  bomb  shattered 
scientific  traditions. 

MEDICAL  EDUCATION  TRADITIONS 

Medical  education  has  still  many  tradi- 
tions which  need  a little  atomic  bomb  treat- 
ment. We  have  segmented  our  medical  edu- 
cation into  isolated  compartments,  corre- 
sponding to  the  specialties  and  subspecialties 
of  medical  practice.  Each  hungry  specialized 
department  shouts  for  more  space  in  the 
curriculum  of  the  medical  school.  If  there 
were  as  many  hours  in  the  medical  curricu- 
lum as  there  are  dollars  in  the  Marshall 
Plan,  some  of  the  specialties  would  still  wail 
that  they  were  being  starved.  Doubtless  the 


time  has  long  since  passed  that  any  one  man 
could  acquire  all  medical  knowledge.  No  one, 
as  far  as  I know,  advocates  an  encyclopedic 
curriculum  which,  after  all,  would  be  only 
a collection  of  a little  useful  but  mostly  use- 
less information  and  a vast  amount  of  mis- 
information. Anyway,  a doctor  who,  like 
myself,  neither  regards  himself  as  young 
nor  is  regarded  by  others  as  young,  knows 
that  most  of  the  important  advances  in  medi- 
cine have  come  since  he  was  graduated  from 
medical  school.  In  my  case,  the  Wassermann 
reaction,  the  determination  of  the  basal  me- 
tabolic rate,  the  examination  by  the  roentgen 
ray,  to  mention  just  a few  of  the  many,  were 
developed  after  my  graduation.  These  days 
every  layman  anxious  about  his  heart  de- 
mands an  electrocardiogram.  The  electro- 
cardiographer  may  be  and  very  likely  is  a 
great  man,  but,  after  all,  the  electrocardio- 
graph is  only  a modification  of  the  string 
galvanometer  of  Einthoven.  It  is  just  possi- 
ble that  by  the  irony  of  fate  a man  will  in- 
vent a new  gadget  which  will  entirely  sup- 
plant the  electrocardiogram  in  the  scrutiny 
of  heart  disease.  I fancy  that  this  may  have 
been  one  of  the  lesser  thoughts  of  the  Amer- 
ican general  who,  according  to  report  or 
perhaps  a rumor,  was  taken  by  plane  to  have 
a medical  officer  look  at  his  cut  hand.  The 
medical  officer  stood  on  his  dignity,  refused 
to  look  at  the  cut  hand,  explaining  that  he 
was  an  electrocardiologist  and  neither  knew 
nor  was  interested  in  anything  else.  Such 
things  have  happened,  are  happening  now, 
and  will  happen  in  the  future.  Kidney  stones 
usually  call  for  the  services  of  a genito- 
urinary specialist,  but  there  are  some  kinds 
of  stones  that  are  prevented  only  by  another 
kind  of  surgeon  who  knows  how  to  remove 
a parathyroid  tumor  in  the  neck  or  medias- 
tinum. The  genito-urinary  surgeon  is  hav- 
ing a poor  time  of  it  just  now.  Almost  over 
night  there  is  a swing  towards  a new  tech- 
nique in  prostatectomy.  Perhaps  tomorrow 
elderly  gentlemen  may  be  taking  pills  akin 
to  the  hormones  for  their  troublesome 
prostates. 

Tuberculosis,  once  treated  by  rest,  fresh 
air,  milk,  eggs,  and  optimism,  is  edging  over 
to  the  domain  of  the  surgeon.  The  old  time 
tuberculosis  specialist  is  finding  himself  sup- 
planted in  diagnosis  by  the  radiologist  and 
in  treatment  by  the  surgeons.  In  the  words 
of  one  of  those  specialists,  “if  we  do  not  go 
in  for  air  injections,  we  are  only  glorified 
traffic  cops.” 

Chemotherapy  has  rather  abruptly  made 
the  specialty  of  venerology  almost  as  extinct 
as  the  dodo.  The  surgeon  and  the  radiologist 
have  invaded  the  specialties  of  psychiatry 
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and  gastroenterology.  A couple  of  bull’s  eyes, 
lucky  or  skillful,  depending  on  where  one 
sits,  have  upset  the  experts  on  diabetes  and 
pernicious  anemia,  so  that  those  diseases 
fall  nicely  once  more  into  the  bailiwick  of 
the  general  practitioner.  The  development 
of  hormones  has  resulted  in  the  encroach- 
ment upon  many  of  the  so-called  specialties. 
In  other  words,  the  “No  Trespassing”  signs 
of  the  specialties  have  been  either  removed 
or  disregarded.  It  seems  to  be  a fact  that 
the  discoveries  which  have  altered  the  spe- 
cialties have  come  as  a rule  from  without 
rather  than  from  within  the  given  specialty. 
But  traditions  die  hard.  They  are  like  some 
societies  which  once  performed  a useful 
service,  kn  Massachusetts  we  have  the  Mas- 
sachusetts Humane  Society,  which  once  had 
little  red  sheds  to  house  long  boats  which 
went  to  rescue  mariners  helpless  on  the  sea. 
Now  the  Massachusetts  Humane  Society 
gives  a few  prizes  for  deeds  of  valor,  but  it 
is  mainly  noted  for  the  sumptuous  dinners 
that  are  given  to  its  few  members.  In  Mas- 
sachusetts, also,  we  have  societies  for  the 
relief  of  needy  needlewomen.  These  societies 
antedated  the  sewing  machines  and  the  de- 
partment stores  and  now  find  it  difficult  to 
discover  women  entitled  to  their  bounty. 

Now  to  return  to  medical  education,  we 
find  fairly  rigid  classifications  of  medical 
departments  which  have  persisted  despite 
the  disregard  of  all  boundaries  by  advances 
in  science.  Once  there  was  organic  and  in- 
organic chemistry;  now  in  addition  to  these 
there  are  biochemistry,  which  has  usurped 
the  place  of  physiological  chemistry,  physi- 
cal chemistry,  chemotherapy,  industrial 
chemistry,  and  toxicology,  to  mention  only 
a few.  In  physics,  we  find  nuclear  physics, 
biophysics,  geophysics,  mathematical  phys- 
ics, and  so  on.  Pasteur,  a chemist,  was  the 
father,  so  to  speak,  of  bacteriology,  which 
now  embraces  immunology,  parasitology,  the 
study  of  virus  diseases,  and  so  forth.  Flem- 
ing, the  discoverer  of  penicillin,  was  profes- 
sor of  pathology  at  St.  Mary’s  Hospital  and 
Medical  School  in  London.  The  development 
of  penicillin  required  chemists,  mycologists, 
and  some  ingenious  workers  in  colleges  of 
agriculture  as  well  as  engineers.  Anatomy 
shows  a definite  leaning  toward  biology, 
while  topical  anatomy  is  taught  often  by 
surgeons  and  pathologists.  Internists  prac- 
tice neurology,  while  the  neurologists  mostly 
make  their  living  practicing  psychiatry  and 
neuropsychiatry. 

It  is  said  that  Nature  tries  hard  to  con- 
form to  man-made  classifications,  but  there 
are  times  when  she  cannot.  It  is  my  thesis 
that  it  is  time  to  discard  these  outmoded  tra- 


ditional classifications  of  medical  education 
and  to  start  afresh.  Doubtless  any  new  classi- 
fication will  in  its  turn  become  rigid  and 
must  be  scrapped  for  a more  suitable  ar- 
rangement. No  one  is  gifted  with  omniscience 
and  certainly  not  with  prophecy.  Medicine 
in  the  large  sense  is  but  a part  of  human 
biology.  For  the  moment  our  eyes  are  daz- 
zled by  the  brilliant  discoveries  of  bacteri- 
ology with  its  beneficent  effect  on  mankind. 
Just  a few  generations  ago,  in  what  now 
seems  a less  spectacular  fashion,  we  were 
dazzled  by  pathology  and  its  contributions 
to  the  understanding  of  disease. 

More  recently  the  highly  specialized  sci- 
ence of  organic  chemistry  has  had  its  day 
of  glory.  It  seems  that  upon  the  physico- 
chemical foundation  which  we  now  possess 
medical  science  and  medical  education  can 
erect  a noble  edifice.  We  have  an  entirely 
different  concept  of  the  chemistry  of  the 
human  body  than  when  I was  in  medical 
school.  At  that  time  a physician  examined 
urine  in  a specified  fashion  and  out  came 
the  answer  as  to  what  kind  of  a nephritis 
the  patient  had.  The  same  was  true  of  dia- 
betes. The  next  advance  was  blood  chemis- 
try. It  was  soon  realized  that  while  the 
chemical  analysis  of  the  blood  was  more  re- 
vealing than  the  examination  of  the  urine, 
it  was  only  a step  nearer  the  real  activity. 
The  fundamental  activity  of  the  body  of  man 
is  in  the  cell.  Obviously,  what  I am  trying 
to  say  is  that  the  problem  lies  in  what  makes 
the  body  click  and  how  the  clicking  can  be 
modified  according  to  our  wishes. 

If  you  have  followed  me  this  far,  it  must 
be  evident  that  I believe  the  next  era  will  be 
the  era  of  physiology,  not  the  physiology  that 
most  of  us  knew,  but  the  modern  physiology, 
and  experimental  physiology,  or  better,  ex- 
perimental medicine  will  dominate  the  medi- 
cal horizon.  Claude  Bernard,  nearly  a hun- 
dred years  ago,  had  this  concept,  but  with- 
out our  physico-chemical  foundation.  The 
brilliant  researches  of  Pasteur,  another 
Frenchman,  however,  rather  shoved  Claude 
Bernard  and  his  experimental  medicine  to 
one  side.  It  seemed  as  if  there  was  a limited 
supply  of  energy  for  medical  science  and 
it  was  nearly  all  absorbed  by  bacteriology. 
Nevertheless,  bacteriology  has  but  a limited 
scope,  important  though  that  may  be,  in  man 
and  in  medicine.  Knowledge  of  bacteriology 
tells  us  how  men  may  die  of  infectious  dis- 
eases and  how  they  may  be  saved.  But  man 
is  a biological  entity  with  many  other  func- 
tions than  that  of  avoiding  infections  and 
not  dying  of  them.  I know  you  will  under- 
stand me  if  I emphasize  the  restricted  scope 
of  bacteriology  and  even  if  I dwell  on  the 
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fact  that  bacteriology  is  not  concerned  at  all 
with  man’s  effectiveness  as  an  entity,  with 
his  ability  to  adjust  himself  to  given  environ- 
ments, with  his  happiness,  nor  with  his  in- 
tellectual pursuits.  On  the  other  hand,  ex- 
perimental medicine  (or  physiology  if  you 
will)  aims  to  create  a better,  healthier,  saner, 
happier  man,  better  adjusted  to  the  changed 
and  changing  environment  of  civilization 
(and  may  I say  so-called  civilization).  Man 
needs  all  the  help  he  can  get,  not  only  to 
adjust  himself  to  living,  but  to  adjust  him- 
self to  the  mechanistic  age  of  yesterday,  to 
the  atomic  age  of  today,  and  presumably  to 
some  other  kind  of  age  of  tomorrow. 

In  the  broad  sense,  experimental  medicine 
concerns  the  clinic  as  much  as  the  laboratory. 
The  application  of  experimental  procedures 
must  eventually  be  made  in  the  clinic  and 
in  practice.  There  must  be  continuous  inte- 
gration of  the  laboratory  and  the  clinic.  The 
artificial  segregation  of  the  fundamental 
sciences,  of  the  basic  medical  sciences,  and 
of  clinical  medicine  must  be  broken  down. 

MODIFICATION  SUGGESTED 

What  does  this  mean  in  medical  educa- 
tion? Much  oversimplified  it  means  the  in- 
troduction of  clinical  instruction  with  the 
beginning  of  the  medical  curriculum.  It 
means  the  continuation  of  the  instruction  in 
basic  science  throughout  the  medical  course, 
and  there  is  now  a healthy  tendency  in  that 
direction.  No  longer  should  there  be  from 
one  and  one-half  to  two  years  of  instruc- 
tion almost  exclusively  in  basis  science 
and  then  from  two  to  two  and  one-half 
years  devoted  almost  exclusively  to  clin- 
ical studies.  In  many  medical  schools,  the 
basic  sciences  of  medicine  are  taught  in  a dif- 
ferent locality  from  that  of  the  clinical  sub- 
jects. This  I believe  is  detrimental.  I have 
always  believed  that  it  was  unfortunate  that 
the  Medical  School  of  Harvard  University 
continued  in  Boston  and  the  College  re- 
mained in  Cambridge.  It  is  true  that  Boston 
and  Cambridge  are  only  separated  by  the 
placid  Charles  River  and  by  fifteen  minutes 
by  motor,  but  the  proximity  of  all  sciences, 
pure,  applied,  natural,  or  physical  to  the 
clinical  is  to  me  of  great  importance.  I hope 
there  will  result  a shortening  of  the  medi- 
cal course  to  not  more  than  three  years.  I 
trust  that  much  of  the  encyclopedic  data, 
which  will  be  obsolete  shortly  after  gradu- 
ation, can  be  eliminated.  A precious  year 
saved,  not  to  mention  the  financial  saving 
to  the  student  or  his  parents,  can  better  be 
utilized  at  some  future  time.  Within  the 
framework  of  medical  education  is  included 
the  hospital  internship  and  often  residency. 


The  hospital  period  is  too  often  haphazard 
in  that  the  intern  and  resident  are  too  much 
left  to  self-education  and  too  little  exposed 
to  formal  education  and  supervision. 

It  has  often  been  said  that  important  as 
are  the  first  four  years  of  medical  education 
with  its  concentrated  instruction,  of  more 
importance  to  a medical  career  are  the  next 
four  years  even  with  casual  and  spotty  in- 
struction, and  of  the  greatest  importance  of 
all  are  the  succeeding  four  years,  in  which 
the  instruction  is  largely  either  self-instruc- 
tion or  apprentice  instruction.  I gladly  grant 
that  the  best  of  apprentice  instruction  is  the 
best  education  of  all  and  that  the  best  of 
self-instruction  is  a close  second,  but  such 
a system  is  fraught  with  dangers  that  are 
only  too  apparent. 

In  medical  education  there  are  techniques 
to  be  mastered.  Microscopy  is  one,  physical 
examination  is  another,  surgical  technique 
is  still  another.  Every  medical  student  does 
not  have  to  master  all  of  them.  It  should  be 
possible  to  effect  large  savings  of  time  (and 
of  money)  in  the  education  of  technical  spe- 
cialists. I am  personally  much  concerned  by 
the  period  of  time  (and  the  cost)  of  a medi- 
cal education.  Are  we  not  doing  what  the 
giants  tried  to  do  in  the.  Greek  mythology 
when  they  hoped  by  piling  Mount  Pelion 
upon  Mount  Ossa  to  reach  the  abode  of  the 
gods?  It  is  now  as  then  a laudable  ambition, 
but  will  it  succeed  any  better?  A young  man, 
better  under  30  than  over  30,  has  more  drive, 
more  energy,  more  insatiable  curiosity  than 
an  older  man.  I think  I can  detect  signs  that 
some  of  our  abler  young  men  feel  that  medi- 
cal education  is  too  long,  too  formidable, 
and  too  expensive,  and  exacts  too  great  per- 
sonal and  family  sacrifices  to  warrant  its 
undertaking  and  are  turning  to  other  careers. 

The  medical  profession  in  the  last  analy- 
sis depends  upon  the  raw  material  which 
medical  education  aims  to  mold.  Medical 
education  can  afford  to  lose  none  of  the  best 
of  young  men  who  turn  interested  glances 
toward  medicine.  I know  the  usual  answer 
is  “Why,  the  medical  schools  have  several 
times  as  many  applicants  as  there  are 
places.”  That  smug  answer  does  not  satisfy 
me  because  in  the  first  place,  most  prospec- 
tive students  make  application  to  several 
schools ; in  the  second  place,  this  accounts 
for  10  per  cent  or  so  of  really  poor  students 
in  every  medical  class  in  every  school ; and, 
in  the  third  place,  there  are  too  many  of  the 
best  young  men  who  reluctantly  turn  to 
other  careers  than  medicine.  Perhaps  the 
critical  period  has  not  yet  arrived.  In  New 
England  we  have  empty  mills  that  once  were 
flourishing  when  they  made  cotton  stockings 
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and  flannel  petticoats  for  women,  but  which 
did  not  see  the  signs  of  changing  times. 
Within  reason,  medical  education  must  be 
made  attractive,  and  must  meet  the  chang- 
ing times.  Medicine  must  not  exact  too  many 
years  of  preparation  or  too  great  a drain  on 
the  family  finances  and  the  energies  of  stu- 
dents compelled  in  off  hours  to  supplement 
meager  resources. 

One  of  the  wisest  men  in  education  once 
dryly  remarked  that  if  the  process  of  medi- 
cal education  was  prolonged  much  more  and 
the  retirement  age  continued  to  be  lowered, 
a man  might  be  retired,  if  not  before  he  was 
educated,  at  least  about  the  same  time.  Pav- 
lov was  scientifically  productive  after  90, 
but  Banting  and  Best  were  youngsters  (Best 
was  a medical  student)  when  they  discovered 
insulin.  Statistically  it  cannot  be  proved 
either  way,  I suppose,  but  I cling  to  the 
tenet  that  young  men  on  their  own  have  a 
harder  bite  and  a more  aggressive  attack  on 
problems,  especially  medical  problems.  As  I 
have  said  earlier,  medicine  is  changing,  is 
ever  attacking,  is  ever  advancing.  Medicine 
is  concerned  with  the  future  and  not  with 
the  past.  Medicine  is  a young  man’s  job. 

I do  not  want  to  minimize  the  pitfalls  in- 
volved in  a plan,  the  rough  outlines  of  which 
I have  so  crudely  sketched.  An  obvious  and 
yawning  pitfall  which  is  only  too  patent  is 
that  every  department  of  a medical  school 
will  strive  to  be  a self-sustained  hierarchy 
in  itself,  as  well  as  that  every  hospital  will 
endeavor  to  be  a complete  medical  school  in 
itself.  That  would  be  a reversion  to  the  old 
London  type  of  medical  education  in  which 
each  hospital  was  also  a medical  school.  This 
would  defeat  the  essential  feature  of  the  pro- 
posed plan  by  bringing  about  again  the  nar- 
row and  rigid  segmentation  and  segregation 
of  medical  endeavor.  It  would  lead  to  petty 
competition  within  the  smaller  groups  of 
the  larger  plan.  It  would  close  doors  which 
should  be  open. 

If  we  can  give  up  the  notion  of  rigid  iso- 
lation, the  laboratory  experimentalist  may 
pass  freely  from  the  laboratory  to  the  clinic 
and  the  clinician  may  pass  freely  from  the 
clinic  to  the  laboratory  and  each  may  stay 
awhile  and  return  or  not  as  he  wishes.  It  is, 
I think,  a grievous  misfortune  if  the  clinic 
is  only  a testing  ground  for  laboratory  dis- 
coveries. Certainly  the  clinician,  at  the  mo- 
ment interested  in  heart  diseases,  may  well 
have  access  to  the  laboratories  of  experimen- 
tal physiology,  of  pharmacology,  of  chem- 
istry, and  of  physics.  Per  contra,  the  phar- 
macologist in  the  laboratory,  or  the  chemist 
in  the  laboratory,  should  have  access  to  the 


clinic  to  study  further  the  action  of  drugs 
on  the  heart,  on  diuresis  or  the  influence  of 
physical  or  chemical  states  on  edema  or  blood 
flow.  It  seems  to  me  highly  undesirable  that 
complete  laboratories  should  be  set  up  in 
every  clinic  for  such  purposes,  but  the  point 
is  free  access  to  all  assets  of  the  plant. 

The  greatest  assets  of  any  educational  in- 
stitution are  the  great  men  in  it.  These  men 
are  not  always  found  in  the  biggest  or  busiest 
laboratories  or  clinics.  The  real  laboratory 
of  great  men  is  their  minds,  which  produce 
ideas.  Access  to  great  minds  and  great  ideas 
must  be  free  and  easy.  There  will  always  be 
many  workers,  few  of  whom  wall  produce 
ideas,  but  all  the  workers  should  be  exposed 
to  great  men  and  to  ideas,  for  the  work  of 
the  world  is  accomplished  by  many  who  are 
not  truly  great,  but  who  can  utilize  the  ideas 
of  others. 

I have  a strong  conviction  that  your  great 
Southwestern  Medical  Foundation  has  all 
the  possibilities  and  potentialities  of  truly 
great  accomplishments.  I honestly  believe 
that  your  success  will  depend  upon  the  reso- 
lute courage  with  which  you  turn  your  eyes 
to  the  future  and  away  from  the  past.  I be- 
lieve that  you  must  be  prepared  to  discard 
many  conventions  and  many  traditions.  If 
you  must  have  traditions,  recall  that  Hip- 
pocrates was  at  war  with  the  debating 
Academicians  who  had  forgotten  and  neg- 
lected the  patient  in  their  theorizing.  Again 
may  I insist  that  medical  education  does  not 
deal  with  yesterday,  and  hardly  with  today, 
but  always  with  tomorrow. 

As  an  outsider,  I have  yielded  to  the 
temptation  to  indulge  in  a bit  of  dreaming 
and  advice.  If  I seem  to  be,  which  I really 
am,  at  odds  with  some  of  the  traditions  of 
medical  education,  I assure  you  that  it  stems 
from  my  high  hopes  for  your  great  success 
and  from  my  idealization  of  the  greatest  and 
noblest  of  all  the  professions,  Medicine. 

264  Beacon  Street. 


EFFORTS  TO  IMPROVE  CANCER  ARTICLES 
The  American  Cancer  Society,  in  an  effort  to  dis- 
courage premature  or  inaccurate  articles  on  cancer 
by  popular  magazines  has  recommended  (1)  that 
physicians  or  scientists  who  supply  information  for 
a magazine  article  on  medicine  or  research  suggest 
that  the  author  check  the  article  with  them  or  with 
the  American  Cancer  Society  before  it  is  published; 
(2)  that  letters  of  criticism  couched  in  moderate 
terms  be  sent  to  the  editor  of  a magazine  which 
has  published  an  article  that  appears  to  be  out  of 
line;  (3)  that  physicians  and  scientists  cooperate 
with  the  American  Cancer  Society  in  a unified  ef- 
fort to  clear  articles  on  cancer;  (4)  that  physicians 
and  scientists  send  suggestions  for  articles  to  the 
American  Cancer  Society,  which  will  cooperate  in 
presenting  ideas  to  national  magazines. 
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REDUCTION  OF  MATERNAL  AND  IN- 
FANT MORBIDITY  AND  MORTALITY 
THROUGH  CONTROLLED 
NUTRITION 

RALPH  LUIKART,  M.  D. 

Associate  Professor  of  Obstetrics  and  Gynecology, 
Creighton  University 
OMAHA,  NEBRASKA 

Progress  in  obstetrics,  if  not  spectacular 
and  rapid,  has  kept  pace  with  development 
in  other  branches  of  medicine  and  surgery. 
The  application  of  newer  developments  and 
newer  techniques  in  physiology,  pharma- 
cology, and  other  basic  sciences  has  improved 
mortality  statistics  to  a degree  to  which  we 
may  point  with  some  pride.  Unfortunately 
this  newer  knowledge  has  had  little  appre- 
ciable effect  upon  some  dreaded  conditions 
to  which  many  pregnant  women  and  their  in- 
fants are  heir.  Among  these  is  one  menace 
which  I should  like  to  emphasize,  namely, 
toxemia  of  pregnancy  with  eclampsia.  The 
death  rate  from  this  complication  remains 
high : 18  per  cent  for  mothers  and  33  per  cent 
for  infants. 

Dieckmann1  described  thirty-seven  differ- 
ent tests  to  determine  kidney  function.  Even 
though  all  these  tests  are  made,  it  still  is  im- 
possible to  determine  kidney  reserve.  By  the 
same  token  it  is  impossible  to  predetermine 
the  productive  capacity  of  a woman.  The 
truism  that  every  pregnant  woman  is  a po- 
tential candidate  for  toxemia  of  pregnancy, 
and/or  eclampsia,  still  commands  caution  and 
respect.  The  meagerness  of  our  knowledge  of 
treatment  in  this  field  is  such  that  at  present 
our  most  effective  weapon  lies  in  prevention. 
Thus  far  our  method  has  been  limited  to  gen- 
eral measures  without  convincing  details  as 
to  their  effectiveness.  Depending  upon  the 
whims  and  convictions  of  the  individual  phy- 
sician, the  patient  is  exhorted  to  observe  cer- 
tain procedures,  the  aims  of  which  are  to 
preserve  her  teeth,  regulate  her  intestinal 
functions,  pay  attention  to  her  diet,  and  ob- 
serve such  rules  of  personal  hygiene  as  to 
afford  her  a feeling  of  well  being. 

That  nutrition  has  its  effects  on  the  course 
of  pregnancy  is  a phenomenon  which  physi- 
cians have  appreciated  for  centuries.  These 
effects  have  always  been  considered  good  or 
bad  depending  upon  the  quality  and  quantity 
of  nutriment  consumed  by  the  patient.  Judg- 
ment as  to  what  and  how  much  food  was 
beneficial  or  harmful  varied  considerably 
with  the  state  of  knowledge  at  that  particular 
time.  It  is  only  natural,  indeed  inescapable, 
that  many  erroneous  ideas  and  superstitions 
which  at  one  time  sounded  plausible,  and  now 
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seem  entirely  lacking  in  logic,  still  linger  to 
the  detriment  of  the  patient  and  the  confu- 
sion of  the  physician.  As  an  example,  there 
is  the  belief  among  some  patients  that  crav- 
ings for  certain  foods  during  pregnancy  must 
be  satisfied  if  the  infant  is  not  to  suffer  dire 
consequences.  Of  what  value  is,  let  us  say,  a 
piece  of  chocolate  to  the  developing  fetus? 
No  less  illogical,  but  more  damaging,  is  the 
belief  prevalent  among  some  that  the  preg- 
nant woman  must  eat  for  two.  More  out- 
standing yet  in  this  comedy  of  errors  is  the 
popular  warning  given  to  some  pregnant 
women,  even  today,  that  they  must  avoid 
meat  and  other  protein  foods.  On  this  item 
I have  more  to  say. 

Let  us  now  return  to  the  toxemias  of 
pregnancy.  I shall  concern  myself  with  only 
one  phase  of  this  complication,  namely,  its 
prevention.  Obviously  a woman  entering 
pregnancy  with  damaged  kidneys  or  with  a 
diseased  liver  must  depend  upon  the  fates  to 
carry  her  through  this  precarious  period.  It 
is  my  contention,  however,  that  even  under 
these  circumstances  much  can  be  done  to  re- 
lieve the  load  on  these  organs  and  thus  at 
least  minimize  the  dangers  to  which  such  a 
patient  is  exposed. 

For  years  I had  the  feeling  that  there  was 
a direct  relationship  between  the  incidence 
of  toxemia  of  pregnancy  and  increase  in 
weight  during  this  period.  My  growing  in- 
terest in  the  nutrition  of  the  gravid  woman 
dates  back  more  than  twenty  years,  but  it 
was  not  until  a decade  ago  that  I began  to 
pay  particular  attention  to  dietary  control 
among  my  patients,  and  the  effects  of  this 
restricted  nutritional  regimen  upon  compli- 
cations of  pregnancy  and  labor.  In  1946  I 
reported  the  findings  on  the  first  1,000  pa- 
tients2 who  had  gone  through  their  pregnan- 
cy on  this  restricted  program  with  a maxi- 
mum weight  gain  of  16  pounds.  The  results 
of  the  analysis  of  these  cases  was  a complete 
surprise  to  me  because  in  the  whole  series 
reported  there  was  no  instance  of  toxemia  of 
pregnancy.  There  was  no  maternal  mortality. 
The  fetal  mortality  was  .6  per  cent.  I should 
like  to  point  out  that  the  cases  in  this  report 
represented  only  those  women  who  had  co- 
operated in  the  program  to  my  own  satisfac- 
tion, as  I shall  outline  subsequently.  There 
were  366  other  women  seen  during  the  period 
of  study  who  either  were  not  organically 
sound  or  failed  to  cooperate  and  gained  20 
pounds  or  more,  and  who,  therefore,  offered 
comparisons  for  the  report.  In  the  latter 
group  there  was  no  maternal  mortality.  The 
fetal  mortality  was  3.6  per  cent.  Table  1 
shows  the  comparative  fetal  mortality  among 
the  1,000  patients  on  controlled  nutrition 
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and  the  366  who  were  not  controlled,  were 
overweight,  or  were  organically  unsound. 
Table  2 summarizes  a study  of  the  366  pa- 
tients in  table  1. 

Table  1. — Fetal  Mortality  in  Nutritionally  Controll- 
ed Group  as  Compared  to  that  in  Croup  not 
Controlled,  Overweight,  or  not  Organically 
Sound  at  Conception. 

Corrected  Mortality 
Gross  Corrected  Adjusted  To 

Mortality*  Mortality!  Prematurity! 
No.  Cases (per  cent)  (per  cent)  (per  cent) 

Controlled  1,000  7.9  4.9  3.5 

Uncontrolled  366  7.9  4.9  3.5 

* Pregnancy  of  5 months  or  more. 
fPregnancy  of  28  weeks  or  more. 
tExclusion  of  infants  32  weeks  or  less  in  utero. 

Note:  In  the  latest  group  of  400  cases  placed  on  controlled 
nutrition,  less  than  0.3  per  cent  failed  to  cooperate.  In  the  co- 
operating group  there  was  1 fetal  death  (breech).  This  made  a 
fetal  mortality  of  less  than  0.4  per  cent. 


The  large  number  of  cases  studied  since 
the  publication  of  that  report  and  the  in- 
significant number  of  toxemias  developing 
on  this  regimen  has  convinced  me  that  con- 
trolled nutrition  during  pregnancy  is  an  ex- 
tremely potent  factor  in  the  prevention  of 
toxemia  among  pregnant  women. 

NUTRITIONAL  PROGRAM 

Controlled  nutrition  needs  no  defense 
among  physicians.  In  my  opinion  weight  in 
any  healthy  person  is  controllable.  Usually 
nutritional  control  is  sufficient,  though  in 
some  cases  dietary  restrictions  may  have  to 
be  complemented  by  thyroid  substance,  and 
occasionally  other  medication  to  which  I 
shall  refer  later.  It  is  simple  arithmetic  that 
if  food  intake  is  above  energy  expenditure 
there  is  a positive  balance  in  the  form  of 
weight.  We  know  that  proteins  stimulate 
metabolism,  but  carbohydrates  and  fats  re- 
tard it.  While  all  three  classes  of  foods  are 
utilized  in  human  economy  it  is  the  proteins 
which  are  the  most  important.  They  are 
justly  called  the  body  builders  in  that  they 
repair  the  waste  tissue  of  the  mother  and 
contribute  to  the  formation  of  new  tissue  for 
fetal  growth.  Clinical  and  experimental  re- 
ports indicate  that  during  pregnancy  the  ad- 
ditional protein  requirement  ranges  from  20 
to  30  Gm.  daily.5’ 9 ( I refer  to  animal  pro- 
teins, of  course.  Vegetable  proteins  are  of 
questionable  value  because  they  are  generally 
poor  in  essential  amino  acids.)  Proteins  can 
be  converted  into  carbohydrates  and  fats  in 
case  of  non-availability  of  the  latter  foods. 

There  are  other  physiologic  criteria  dur- 
ing pregnancy  which  call  for  a high  protein 
intake.  Most  physicians  are  familiar  with 
the  mechanics  by  which  edema  develops.6  Re- 
duced to  its  elementary  terminology  it  be- 
comes a matter  of  osmotic  pressure  maintain- 
ed largely  by  the  serum  proteins  in  the  blood 
vessels.  Experiments  have  shown  that  when 


the  serum  protein  level  falls  below  5.3  Gm. 
per  100  cc.,  fluid  retention  (in  the  form  of 
edema)  results.7  Rarely  does  edema  of  preg- 
nancy exist  alone.  Usually  there  is  hyperten- 
sion and  albuminuria.  The  triad,  edema,  hy- 
pertension, and  albuminuria,  Paul  Milliez 
(Paris)3  calls  the  alarm  syndrome.  We  also 
know  from  the  work  of  G.  W.  Thorne8  that 
estrogen  production  is  vastly  increased  dur- 
ing the  latter  months  of  pregnancy,  and  ac- 
cording to  O.  G.  Van  Smith,  estrone,  proges- 
terone, and  estradiol  have  a peculiar  effect 
on  metabolism  in  that  they  promote  retention 
of  sodium  and  water.  The  importance  of 
maintaining  a high  serum  protein  level  dur- 
ing this  period  therefore  becomes  obvious. 

I need  not  stress  the  role  of  serum  protein 
in  wound  healing  except  to  point  out  that 
women  on  a high  protein  intake  as  a rule 
have  a far  more  comfortable  puerperium 
than  those  whose  serum  protein  levels  are  in 
the  substandard  figures. 

A record  of  my  last  61  patients  with  Rh 
negative  blood  brought  out  the  following 
facts:  Forty  were  primagravidas,  21  were 

Table  2. — 366  Patients  Not  Included  in  Nutrition- 
ally  Controlled  Group. 

No.  Cases  Fetal  Mortality 

Those  not  organically  sound  because  of 


hypertension  or  diabetes  : 

Essential  hypertension 

15 

1 

(6.0%) 

Hypertension  (nephritis) 

2 

Overweight  before  conception 

89 

Initial  blood  pressure  over  145/85 

Those  overweight  at  the  beginning  of  preg- 

87 

9 

(10.3%) 

nancy  : 

Overweight 

66 

Excessive  gain 

Overweight  before  conception 

39 

plus  excessive  gain 

22 

3 

(14.3%) 

Those  who  could  not  or  would  not  cooperate  253 


gravida  2 or  more.  There  was  no  instance  of 
fetal  or  maternal  mortality  or  morbidity. 
There  were  3 babies  born  with  mild 
jaundice.  There  was  no  erythroblastosis.  The 
mothers  were  all  on  high  protein  regimen.  It 
is  logical  to  assume  that  the  protein  gave 
enough  protection  to  the  livers  of  these  babies 
to  prevent  damage  from  Rh  agglutinins 
which  may  have  developed.  I make  this  as- 
sertion because  recent  experiments  point  to 
meonine4  (an  essential  amino  acid,  dimeth- 
ionine) as  exerting  a protecting  influence  on 
the  livers  of  such  babies. 

The  value  of  minerals  during  pregnancy 
is  well  recognized.  Everyone  knows  that 
these  substances  are  necessary  for  bone 
formation  of  the  developing  fetus.  Most  phy- 
sicians, therefore,  are  careful  in  supplying 
these  minerals  either  through  diet  or  through 
supplemental  allotments  in  the  form  of  phar- 
maceutical products.  Too  often,  however,  we 
overlook  the  importance  of  ascertaining, 
where  possible,  whether  these  minerals  are 
absorbed  into  the  maternal  circulation.  It  is 
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well  known,  for  example,  that  iron  given  in 
the  presence  of  hypoacidity  cannot  be  ab- 
sorbed unless  acid  is  supplied.  Calcium  is  best 
given  in  combination  with  vitamin  D ; other- 
wise it  may  not  be  absorbed. 

Frequent  examinations  of  the  blood  and 
urine  to  detect  signs  of  anemia,  kidney  or 
metabolic  dysfunction  are  procedures  which, 
I believe,  every  obstetrician  follows.  If  such 
examinations  have  been  neglected,  fatal  re- 
sults may  follow.  For  example,  a patient  who 
had  not  had  any  prenatal  care  was  admitted 
in  labor  to  a Charity  Clinic  in  Omaha  a short 
time  ago.  She  had  a red  blood  cell  count  of 
slightly  above  2,000,000  and  5 Gm.  of  hemo- 
globin per  100  cc.  of  blood.  Her  labor  was 
uneventful.  Her  blood  loss  was  within  normal 
limits.  She  promptly  went  into  shock.  Intra- 
venous plasma  was  started  at  once  but  the 
patient  succumbed  before  whole  blood  could 
be  given. 

A gain  in  weight  may  indicate  an  exces- 
sive caloric  intake  or  it  may  be  due  to  a dis- 
turbance in  the  electrolytes  resulting  in  fluid 
retention.  Any  sudden  gain  in  weight  re- 
quires prompt  evaluation.  It  may  call  for 
further  dietary  reduction,  or  for  larger  doses 
of  thyroid  or  restriction  of  sodium  intake, 
depending  on  the  individual  case. 

At  this  point  I should  like  to  digress  for 
a moment  to  give  my  method  of  administer- 
ing thyroid  substance.  Every  patient  with  a 
pulse  rate  below  70,  regardless  of  her  basal 
metabolic  rate,  is  given  small  daily  doses 
(grains  .25)  of  dessicated  thyroid.  The  dose 
is  increased  every  fifth  day  until  there  is  in- 
dication of  toxicity  (sweating,  tremor,  sleep- 
lessness, nervousness,  and  so  forth)  at  which 
time  the  drug  is  discontinued  for  four  days. 
On  the  fifth  day  dessicated  thyroid  is  again 
started  in  amounts  equal  to  the  last  daily 
dose  which  did  not  disturb  the  patient. 

Patients  willing  to  cooperate  but  who  find 
it  difficult  because  of  what  they  call  a vorac- 
ious appetite  receive  dexedrine  sulfate  in  5 
mg.  doses  three  times  a day  to  dull  their  ap- 
petites. This  drug  is  related  to  the  benzedrine 
group  but  does  not  elevate  the  blood  pressure 
nor  does  it  produce  insomnia  to  a degree 
shown  by  benzedrine.  The  results  have  been 
satisfactory.  I have  found  the  action  of  pyri- 
benzamine  similar,  and  at  times  superior  to 
that  of  dexedrine,  with  no  untoward  effect. 

Thus  far  I have  tried  to  give  the  rationale 
of  a sound  program  which  involves  controlled 
nutrition  during  pregnancy,  and  which  I have 
found  useful  and  simple,  as  well  as  beneficial 
to  the  pregnant  woman  and  her  developing 
offspring.  The  basic  criteria  are  (1)  restric- 
tion in  the  caloric  intake  to  prevent  excessive 
gain  in  weight;  (2)  liberal  allotment  of  ani- 


mal proteins  to  supply  essential  amino  acids 
and  to  maintain  a serum  protein  consistent 
with  normal  osmotic  pressure  to  prevent 
edema;  and  (3)  inclusion  of  accessory  food 
factors  which  consist  of  vitamins  and  min- 
erals to  prevent  anemia  and  secure  the  ab- 
sorption of  the  necessary  elements  of  growth. 

METHODS  OF  MOTIVATION 

Next  I wish  to  outline  the  methods  of  mo- 
tivation in  the  program.  It  is  my  belief  that 
every  pregnant  woman  who  presents  herself 
in  the  office  of  the  obstetrician  does  so  with 
a spirit  of  eagerness  to  cooperate  to  the  best 
of  her  ability  in  the  hope  of  avoiding  unneces- 
sary complications  in  pregnancy  and  de- 
livery. 

The  series  of  1,000  obstetric  patients  re- 
ferred to  earlier  is  out  of  a group  of  1,366 
patients  who  were  under  observation.  Of  the 
first  800  seen  25  per  cent  failed  to  cooperate. 
Of  the  next  400  there  were  10  per  cent  who 
failed  to  cooperate.  Of  the  last  166  there  were 
about  2 per  cent  who  did  not  cooperate.  There 
are  two  chief  reasons  for  improved  results: 
(1)  experience  on  my  part  and  (2)  educa- 
tion in  the  community  resulting  in  less  inter- 
ference from  well  meaning  relatives  and 
friends.  Of  the  total  of  1,366  there  were  113 
not  included  in  the  report  because  they  were 
classified  as  not  organically  sound  when  first 
seen. 

Since  the  1946  report,  upward  of  400  ob- 
stetric patients  have  been  placed  on  controll- 
ed nutrition.  Of  this  series  less  than  .3  per 
cent  failed  to  cooperate.  The  fetal  mortality 
was  .23  per  cent  in  this  series.  There  was  1 
fetal  death,  a breech  delivery. 

To  keep  the  patient  under  nutritional  con- 
trol two  basic  qualifications  on  the  part  of 
the  physician  must  be  met:  (1)  He  must  be 
convinced  of  the  rationale  and  benefits  of 
the  program.  (2)  He  must  maintain  a sym- 
pathetic attitude  toward  the  patient.  Tact 
and  diplomacy  must  be  exercised  and  time 
allowed  for  discussion  of  the  regimen  in  full 
detail.  Principles  of  nutrition  must  be  elu- 
cidated in  language  that  the  patient  compre- 
hends. I give  each  patient  a booklet  I have 
prepared,  in  which  is  written  in  plain  lan- 
guage the  purpose  of  the  controlled  nutrition, 
caloric  values  of  300  foods,  along  with  up- 
to-date  information  about  vitamins,  minerals, 
and  so  forth.  I find  this  booklet  helpful  to 
the  patient  and  myself.  It  must  be  remember- 
ed that  the  patient  has  some  knowledge  but 
that  this  knowledge  may  be  fixed  with 
theories  that  have  long  been  exploded,  super- 
stitions which  must  be  cast  aside.  It  is  neces- 
sary to  explain  not  only  the  general  purposes 
and  results  of  weight  control  but  also  the  im- 
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portance  of  weight  in  the  economy  of  preg- 
nancy. The  physician  must  constantly  bear 
in  mind  that  this  program  is  not  easy  for  the 
patient  to  follow.  Leaving  the  dinner  table 
partly  hungry,  as  is  frequently  necessary,  is 
something  few  people  cherish.  The  patient 
must  weigh  herself  on  a reasonably  accurate 
scale  at  least  once  a week.  She  should  be 
taught  to  be  weight  minded  and  to  realize 
her  carbohydrate  and  fat  intake  must  be 
gauged  by  her  weight,  not  by  her  appetite. 
Obviously,  therefore,  the  obstetrician  must 
create  interest,  and  the  best  way  to  stimulate 
such  interest  is  through  motivation.  This  is 
an  art  which  more  than  any  other  phase  of 
patient-physician  relationship  requires  strict 
individualization.  My  own  procedure  consists 
in  pointing  out  three  main  advantages. 

1.  Advantages  to  the  Patient. — An  appeal 
to  a woman’s  personal  vanity  brings  interest 
and  attention.  Here  is  the  most  effective  ap- 
proach. The  prevention  of  excessive  weight 
preserves  both  personal  appearance  and 
charm  during  pregnancy  and  postpartum  and 
lessens  discomfort.  There  is  also  less  trouble 
with  the  abdominal  muscles  after  the  baby 
has  been  delivered  than  among  women  whose 
muscles  and  skin  are  over-stretched  because 
of  excess  weight.  I also  stress  the  point  that 
a mother  who  gains  a minimum  of  weight 
during  pregnancy  has  an  easier  labor. 

2.  Advantages  to  the  Baby. — Nutritional 
control  leading  to  an  uneventful  pregnancy 
and  uncomplicated  labor,  requiring  less  seda- 
tion, saves  the  infant  the  risk  of  asphyxia, 
injury,  and  many  other  unfortunate  sequelae 
with  which  we  are  all  too  familiar.  Also,  un- 
der this  program,  mothers  are  more  fre- 
quently and  better  able  to  nurse  their  infants. 
The  obstetrician  has  the  opportunity  to  edu- 
cate his  patients  toward  a more  wholesome 
and  more  amenable  attitude  on  nursing.  It 
is  regrettable  that  so  many  physicians  are 
negligent  in  this  respect. 

3.  Advantages  to  the  Physician. — To  my 
mind  this  phase  of  the  discussion  is  the  best 
method,  not  only  of  personal  but  of  public 
relations  as  well.  I always  try  to  assure  my 
patient  that  I share  a personal  interest  with 
her  in  the  proper  nurture  and  development 
of  the  baby.  I aim  to  impress  her  with  the 
fact  that  I have  full  confidence  in  her  ability 
to  carry  through  the  program  and  that  I 
shall  feel  proud  if  the  results  are  successful. 
Nor  do  I hesitate  to  make  it  plain  that  I am 
constantly  striving  for  lower  morbidity  and 
mortality  rates  for  mothers  and  babies  un- 
der my  care,  and  that  I shall  do  my  utmost 
to  help  her  avoid  unnecessary  hardships.  The 
obstetrician  should  realize  that  a smooth 
course  in  pregnancy  and  the  delivery  of  a 


healthy  infant  afford  him  not  only  personal 
satisfaction  but  likewise  bring  professional 
satisfaction  together  with  enhancement  in 
prestige. 

Most  patients  cooperate  in  this  program 
wholeheartedly.  Some  will  come  in  with 
apologies  for  occasional  gains.  If  the  gain  is 
less  than  2 pounds  over  the  month  I simply 
offer  encouragement  to  secure  continued  co- 
operation. A higher  gain  than  that  calls  not 
for  admonition,  but  for  emphasis  on  the  im- 
portance of  cooperation.  Some,  alas,  quibble 
and  argue,  and  point  to  their  friends  who 
seem  to  be  getting  along  just  as  well  on 
higher  rations.  Depending,  I suppose,  on  my 
mood  at  the  moment,  I either  give  them  a 
pep  talk  on  the  importance  of  adhering  to  the 
program  or,  if  they  become  chronic  of- 
fenders who  need  constant  encouragement, 
I ask  them  to  return  every  two  weeks.  I have 
always  followed  a policy  to  give  the  patient 
the  opportunity  of  asking  questions  and  to 
answer  these  questions  in  accordance  with 
their  comprehension.  I feel  that  the  patient 
is  entitled  to  the  best  service  I can  possibly 
supply.  I think  that  is  the  duty  of  every  phy- 
sician. 

Finally,  to  me  it  is  almost  an  axiom  that 
conforming  to  a regimen  of  controlled  nutri- 
tion is  excellent  preventive  medicine  and  up- 
on it  depends  the  integrity  of  man. 
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CHEST  COURSES  ANNOUNCED 
The  American  College  of  Chest  Physicians  is 
sponsoring  courses  in  the  latest  developments  in 
diseases  of  the  chest  at  San  Francisco,  September 
13-17  (in  cooperation  with  the  University  of  Cali- 
fornia Medical  School  and  Stanford  University 
School  of  Medicine)  ; at  Chicago,  September  20-25; 
and  at  New  York,  November  8-12.  Each  courge  is 
open  to  all  physicians  at  a tuition  fee  of  $50  per 
course.  Application  for  the  San  Francisco  course 
should  go  to  Dr.  Stacy  R.  Mettier,  head  of  Post- 
graduate Instruction,  Medical  Extension,  Univer- 
sity of  California,  San  Francisco;  for  the  Chicago 
and  New  York  courses,  to  the  American  College  of 
Chest  Physicians,  500  North  Dearborn  Street, 
Chicago  10. 
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SERUM  PROTEINS  IN  PREGNANCY 

EFFECT  OF  FOOD  RATIONING  AND  RELATION  OF  SERUM 
PROTEIN  LEVEL  TO  EDEMA 

JOHN  W.  WORSHAM,  M.D.,  F.A.C.S. 

SAN  ANTONIO,  TEXAS 

Early  in  1945  it  was  realized  that  food 
rationing  would  soon  be  abolished  and  that 
it  would  be  interesting  to  determine  what, 
if  any,  effect  the  limited  rationing  of  food 
was  having  on  the  nutrition  of  pregnant 
women.  It  also  offered  a rare  opportunity  to 
study  the  relationship  of  edema  of  preg- 
nancy to  the  serum  protein  level  of  the  blood 
under  controlled  conditions  of  a relative  max- 
imum of  meat  intake. 

A total  of  415  pregnancies  were  studied, 
but  because  of  complicating  factors,  38  cases 
were  excluded,  leaving  a total  of  377  cases  on 
which  this  report  is  based. 

REVIEW  OF  LITERATURE 

McLester,  Dieckmann,  and  Adair  were 
probably  the  first  proponents  of  an  adequate 
protein  diet  in  sickness  as  well  as  in  health. 
The  past  six  years  have  seen  an  avalanche  of 
articles  recognizing  the  importance  of  an  ade- 
quate protein  diet  and  its  bearing  on  patients 
with  various  diseases  and  those  undergoing 
surgery 

Youmans  made  extensive  studies  of  nu- 
tritional edema  following  World  War  I and 
called  attention  to  its  “endemic”  presence  in 
this  country.  Hypoproteinemia,  and  more 
specifically  the  reduction  of  the  albumin 
fraction,  may  result  from  three  causes:  (1) 
chronic  malnutrition,  (2)  loss  of  protein 
from  the  body  as  in  kidney  disease,  burns, 
bleeding,  and  so  forth;  and  (3)  failure  in 
protein  formation  as  in  liver  disease. 

Youmans’  nutritional  edema  is  caused  by 
chronic  malnutrition  and  is  the  subject  of 
interest  in  this  paper.  He  explained  this 
edema  on  Starling’s  osmotic  pressure  theory, 
but  made  an  interesting  additional  observa- 
tion, namely,  that  environmental  tempera- 
ture variations  modify  areolar  and  capillary 
dilatation,  thus  influencing  the  amount  of 
edema.  In  other  words,  nutritional  edema 
develops  at  a higher  serum  protein  level  in 
the  tropics  than  it  does  in  a colder  climate. 
Hence,  “heat  edema”  is  nutritional  edema.” 
Youmans  also  recognized  the  importance  of 
posture,  tissue  pressure,  salt  and  water  in- 
take, and  exercise  on  occurrence  of  edema. 

Dieckmann  and  Swanson  in  1939  empha- 
sized the  importance  of  high  protein  intake 
in  pregnancy. 

Stefansson,  in  his  arctic  experiments,  re- 
marked on  a feeling  of  increased  well  being 
and  vigor  in  himself  and  among  his  followers 
during  nine  years  of  entirely  ( ?)  protein 
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foods.  Hewlett  further  explained  Stefansson’s 
findings  by  stating  that  an  abundance  of 
fresh  meat  contains  adequate  amounts  of 
“extrinsic  factor”  and  is  an  effective  anti- 
scorbutic. Boyd  stated  that  nutritional  mac- 
rocytic anemia  appears  to  be  due  to  a de- 
ficiency of  the  extrinsic  factor  in  the  diet 
and  is  similar  in  nature  to  the  so-called  per- 
nicious anemia  of  pregnancy.  The  extrinsic 
factor  is  closely  related  to  the  B complex  in 
yeast,  and  as  stated  before,  is  particularly 
abundant  in  meat. 

Bethell  has  demonstrated  that  the  protein 
content  of  the  diet  bears  an  important  re- 
lationship to  the  incidence  of  anemia  in  preg- 
nancy. In  1936  Weech  and  Ling  studied  28 
patients  with  nutritional  edema  and  showed 
in  this  limited  series  that  edema  was  never 
present  when  the  albumin  fraction  had  been 
raised  above  2.9  Gm.  and  was  never  absent 
when  the  albumin  fraction  was  below  2.5  Gm. 
Adair  and  Dieckmann  have  set  5.3  Gm.  per 
100  cc.  of  blood  as  the  critical  level  at  and 
below  which  hypoproteinemia  edema  occurs. 
Other  workers  set  the  critical  level  around 
5.5  Gm.  per  100  cc. 

Strauss,  in  a discussion  of  edema  in  preg- 
nancy, reemphasized  the  view  that  water 
retention  is  primarily  conditioned  by  the 
level  of  the  plasma  proteins,  the  amount  of 
water  retained  being  in  inverse  proportion 
to  the  osmotic  pressure  of  the  plasma  pro- 
teins. Bodansky  also  called  attention  to  the 
importance  of  the  electrolytes,  particularly 
the  sodium  ion,  in  water  retention. 

0.  W.  and  Van  S.  Smith  have  shown  that 
estrogen  formation  and  excretion  is  enor- 
mously increased  in  the  latter  half  of  preg- 
nancy. Thorn  and  Engel  pointed  out  that 
estrone,  estradiol,  and  progesterone  have  a 
well  defined  action  on  mineral  metabolism, 
leading  chiefly  to  a retention  of  sodium  and 
water. 

Madden  summarized  the  present  attitude 
towards  the  importance  of  adequate  protein 
nutrition  in  the  following  statement : “Many 
hazards  of  protein  malnutrition  are  now 
recognized.  Some  of  these  are  increased  sus- 
ceptibility to  infection,  lowered  resistance  to 
toxins,  impaired  ability  to  heal  wounds.  Some 
of  these  hazards  are  known  to  arise  after 
brief  periods  of  fasting.  It  is,  therefore,  de- 
sirable to  insure  an  adequate  intake  of 
protein.” 

METHODS  AND  RESULTS 

This  study  was  inaugurated  to  determine 
the  answer  to  two  related  propositions:  (1) 
the  effect  of  food  rationing  on  the  serum 
protein  level  of  the  blood  in  pregnancy,  and 
(2)  the  relation  of  the  serum  protein  level 
to  edema  in  pregnancy. 

The  ideal  method  of  conducting  the  study 
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would  have  been  to  follow  the  patients 
throughout  pregnancy.  The  variable  of  time 
during  pregnancy  when  the  patient  presented 
herself  prevented  this,  and  it  was  decided 
to  make  determinations  on  the  blood  between 
the  fifth  and  ninth  month  of  gestation. 

No  patients  with  intercurrent  disease  were 
included  in  the  program.  Even  those  with 
varicosities,  albuminuria,  and  hypertension 
in  any  degree  were  excluded. 

When  blood  for  serum  protein  determina- 
tion was  drawn  the  patient  was  checked  for 
edema.  When  none  was  present,  the  patient 
was  tagged  “zero”  edema.  When  demonstra- 
ble edema  was  present,  the  patient  was 
put  on  a salt  free  diet  and  told  to  return 
in  one  wfeek,  at  which  time  the  presence  or 
absence  of  edema  was  noted,  and  if  present, 
the  “grade.”  All  patients  were  then  put  on  a 
high  protein  diet  and  were  not  graded  again 
for  edema  for  purposes  of  this  study.  All 
patients  were  graded  for  edema  between  1 
and  5 o’clock  in  the  afternoon. 

The  serum  protein  was  determined  by  the 
copper  sulfate  method.  The  tests  were  made 
in  two  laboratories  which  employed  standard 
techniques,  and  no  appreciable  difference  in 
the  results  of  the  two  was  noted. 

Ninety-nine  per  cent  of  the  women  were 
Caucasian  in  origin  and  from  the  American 
middle  class. 

For  study  relative  to  the  effect  of  food 
rationing  they  were  divided  into  two  groups. 
The  first  group  was  comprised  of  those 
studied  during  food  rationing  and  the  second 
group  were  those  seen  after  discontinuance 
of  food  rationing.  The  results  are  shown  in 
table  1. 

Table  1. — Effect  of  Food  Rationing  on  the  Serum 
Protein  Level  of  the  Blood  in  Pregnancy. 

Rationed  Unrationed 


Number  cases * 184  193 

Average  age  24  24 

Lowest  serum  protein  level 4.9  4.8 

(Gm.  per  100  cc.  of  blood.) 

Highest  serum  protein  level 7.2  6.9 

(Gm.  per  100  cc.  of  blood.) 

Average  serum  protein  level 5.95  5.95 

(Gm.  per  100  cc.  of  blood.) 

Average  hemoglobin  13.1  13.2 

(Gm.  per  100  cc.  of  blood.) 

Average  corpuscular  volume  .. 37  37 

(%  of  whole  blood.) 

Average  red  blood  cell  count 4.0  4.0 

(Millions  per  cm.  of  blood.) 


These  results  are  considerably  lower  than 
Stander  found  as  normal  in  pregnancy.  They 
show  that  the  average  pregnant  American 
woman,  as  exemplified  by  this  group,  was  not 
detectably  affected  by  food  rationing  during 
World  War  II. 

After  it  was  noted  that  food  rationing  had 
no  appreciable  effect,  the  entire  series  was 
divided  into  three  groups.  The  first  group 
comprised  those  with  a “normal”  serum  pro- 
tein of  6.0  Gm.  per  100  cc.  and  above.  The 


second  group  comprised  all  those  with  serum 
protein  levels  between  6.0  Gm.  and  5.5  Gm. 
not  inclusive.  The  third  group  comprised  the 
cases  with  serum  protein  levels  of  5.5  Gm. 
and  below. 

From  this  division  it  is  clear  that  5.5  Gm. 
per  100  cc.  of  blood  was  selected  as  the  criti- 
cal level  below  which  edema  should  theoret- 
ically occur.  This  figure  was  chosen  instead 
of  using  Dieckmann’s  figure  of  5.3  Gm.  be- 
cause all  my  work  was  done  in  a semitropical 
climate,  and  Youmans  has  shown  that  edema 
occurs  more  readily  in  such  a climate. 

The  results  are  shown  in  table  2. 

Table  2. — Serum  Protein  Levels  and  Edema  in 
Pregnancy. 


Group  1*  Group  2*  Group  3* 


Number  cases  

...196 

no 

71 

% total  cases  

..  52.7 

29 

19 

Average  age  

..  24 

24 

24.8 

Highest  serum  protein  level 

..  7.2 

5.97 

5.5 

(Gm.  per  100  cc.  of  blood.) 
Lowest  serum  protein  level 

..  6.0 

5.52 

4.5 

(Gm.  per  100  cc.  of  blood.) 
Average  serum  protein  level 

..  6.29 

5.6 

5.26 

(Gm.  per  100  cc.  of  blood.) 
No.  with  edema 

...  16 

33 

55 

% with  edema 

8 

30 

78 

12.2 

Average  hemoglobin  

..  14.1 

13.0 

(Gm.  per  100  cc.  of  blood.) 
Average  corpuscular  volume 

..  37.3 

37 

36.5 

(%  of  whole  blood.) 

Average  red  blood  cell  count 

..  4.0 

4.0 

3.96 

(Millions  per  cm.  of  blood.) 

*Grouped  according  to  serum  protein  per  100  cc. : 1=6.0  Gm. 

and  above,  2 = 60  Gm.  to  5.5  Gm.  not  inclusive,  and  3=5.5  Gm. 
and  below. 


EDEMA  GRADING 

As  implied  previously,  patients  were 
“graded”  as  to  the  amount  of  edema  present. 
This  grading  was  as  follows : 

Graded  1-f  when  there  was  a slight  puffi- 
ness of  the  ankles  in  the  afternoon  and  none 
in  the  morning  but  a tightness  of  rings  in 
the  morning. 

Graded  2+  when  there  was  a slight  pitting 
edema  and  perhaps  puffiness  of  the  eyelids, 
but  all  edema  of  the  extremities  disappeared 
after  a night’s  rest. 

Graded  3+  when  there  was  marked  pitting 
edema  to  the  knees,  difficulty  with  shoes, 


Table  3. — Severity  of  Edema  Shown  by  Pregnant 
Women  with  Varying  Serum  Protein  Levels. 


Edema 

Group  1 

No.  Cases  % 

Group  2 

No.  Cases  % 

Group  3 

No.  Cases  % 

i+ 

13 

6.5 

33 

30 

40 

57 

2f 

3 

1.5 

0 

0 

12 

17 

.3+ 

0 

0 

0 

0 

2 

3 

4 + 

0 

0 

0 

0 

1 

1.4 

Total 

16 

8 

0 

30 

55 

7S.4 

stiffness  of  the  knees,  and  edema  persisted 
after  a night’s  rest. 

Graded  4-f-  when  there  was  marked  and 
deep  pitting  edema,  generalized  body  swell- 
ing and  particularly  in  the  face,  and  diffi- 
culty in  walking  due  to  stiffness  of  the  knees. 

On  the  basis  of  this  grading  process,  the 
patients  in  groups  1,  2,  and  3 (divided  ac- 
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cording  to  serum  protein  levels)  showing 
edema  were  divided  as  to  the  amount  of 
edema  as  shown  in  table  3. 

The  series  was  also  divided  as  to  parity 
but  no  appreciable  difference  in  findings  was 
noted,  there  being  205  primiparas  and  172 
multiparas. 

DISCUSSION 

As  already  noted  rationing  of  food  was  not 
as  great  a factor  in  serum  protein  levels  in 
pregnancy  as  dietary  habit. 

Stander  gave  6.5  Gm.  per  100  cc.  of  blood 
as  the  average  during  pregnancy.  My  series- 
of  377  cases  averaged  5.95  Gm.  The  highest 
serum  protein  level  found  was  7.2  Gm.  and 
the  lowest  was  4.5  Gm.  Only  52  per  cent  of 
my  cases  had  a serum  protein  level  of  6.0 
Gm.  or  above.  Seventy-one  cases  or  19  per 
cent  had  a blood  serum  protein  below  the 
critical  level ! 

The  hemoglobin  level  was  found  to  be  in- 
tricately tied  to  the  protein  level,  falling 
gradually  as  the  serum  protein  level  falls. 
This  corroborates  findings  of  Bethell,  You- 
mans,  and  others.  The  hematocrit,  or  cor- 
puscular volume,  determination  and  red 
blood  count  were  not  appreciably  affected. 
Edema  of  pregnancy  is  shown  to  vary  in 
inverse  proportion  to  the  serum  protein  level. 

An  attempt  was  made  to  remove  the  so- 
dium ion  as  a factor  in  the  edema  by  salt  de- 
privation for  one  week  before  edema  was 
graded.  However,  salt  being  such  a univer- 
sal food  constituent  and  human  nature  being 
what  it  is,  salt  probably  created  a small 
error  in  the  series.  Also,  no  way  is  as  yet 
known  to  neutralize  the  electrolyte-like  action 
of  the  high  hormone  levels  found  in  preg- 
nancy; nor,  for  that  matter,  the  similar  ac- 
tion of  the  adrenal  hormones. 

Realizing  the  presence  of  these  other  fac- 
tors in  edema  formation  and  assuming  that 
hypoproteinemia  edema  does  not  occur  with 
a serum  protein  level  of  6.0  Gm.  per  100  cc. 
of  blood  or  above,  there  is  an  8 per  cent 
error  in  the  calculations. 

By  taking  this  into  consideration  there  is 
an  even  more  striking  comparison  of  the 
three  groups.  Group  1 would  then  show  “0” 
edema;  group  2,  24  or  21.2  per  cent;  and 
group  3,  49.5  or  72.3  per  cent. 

Only  total  serum  protein  determinations 
were  made  for  two  reasons:  (1)  it  is  always 
the  albumin  fraction  which  is  appreciably 
lowered  and  it  is  this  fraction  which  accounts 
for  the  edema  through  change  in  osmotic 
tension  and  (2)  wartime  shortage  of  labora- 
tory technicians. 

SUMMARY 

1.  A group  of  184  cases  studied  during  food 
rationing  was  compared  with  193  cases 
studied  after  food  rationing  was  discon- 


tinued. No  difference  in  blood  serum  protein 
levels  was  found. 

2.  Only  52  per  cent  of  an  average  group 
of  American  women  had  a total  serum  pro- 
tein level  that  could  be  considered  within 
normal  limits. 

3.  Of  this  group  19  per  cent  had  bodies 
dangerously  depleted  of  proteins  and  were 
not  good  candidates  to  bear  large  families 
of  strong,  healthy  children. 

4.  After  elimination  of  all  controllable  fac- 
tors, 8 per  cent  of  the  normal  protein  group 
had  some  edema,  usually  mild;  78.4  per  cent 
of  the  group  frankly  deficient  in  protein  had 
edema  and  a large  percentage  of  these  women 
had  severe  swelling. 

5.  After  eliminating  as  an  error  the  8 per 
cent  in  the  “normal”  serum  protein  group 
showing  edema  and  adjusting  for  this  error 
in  the  other  groups,  patients  with  serum 
proteins  between  6.0  Gm.  and  5.5  Gm.  per 
100  cc.  of  blood  showed  21.2  per  cent  edema, 
and  the  group  with  serum  protein  levels  of 
5.5  Gm.  and  below  showed  72.3  per  cent 
edema. 

6.  Hemoglobin  determinations  were  found 
to  fall  with  the  serum  protein  level. 

7.  Hematocrit  determinations  and  red  blood 
cell  counts  did  not  seem  markedly  affected. 

8.  Parity  seemed  not  to  alter  findings. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Ralph  Luikart,  Omaha,  Neb.:  The  author  has 
given  a concise  report  of  his  observations  of  the 
relation  of  serum  protein  level  to  pregnancy  edema 
and  the  effect  of  food  rationing  in  415  pregnancies. 
The  report  closely  ties  in  with  the  numerous  ar- 
ticles of  recent  years  setting  forth  additional  reli- 
able clinicajl  evidence  of  the  value  of  controlled 
nutrition  during  pregnancy.  It  is  by  such  clear-cut 
observations  based  on  clinical  and  laboratory  re- 
search that  we  can  best  interest  physician  and 
patient  and  thus  obtain  the  type  of  cooperation  so 
necessary  to  improve  dietary  regimen. 

The  public  has  become  much  better  informed  in 
regard  to  the  value  of  and  need  for  protein.  This 
phase  of  a proper  dietary  system  has  been  brought 
to  the  attention  of  the  American  people  by  the  Coun- 
cil on  Foods  and  Nutrition  of  the  American  Medical 
Association.  Dietary  practices  of  not  only  the  public 
but  the  military  as  well  have  seen  great  progress 
as  the  result  of  medical  research.  During  World  War 
II  evidence  of  nutritional  edema  outside  of  prison 
camps  was  practically  nonexistant  in  comparison 
with  the  record  of  World  War  I.  This  clinical  evi- 
dence has  encouraged  research  which  vastly  strength- 
ened our  present  knowledge  of  the  value  of  proteins 
in  the  human  diet. 

I believe  that  food  rationing  in  the  United  States 
during  World  War  II  made  many  Americans  more 
diet  conscious.  Actually,  paradoxical  as  it  may  seem, 
as  a result  of  the  meat  shortage  many  persons  came 
to  appreciate  the  value  of  protein.  This  fact  alone 
may  account  for  the  lack  of  dietary  disturbance  from 
rationing  during  World  War  I. 

The  author  has  shown  that  if  a person  has  no 
organic  disorder  which  prevents  the  absorption  and 
utilization  of  proteins,  the  serum  protein  level  can 
be  brought  up  to  and  even  surpass  the  critical  level 
of  5.3  Gm.  per  100  cc.  of  blood  and  the  albumin 
fraction  raised  to  or  above  2.9  Gm.  per  100  cc. 

We  have  come  a long  way  from  the  era  when 
proteins  in  general  and  meat  in  particular  were 
condemned  as  poisonous  in  the  event  of  a trace  of 
albumin  in  the  urine. 


ARTHRITIS  AND  RHEUMATISM  FOUNDATION 
A national  foundation  to  promote  the  study  of 
arthritis  and  rheumatic  conditions  has  been  organiz- 
ed under  sponsorship  of  the  American  Rheumatism 
Association  in  cooperation  with  the  National  Arth- 
ritis Research  Foundation,  the  Detroit  Fund  for 
Crippling  Diseases,  and  others,  reports  the  July  24 
issue  of  The  Journal  of  the  American  Medical  As- 
sociation.  Medical  policies  and  activities  will  be  di- 
rected by  a medical  and  scientific  committee,  and 
organization  will  be  along  the  lines  of  such  groups 
as  the  American  Cancer  Society  and  the  National 
Foundation  for  Infantile  Paralysis.  Objectives  of  the 
Arthritis  and  Rheumatism  Foundation  include  sur- 
veys of  the  problem,  graduate  education  of  the  medi- 
cal profession,  education  of  the  public,  research 
fellowships,  and  improved  care  for  those  with 
rheumatic  disease.  Dr.  Paul  Holbrook,  Tucson,  Ariz., 
is  president  of  the  foundation. 


ANTIBIOTIC  DRUGS 

THEIR  USES  AND  ABUSES 

R.  ALLWYN  COOPER,  M.  D. 

AUSTIN,  TEXAS 

The  introduction  of  the  sulfonamides  and 
antibiotics  into  the  physician’s  armamen- 
tarium of  drugs  has  resulted  within  the  past 
decade  in  a miraculous  advance  in  the  treat- 
ment of  infectious  diseases.  The  sulfonam- 
ides are  chemotherapeutic  agents,  and 
since  they  are  so  well  established  and  the 
literature  on  them  is  so  voluminous,  they 
will  not  be  considered  in  this  discussion. 

An  antibiotic  drug,  or  antibiotic,  is  a 
chemical  instrument  of  antibiosis : an  inhibi- 
tory substance,  or  antibacterial  substance, 
produced  by  and  obtained  from  micro- 
organisms. The  field  of  antibiotics  is  so 
large  that  only  the  two  most  commonly  used 
drugs,  penicillin  and  streptomycin,  will  be 
discussed  here.  Both  of  these  drugs,  and 
especially  streptomycin,  are  comparatively 
new,  but  the  literature  on  them  is  profuse, 
with  many  articles  and  ideas  on  their  use 
appearing  in  almost  every  new  medical  pub- 
lication. 

PENICILLIN 

Penicillin  is  without  doubt  one  of  the 
greatest  therapeutic  agents  ever  developed. 
It  has  a powerful  effect  against  a great 
many  bacteria  and  yet  is  comparatively  non- 
toxic to  man.  Every  physician  is  familiar 
with  penicillin  and  its  use,  but  with  a drug 
as  important  as  this  one  is  in  our  daily  prac- 
tice, it  is  well  to  review  occasionally  the 
facts  pertaining  to  it. 

Penicillin  is  exceedingly  effective  for 
staphylococcic  infections,  hemolytic  and 
anaerobic  streptococcic  infections,  clostridial 
infections  (as  an  accessory  to  vigorous  sur- 
gical treatment  and  as  a specific  antiserum 
in  gas  gangrene  and  malignant  edema), 
pneumococcic  infections,  gonococcic  infec- 
tions, meningococcic  infections,  bacillus  an- 
thracis  infections,  and  bacterial  endocarditis 
due  to  susceptible  organisms. 

It  is  effective  in  the  following  diseases,  but 
its  final  position  is  not  definite:  syphilis, 
leptospirosis,  Vincent’s  infections,  rat  bite 
fever  due  to  streptobacillus  moniliformis, 
actinomycosis,  and  diphtheria  (as  a supple- 
ment to  antitoxin). 

Keefer10  calls  penicillin  the  drug  of  choice 
in  all  staphylococcal  infections,  in  all  pneu- 
mococcal infections,  in  hemolytic  strepto- 
coccal infections,  in  gonorrhea  and  syphilis, 
and  in  subacute  bacterial  endocarditis  due 
to  nonhemolytic  streptococci. 

Read  before  the  Section  on  General  Practice,  State  Medical 
Association  of  Texas,  Annual  Session,  Houston,  April  27,  1948. 
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The  introduction  of  penicillin  in  oil  and 
beeswax  has  added  greatly  to  the  ability  to 
treat  ambulatory  patients,  and  patients  in 
the  home  where  proper  nursing  facilities  are 
not  available.  One  injection  of  300,000  units 
of  penicillin  in  oil  and  beeswax  per  day  will 
be  sufficient  for  most  infections.  If  the  na- 
ture of  the  infection  is  such  that  a higher 
blood  level  is  desired  over  the  twenty-four 
hour  period,  1 injection  of  600,000  units  or 
2 injections  of  300,000  units  given  at  twelve 
hour  intervals  may  be  used.  There  is  prob- 
ably a little  more  hypersensitivity  following 
use  of  this  preparation  than  following  use  of 
the  plain  solution,  and  there  may  be  an  occa- 
sional abscess  following  its  use. 

The  introduction  of  buffered  tablets  of 
penicillin  for  oral  use  has  been  another  ad- 
vance. Penicillin  is  absorbed  well  from  the 
digestive  tract,  but  the  acidity  of  the  stom- 
ach tends  to  destroy  the  drug.  It  is  believed, 
therefore,  that  to  secure  a satisfactory  blood 
level  of  penicillin  by  oral  administration,  3 
to  5 times  the  parenteral  dose  must  be  given. 
There  is  general  agreement2’  10, 15,  10  that  this 
form  of  penicillin  is  satisfactory  for  the 
treatment  of  less  severe  infections,  or  for 
completing  the  treatment  of  a more  severe 
infection  after  it  has  first  been  brought  well 
under  control  by  penicillin  parenterally  ad- 
ministered. In  the  more  severe  or  dangerous 
forms  of  infection  penicillin  parenterally 
should  be  used. 

No  general  routine  dosage  schedule  for 
penicillin  can  be  set  up  as  infections  by  dif- 
ferent organisms,  and  at  times  by  the  same 
family  of  organisms,  differ  greatly  in  their 
susceptibility  to  penicillin.  In  general,  it  may 
be  said  that  the  best  policy  in  infections  sus- 
ceptible to  penicillin  is  to  attack  the  infec- 
tion with  massive  doses  at  the  start  and 
maintain  that  dosage  of  penicillin  which  will 
bring  the  infection  under  control  as  quickly 
as  possible.  Fortunately,  the  supply  of  peni- 
cillin is  now  ample,  and  is  not  toxic  to  man 
in  large  doses.  Apparently  the  maximum  tol- 
erated dose  for  penicillin  has  never  been 
determined.  Numerous  accounts  appear  in 
the  literature  where  several  million  units  of 
penicillin  have  been  given  daily,  and  Keefer11 
mentioned  a case  where  a child  3 years  of 
age  received  as  much  as  100,000,000  units  of 
penicillin  a day  for  a period  of  three  weeks 
without  showing  any  signs  of  intoxication. 
Clinical  experience,  the  nature  of  the  infect- 
ing organism,  and  observation  of  the  given 
case  as  it  progresses  will  largely  determine 
the  dosage  of  penicillin  to  be  employed.  It 
will  be  necessary  at  times  to  use  larger  than 
average  dosage  to  control  a given  condition, 


or  to  combine  penicillin  and  sulfonamide  in 
its  treatment. 

Gonorrhea  is  probably  one  of  the  most 
susceptible  of  all  infectious  conditions  to 
penicillin.  It  will  nearly  always  respond 
quickly,  often  within  from  fifteen  to  twenty- 
four  hours,  to  200,000  units  of  penicillin  par- 
enterally, with  the  dosage  schedule  highly 
optional.  An  occasional  case  may  require 
larger  doses.  Penicillin  in  oil  and  beeswax3’ 8 
is  a handy  form  of  the  drug  to  use  in  this 
condition.  Oral  penicillin  is  now  being  used 
in  treating  this  disease,  but  is  probably  not 
so  reliable  as  parenteral  administration.  It 
is  believed  that  all  patients  treated  for  gon- 
orrhea should  have  a careful  follow-up,  in- 
cluding serologic  blood  tests  monthly  for 
three  months,  to  guard  against  masking  a 
case  of  syphilis  by  the  penicillin  adminis- 
tered to  cure  the  gonorrheal  infection. 

In  meningitis,  from  30,000  to  50,000  units, 
or  more,  of  penicillin  parenterally  each  three 
hours  plus  1 or  2 intrathecal  injections  daily 
of  10,000  units  of  penicillin  in  10  cc.  of 
physiologic  saline  solution  will  prove  satis- 
factory against  susceptible  organisms.  The 
intrathecal  injections  of  penicillin  must  be 
employed  because  penicillin  does  not  pass 
readily  from  the  blood  stream  into  the  spinal 
fluid.  It  is  believed  that  the  penicillin  solu- 
tion to  be  injected  intrathecally  should  never 
contain  more  than  1,000  to  2,000  units  per 
cubic  centimeter  because  of  possible  danger 
of  irritation  to  the  central  nervous  system. 
In  meningococcic  meningitis  the  schedule 
given  above  is  effective.  There  is  some  medi- 
cal opinion  that  sulfadiazine  is  the  drug  of 
choice  in  treating  this  condition.  The  main 
objective  of  general  practitioners,  however, 
is  to  give  patients  a quick,  uncomplicated 
recovery.  In  a condition  which  shows  the 
mortality  and  morbidity  of  meningococcic 
meningitis,  it  seems  to  me  that  the  best 
procedure  is  to  combine  the  two  methods  of 
treatment.  I have  seen  several  cases  of  men- 
ingococcic meningitis  treated  by  the  combi- 
nation of  sulfadiazine  and  penicillin,  all  of 
which  were  cured  promptly  without  sequelae. 

Penicillin  is  of  great  value  in  treating 
urinary  tract  infections  due  to  susceptible 
organisms  such  as  staphylococcus  albus  and 
aureus,  streptococcus  fecalis,  hemolyticus, 
and  viridans,  Neisseria  gonorrhoeae,  and 
diphtheroid  bacilli.  The  average  dosage  is 
30,000  units  every  three  hours  until  the  in- 
fection is  controlled.  However,  it  must  be 
remembered  that  this  treatment  does  not 
obviate  the  necessity  for  adequate  surgery 
where  indicated,  removal  of  foreign  bodies, 
and  the  establishment  of  a free  flow  of  urine. 

Everyone  is  aware  of  the  miraculous  re- 
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suits  being  obtained  in  treating  pneumonia 
with  penicillin.  Penicillin  is  truly  a wonder 
drug  in  combatting  this  disease,  which  not 
too  many  years  ago  showed  a high  mortality 
rate  but  which  is  now  easily  controlled.  A 
dosage  of  30,000  units  every  three  hours  is 
usually  sufficient,  but  if  the  disease  appears 
particularly  severe  or  does  not  respond 
readily,  larger  doses  should  be  given. 

Empyema,  infected  joint  cavities,  or  ab- 
scess cavities  may  be  treated  by  first  with- 
drawing any  pus  or  fluid  present  and  then 
instilling  from  50,000  to  100,000  units  of 
penicillin  solution  once  or  twice  daily,  in 
conjunction  with  parenteral  penicillin  where 
indicated. 

Seriofis  infections,  with  or  without  bac- 
teremia, which  are  susceptible  to  penicillin 
should  receive  from  240,000  units  of  peni- 
cillin every  twenty-four  hours  upward  to  a 
much  larger  dose  by  either  intermittent  in- 
tramuscular injections  or  continuous  drip, 
depending  on  the  apparent  severity  of  the 
condition  and  the  resistance  of  the  organism. 

Bacterial  endocarditis  calls  for  large  doses 
of  penicillin,  from  500,000  units  up  to  sev- 
eral million  units  per  twenty-four  hours, 
usually  by  continuous  drip.  The  dosage  here 
must  be  high  and  continued  at  high  level  for 
several  weeks,  first  to  control  the  infection 
and  later  to  prevent  relapse. 

Penicillin  has  proved  valuable  in  eye,  ear, 
nose,  and  throat  conditions.9’  14’  18  These  con- 
ditions respond  well  and  usually  heal  rap- 
idly without  complications.  The  number  of 
necessary  mastoidectomies  has  been  greatly 
reduced,  but  it  must  be  remembered  that  a 
careful  check  on  patients  is  necessary,  and 
surgery  must  be  performed  where  indicated. 
Careless  use  of  penicillin  may  mask  a pro- 
gressing condition. 

Penicillin  has  likewise  proved  of  value  in 
the  field  of  surgery,  but  it  must  be  remem- 
bered that  penicillin  is  an  adjunct  to,  and 
never  a substitute  for,  good  surgical  judg- 
ment and  procedure.  Penicillin  carelessly 
given  may  mask  progressing  surgical  condi- 
tions with  disastrous  results.  Garlock4  called 
attention  to  the  danger  of  penicillin  therapy 
of  acute  appendicitis  and  acute  cholecystitis. 
He  reported  the  case  of  a man  who  was  put 
on  penicillin  therapy  in  the  hospital  for  acute 
cholecystitis.  After  four  days,  during  which 
he  seemed  to  be  recovering  nicely,  operation 
revealed  a perforated  gallbladder  with  peri- 
cholecystic  abscess. 

Although  sufficient  time  has  not  yet 
elapsed  since  the  introduction  of  the  drug  to 
arrive  at  a definite  evaluation  of  its  final 
place  in  the  treatment  of  syphilis,  penicillin 
gives  promise  of  effecting  significant  ad- 


vance in  the  treatment  of  this  disease.  Re- 
ports1- 5-  6’  12-  17  so  far  indicate  that  penicillin 
is  effective  in  treating  almost  all  forms  and 
stages  of  syphilis.  Its  comparative  lack  of 
toxicity  and  ease  of  administration  make  it 
the  outstanding  method  for  rapid  treatment. 
The  acceptance  of  penicillin  treatment  by 
patients  is  better,  so  that  more  patients  will 
probably  complete  this  treatment  than  have 
formerly  finished  older  types  of  therapy. 
The  trend  at  present  is  toward  larger  total 
dosage  in  syphilis,  so  that  most  physicians 
advise  3,600,000  units,  or  more,  for  sero- 
negative primary  cases,  and  5,400,000  units, 
or  more,  for  sero-positive  primary  cases, 
while  patients  whose  disease  is  discovered  in 
later  stages  receive  even  larger  doses.  There 
is  still  much  discussion  as  to  whether  chemo- 
therapy (metals)  and/or  fever  therapy 
should  be  employed  along  with  penicillin. 
Current  reports  seem  to  indicate  that  peni- 
cillin alone  is  effective  in  most  cases  if  used 
in  large  enough  total  dosage;  but,  whether 
it  is  used  alone  or  in  conjunction  with  met- 
allotherapy,  it  should  be  given  in  large  total 
dosage  as  indicated.  Care  must  be  exercised 
in  starting  penicillin  treatment,  especially  in 
later  stages  of  syphilis,  to  avoid  Herxheimer 
reactions. 

Penicillin  has  been  found  useful  in  treat- 
ing diphtheria,  but  the  current  opinion  is 
that  it  should  be  used  only  in  conjunction 
with  antitoxin. 

Penicillin  is  a relatively  safe  drug.  Com- 
paratively few  reactions  occur  from  its  use. 
There  is  danger,  however,  of  creating  a 
sensitivity  by  its  use,  especially  over  a long 
period  of  time,  or  by  using  it  topically  or 
orally.  It  is  poor  policy,  therefore,  to  use 
penicillin  carelessly  or  needlessly  and  thereby 
risk  making  some  patient  sensitive  to  the 
drug,  so  that  it  will  cause  trouble  later  when 
needed  for  a serious  condition.  Reactions  to 
penicillin  are  usually  mild  and  of  the  aller- 
gic skin  reaction  type.  These  reactions  may 
be  immediate,  in  the  first  day  or  two,  or 
delayed,  appearing  from  one  to  as  long  as 
six  weeks  after  treatment  is  started.  Such 
reactions  will  usually  respond  well  to  anti- 
histaminic  preparations  such  as  pyribenza- 
mine  or  benadryl.  In  cases  where  the  severity 
of  the  infection  demands  it,  it  is  often  possi- 
ble to  continue  penicillin  treatment  of  the 
reacting  patient  by  controlling  the  reaction 
with  benadryl.  Some  of  the  delayed  reactions 
are  of  the  serum  sickness  type.  Some  of  the 
allergic  reactions  to  penicillin  can  be  severe, 
and  it  seems  likely  that  with  the  widespread 
use  and  increased  dosages  now  employed, 
more  reactions  will  be  seen,  especially  as 
more  patients  are  sensitized  to  the  drug. 
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STREPTOMYCIN 

The  introduction  of  streptomycin  has  been 
another  great  step  forward  in  treating  in- 
fectious disease.  It  is  of  particular  impor- 
tance because  it  is  active  against  a number 
of  organisms  not  affected  by  penicillin  or 
the  sulfonamides.  In  general  it  may  be  said 
that  streptomycin  is  effective  against  the 
gram-negative  bacilli. 

Streptomycin  has  been  found  effective  in 
the  treatment  of  tularemia;  Hemophilus  in- 
fluenzae infections ; and  urinary  tract  infec- 
tions, meningitis,  and  bacteremia  due  to  sus- 
ceptible strains  of  Escherichia  coli,  Proteus 
vulgaris,  Klebsiella  pneumoniae  (Fried- 
lander’s  bacillus),  Aerobacter  aerogenes, 
Pseudomonas  aeruginosa,  or  Mycobacterium 
tuberculosis. 

It  has  been  found  more  or  less  effective, 
but  its  final  position  is  not  definite,  in  tu- 
berculosis, pneumonia  due  to  Klebsiella  pneu- 
moniae, and  peritonitis,  liver  abscess,  chol- 
angitis, endocarditis,  chronic  pulmonary  in- 
fections, and  empyema  due  to  suspectible 
organisms. 

It  is  of  questionable  value  in  brucellosis, 
typhoid  fever,  and  Salmonella  infections. 

Streptomycin  is  administered  dissolved  in 
sterile  pyrogen-free  distilled  water  or  phys- 
iologic saline  solution.  It  is  usually  given 
intramuscularly  or  subcutaneously.  The  in- 
travenous use  of  streptomycin  is  not  advis- 
able, for  it  is  no  more  effective  than  the 
other  two  methods  and  may  cause  serious 
reactions.  Streptomycin  may  be  injected  in- 
trathecally  in  doses  of  from  50  to  100  mg. 
every  twenty-four  hours.  A solution  of  .5  to 
1 Gm.  of  streptomycin  dissolved  in  from  20 
to  50  cc.  of  saline  solution  may  be  instilled 
into  the  pleural  or  peritoneal  cavity.  Solu- 
tions of  streptomycin,  500  mg.  per  10  cc.  may 
be  nebulized  and  used  for  inhalation  ad- 
ministration, using  1 cc.  of  the  solution  every 
two  or  three  hours.  When  streptomycin  is 
given  orally,  it  is  not  absorbed  in  sufficient 
amount  to  be  of  any  value  systemically,  but 
is  effective  against  susceptible  organisms  in 
the  gastro-intestinal  tract.  Streptomycin 
solutions  containing  from  250  to  500  micro- 
grams per  cubic  centimeter  may  be  used  for 
topical  application  where  indicated. 

The  dosage  of  streptomycin  required  is 
extremely  variable,  and  there  is  no  single 
rule  for  its  determination.  It  must  be  re- 
membered, however,  that  even  susceptible 
organisms  tend  quickly  to  build  up  a fast- 
ness, or  tolerance,  for  the  drug,  and  a suf- 
ficiently large  dosage  must  be  given  to  over- 
come the  organism  and  bring  the  infection 
under  quick  control.  All  authorities  stress 


that  both  before  and  during  the  use  of  strep- 
tomycin the  infecting  organism  should  be 
definitely  identified  and  its  susceptibility  to 
streptomycin  accurately  measured. 

Tularemia  has  been  effectively  treated 
with  streptomycin.11  The  dosage  advised  is 
from  480  mg.  to  1 Gm.  daily  in  divided  doses 
every  three  or  four  hours  for  from  five  to 
seven  days.  In  more  severe  types  of  the  dis- 
ease, it  may  be  necessary  to  give  as  much  as 
2 Gm.  daily  for  seven  days. 

The  use  of  streptomycin13  has  marked  a 
distinct  advance  in  the  treatment  of  menin- 
gitis caused  by  the  gram-negative  bacilli 
and  by  tuberculosis.  The  most  common  con- 
dition occurring  in  this  group  is  meningitis 
caused  by  Hemophilus  influenzae.  Strepto- 
mycin appears  to  be  the  treatment  of  choice 
and  is  capable  of  greatly  reducing  the  mor- 
tality rate  of  this  condition.  Where  the  dis- 
ease is  particularly  severe,  treatment  is 
started  late,  or  the  infecting  organism  shows 
increased  resistance  to  streptomycin,  sulfa- 
diazine should  be  added  to  the  treatment. 
Depending  upon  the  age  of  the  patient,  the 
average  dosage  of  streptomycin  for  menin- 
gitis caused  by  gram-negative  organisms  is 
from  .5  to  2 Gm.  per  day  given  intramus- 
cularly in  divided  doses  every  three  to  six 
hours,  plus  from  25  to  100  mg.  once  daily 
injected  intrathecally  for  from  seven  to  nine 
days.  Streptomycin  seems  to  have  arrested 
the  disease  in  some  cases  of  tuberculous 
meningitis  where  treatment  has  been  con- 
tinued for  a period  of  about  four  months. 
The  incidence  of  neurologic  damage  in  pa- 
tients recovering  from  this  disease  is  high, 
but  at  least  some  patients  have  recovered  on 
this  treatment  from  a condition  which  was 
in  the  past  uniformly  fatal. 

Streptomycin  is  proving  effective  in  treat- 
ing urinary  tract  infections  caused  by  sus- 
ceptible organisms.  It  is  of  particular  value 
because  it  is  effective  against  a number  of 
organisms  which  do  not  respond  to  sulfona- 
mides or  penicillin.  The  average  daily  dos- 
age is  1 to  3 Gm.  in  divided  doses  intra- 
muscularly every  three  hours  for  from  five 
to  seven  days.  In  more  severe  infections, 
larger  dosage  of  streptomycin  may  be  called 
for.  Again  it  must  be  remembered  that  most 
organisms  tend  to  develop  fastness  to  strep- 
tomycin rapidly  unless  it  is  given  in  suffi- 
cient dosage.  Better  results  have  been  re- 
ported when  the  urine  was  first  alkalinized. 
In  mixed  infections,  it  may  be  advisable  to 
combine  penicillin  and/or  sulfonamide  with 
the  streptomycin  treatment.  Any  surgical  or 
urological  procedure  indicated  should  be 
carried  out  before  or  at  the  beginning  of 
treatment  with  streptomycin,  for  foci  of  in- 
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fection  must  be  attended  to  and  any  obstruc- 
tion to  the  free  flow  of  urine  removed  be- 
fore the  treatment  with  streptomycin  will 
be  of  lasting  success. 

Bacteremia  due  to  susceptible  organisms 
is  treated  by  the  intramuscular  injection  of 
a total  daily  dosage  of  from  2 to  4 Gm.  of 
streptomycin  in  divided  doses  every  three 
hours  for  from  seven  to  twelve  days,  depend- 
ing upon  the  severity  of  the  infection  and  its 
response  to  therapy. 

The  final  place  of  streptomycin  in  the 
treatment  of  tuberculosis7  has  not  been 
established  yet  because  of  the  short  time  it 
has  been  in  use.  It  has  been  tried  in  a num- 
ber of  cases  of  all  types  of  tuberculosis,  and 
so  far  the  reports  are  encouraging.  Strepto- 
mycin is  used  as  an  adjunct  to  the  accepted 
methods  of  treatment.  The  exact  dosage  of 
the  drug  has  not  been  definitely  settled,  but 
at  present  it  is  being  given  in  daily  dosage  of 
from  1 to  3 Gm.  intramuscularly  in  divided 
doses  for  about  three  or  four  months.  One 
difficulty  in  treating  tuberculosis  with 
streptomycin  is  the  toxicity  of  the  drug  in 
large  doses  over  a long  period  of  time. 

Streptomycin  therapy  shows  sufficient 
toxicity  to  indicate  that  it  should  be  given 
carefully  and  with  constant  supervision. 
Most  of  the  reactions  seen  are  allergic  and 
are  comparatively  mild  in  nature.  They  con- 
sist of  drug  fever,  skin  rashes,  headaches, 
arthralgia,  and  myalgia.  When  given  in  too 
large  doses,  however,  and  over  a long  period 
of  time  (over  ten  to  fourteen  days),  or  to  a 
patient  with  impaired  renal  function,  the 
drug  may  cause  toxic  reactions  of  the  eighth 
nerve,  varying  from  temporary  disturbances 
of  equilibrium  and  tinnitus  to  permanent  loss 
of  hearing  and  vestibular  function.  This  re- 
action can  be  annoying  to  the  patient,  as  well 
as  embarrassing  to  the  physician,  and  must 
be  constantly  kept  in  mind.  Of  course,  if 
streptomycin  is  being  used  as  a life  saving 
agent,  the  chance  of  having  this  reaction 
occur  can  well  be  accepted.  Cases  have  also 
been  reported  in  which  the  drug  showed 
toxic  effects  on  the  kidneys,  as  indicated  by 
casts  and  hematuria. 

In  treating  an  infection  wiht  streptomycin 
or  with  penicillin,  the  physician  must  be  on 
the  alert  for  the  spontaneous  occurrence  of 
a new  bacterial  infection  caused  by  organ- 
isms not  susceptible  to  the  agent  being  used, 
and  due  to  introduction  of  a new  bacterial 
agent  or  the  overgrowth  of  organisms  for- 
merly present  only  in  small  numbers  because 
of  the  altered  bacterial  flora. 

Finally,  it  should  be  emphasized  that 
neither  penicillin  nor  streptomycin  is  effec- 
tive against  virus  infections. 


ABUSES 

Many  abuses  exist  in  the  use  of  the  anti- 
biotic and  sulfonamide  drugs.  Some  of  these 
abuses  can  and  should  be  remedied.  Some  of 
the  abuses,  questionably  classed  as  such,  will 
for  various  reasons  continue  to  exist. 

Probably  the  worst  abuse  of  these  drugs 
is  the  tendency  to  neglect  making  a defi- 
nite, complete,  and  accurate  diagnosis  of  the 
patient’s  condition  or  other  determination 
of  indications  for  the  drugs  before  starting 
treatment.  All  too  often  the  patient  with  an 
acute  infection  is  simply  given  one  of  these 
drugs  without  much  consideration  of  the 
cause  of  the  condition  and  with  nothing  more 
than  the  hope  that  benefit  may  result.  Many 
times  patients  are  given  penicillin  or  sul- 
fonamide for  a week  following  surgery  or 
delivery  simply  because  they  show  an  eleva- 
tion of  temperature,  and  with  no  thought  as 
to  the  cause.  These  drugs  do  not  remove  the 
responsibility  for  making  a diagnosis  but 
rather  increase  the  need  for  accurate  diag- 
nosis of  the  etiology  of  a given  condition, 
since  they  are  specific  drugs  and  are  only  of 
benefit  in  conditions  caused  by  organisms 
susceptible  to  the  drug  used.  It  is  true,  of 
course,  that  extensive  laboratory  determina- 
tions are  not  always  available  to  the  aver- 
age physician,  but  he  may  base  the  use  of 
these  drugs  on  scientific  knowledge,  clinical 
experience,  and  liberal  use  of  “horse  sense.” 

Another  prevalent  abuse  of  these  drugs 
is  their  employment  in  trivial  conditions  and 
in  conditions  where  they  will  be  of  no  help. 
This  not  only  is  expensive  to  the  patient  and 
does  not  help  his  condition,  but  also  may 
sensitize  him  to  the  drug  so  that  it  cannot 
be  used  in  the  future  when  he  sorely  needs 
it  for  some  serious  condition.  This  abuse  is 
particularly  common  in  the  use  of  oral  or 
topical  forms  of  the  drugs  which  lend  them- 
selves to  abuse  by  physicians  or  to  self 
medication  by  the  patient. 

It  is  a mistake  to  use  these  drugs  without 
setting  up  and  maintaining  a proper  dosage 
and  accessory  treatment  schedule,  and  with- 
out supervision  and  precautions  against  com- 
plications. The  patient  may  suffer  harmful 
effects  from  overdosage.  By  insufficient  or 
improper  dosage  the  physician  may  be  cre- 
ating strains  resistant  to  these  drugs. 

Another  danger  frequently  encountered  in 
the  improper  use  of  these  drugs  is  the  mask- 
ing of  undiagnosed  conditions  that  were  not 
adequately  considered  before,  during,  or 
after  treatment.  For  example,  it  has  been 
stated  before  that  syphilis  may  be  masked 
in  treating  gonorrhea  with  penicillin  if 
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proper  serologic  tests  are  not  made  following 
the  treatment. 

It  is  true,  of  course,  that  physicians  are 
forced  into  some  of  these  abuses  by  public 
opinion.  The  public  knows  just  enough  about 
these  drugs  to  feel  that  they  will  cure  any 
condition  and  should  be  used  in  all  cases. 
For  instance,  physicians  know  that  penicillin 
is  not  of  benefit  in  virus  infections;  and  yet 
woe  unto  the  physician  who  loses  a case  of 
virus  pneumonia  without  having  given  the 
patient  penicillin.  The  patient’s  family  would 
demand  it  or  a doctor  who  would  give  it,  and, 
if  it  were  not  used,  would  forever  feel,  and 
loudly  proclaim,  that  the  patient  could  have 
been  saved  by  its  use. 

SUMMARY 

The  paper  reviews  the  indications,  dosage, 
uses,  and  toxic  reactions  of  the  antibiotic 
drugs  penicillin  and  streptomycin.  The 
abuses  of  the  antibiotic  and  sulfonamide 
drugs  are  discussed. 
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106  West  Thirteenth  Street. 

ABSTRACT  OF  DISCUSSION 
Dr.  J.  Edward  Johnson,  Austin:  Dr.  Cooper  has 
emphasized  the  most  important  abuses  of  the  anti- 
biotics, which  may  be  listed  under  the  following 
headings:  (1)  improper  indications,  (2)  wrong  selec- 
tion of  drug  for  organism,  (3)  improper  dosage  or 
schedule,  (4)  neglect  of  indicated  surgery  or  other 
accessory  treatment,  (5)  neglect  of  precautions 


against  complications,  (6)  neglect  of  danger  of 
masked  infections,  and  (7)  neglect  of  danger  of  sen- 
sitization of  patients. 

He  mentioned  the  possibility  of  masking  concur- 
rent syphilis  by  the  use  of  penicillin  in  gonorrhea. 
The  same  danger  exists  in  overlooking  tuberculosis, 
lung  abscess,  or  pulmonary  malignancy.  The  first 
indication  of  tuberculosis  may  be  frequent  attacks 
of  upper  respiratory  infection.  Likewise  the  cough, 
fever,  localized  dullness,  and  expectoration  of  lung 
abscess  may  be  mistaken  for  a small  consolidation 
of  pneumonia,  and,  worst  of  all,  fatal  delay  can  be 
provided  by  the  same  blunder  in  cancer  of  the  lung. 

Much  of  the  confusion  regarding  the  use  of 
streptomycin  in  tuberculosis  has  been  cleared  away 
by  the  report  of  the  Council  on  Pharmacy  and  Chem- 
istry of  the  American  Medical  Association.*  The 
following  points  should  be  emphasized  especially: 

1.  Dosage  should  be  no  more  than  1 Gm.  daily. 

2.  Two  doses  of  .5  Gm.  each  given  twelve  hours 
apart  are  as  effective  as  any  other  schedule. 

3.  Best  indications  for  using  streptomycin  are 
miliary  disease,  moderately  advanced  exudative  le- 
sions, early  tuberculous  pneumonia,  sinus  difficulties 
except  for  empyema,  laryngeal  ulcerative  or  granu- 
lomatous lesions,  meningitis,  and  genito-urinary 
disease,  especially  of  the  bladder,  posterior  urethra, 
or  seminal  vesicles. 

4.  Early  minimal  or  far  advanced  or  fibroid  types 
of  lesions  should  not  be  treated  with  streptomycin. 

5.  Treatment  should  be  terminated  in  a maximum 
of  three  months. 

I think  two  steps  properly  and  promptly  taken 
will  make  unnecessary  the  use  of  penicillin  in  virus 
pneumonia,  influenza,  and  other  conditions  known 
to  be  resistant  to  it  because  of  the  insi'stance  of 
anxious  relatives  of  the  patient.  First,  a careful 
diagnosis  should  be  made.  Second,  the  family  should 
be  taken  into  the  physician’s  confidence.  A sputum 
analysis  and  a roentgenogram  may  be  necessary  to 
confirm  the  clinical  impression,  but  if  there  is  no 
indication  of  a complication  by  an  organism  sensitive 
to  penicillin,  the  mortality  from  virus  pneumonia 
and  influenze  is  too  low  to  justify  surrendering  the 
therapeutic  responsibility  to  anxious  laymen.  To  do 
so  may  be  the  means  of  masking  a dormant  surgical 
condition  or  the  development  of  a complication  not 
yet  evident  that  could  be  diagnosed  better  without 
the  antibiotic. 

Finally,  it  should  be  remembered  that  in  medicine 
no  less  than  in  mechanics,  the  precision  tool  does 
not  replace  the  skilled  worker  but  rather  requires 
for  its  best  application  still  higher  degrees  of  skill. 
In  the  use  of  the  antibiotics  there  is  greater  need 
for  the  fundamentals  of  knowledge  and  training  in 
diagnosis  and  therapeutics  than  ever  before.  To  fail 
in  these  skills  is  to  become  a mere  technician  un- 
worthy of  the  tradition  of  American  medicine. 

^Annual  Report  of  Committee  on  Therapy  and  Subcommittee 
on  Streptomycin,  J.A.M.A.  135:641-643  (Nov.  8)  1947. 


HISTAMINE  THERAPY  OF  MIGRAINE 

Histamine  is  valuable  in  preventing  and  treating 
migraine  headache,  report  Dorothy  Macy,  Jr.,  and 
Bayard  T.  Horton,  physicians  of  the  Mayo  Clinic, 
Rochester,  Minn.,  in  the  July  24  issue  of  The  Journal 
of  the  American  Medical  Association.  In  a study  at 
the  Mayo  Clinic  from  1937  to  1946  histamine  was 
given  by  injecting  beneath  the  skin  and  by  dripping 
into  the  veins.  “The  greatest  improvements  oc- 
curred among  the  patients  receiving  histamine  by 
both  routes,”  the  article  points  out. 

Of  144  patients  98  showed  25  to  100  per  cent  im- 
provement. However  the  treatment  is  not  a cure,  the 
physicians  emphasize. 
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SYPHILIS  FROM  THE  GENERAL 
PRACTITIONER’S  STANDPOINT 

HJALMER  W.  SYBILRUD,  M.  D. 

McAllen,  texas 

The  general  practitioner  is  the  “first  line 
of  defense”  against  syphilis.  It  is  therefore 
highly  important  that  general  practitioners 
keep  well  informed  and  alert  on  this  rather 
common  but  potentially  waning  disease.  I 
say  “waning  disease”  because  there  is  good 
evidence  that  syphilis  can  be  eradicated  in 
the  United  States  if  the  carriers  can  be  iden- 
tified and  made  noninfectious,  which  mod- 
ern treatment  promises  to  do. 

The  Surgeon  General  of  the  U.  S.  Public 
Health-  Service,  Thomas  Parran,  recently 
made  a statement  that  venereal  diseases 
could  be  wiped  out  in  the  United  States  in 
nine  days  if  every  man,  woman,  and  child 
took  penicillin  at  the  same  time  for  nine 
days.  This  is  a bit  optimistic,  even  if  it  could 
be  done,  especially  in  the  states  along  the 
Mexican  border,  since  much  infection  is  con- 
tracted from  exposures  acress  the  border. 
Physicians  of  the  United  States  would  have 
considerable  trouble  in  treating  the  popula- 
tion of  Mexico.  Until  such  time  that  the 
“Parran  treatment”  becomes  practical,  it 
will  continue  to  be  up  to  the  general  practi- 
tioners to  diagnose  and  control  this  infection 
by  treatment  which  is  practical  and  efficient. 

The  Venereal  Disease  Division  of  the  U.  S. 
Public  Health  Service  report  shows  that  only 
25  per  cent  of  those  with  early  syphilis  com- 
plete the  minimum  protective  treatment 
when  arsenicals  and  heavy  metals  are  used, 
but  99  per  cent  who  start  penicillin  treatment 
complete  the  course.  This  report  also  esti- 
mates that  about  three  million  persons  in  the 
United  States  have  syphilis,  in  spite  of  the 
extensive  educational  program  of  the  public 
health  agencies  which  has  been  carried  out 
since  World  War  I. 

DIAGNOSIS 

The  importance  of  early  diagnosis  and 
treatment  in  syphilis  is  self-evident  when  at- 
tention is  directed  to  the  increased  percent- 
age of  cures  if  treatment  is  instituted  before 
the  case  becomes  sero-positive.  Recurrence  in 
the  sero-negative  case  with  a positive  dark- 
field  with  penicillin  treatment  is  practically 
nil  as  compared  to  recurrences  after  the  blood 
becomes  positive  or  the  disease  has  reached 
the  secondary  stage.  As  no  treatment  should 
be  started  in  suspicious  primary  lesions  until 
syphilis  is  proved,  every  general  practitioner 
should  have  available  competent  laboratory 
service  for  darkfield  examinations.  The  more 

Read  before  the  Section  on  General  Practice,  State  Medical 
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convenient  this  service,  the  fewer  primary 
lesions  will  be  missed.  As  it  is  not  practical 
in  general  practice  to  do  darkfield  examina- 
tions, a personal  contact  with  a competent 
pathologist  or  bacteriologist  is  important  in 
order  to  be  sure  the  reports  are  trustworthy. 
I sometimes  question  the  ability  of  some  com- 
mercial laboratories  for  this  important  diag- 
nosis. Serologic  tests  are  less  important  as 
they  can  be  checked  and  rechecked  without 
too  much  loss  of  time. 

The  diagnosis  of  primary  syphilis  is  often 
missed  by  doctors  because  of  a “Pollyanna” 
attitude  toward  a genital  lesion,  probably  the 
result  of  a hesitancy  to  worry  the  patient 
about  such  a “nasty”  disease.  This  attitude 
is,  of  course,  inexcusable  as  physicians 
should  be  scientific  rather  than  consoling  in 
their  approach  to  the  patient. 

Among  the  most  complex  situations  which 
physicians  encounter  when  doing  routine 
serologic  tests  are  the  so-called  false  posi- 
tives which  are  occasionally  found.  While 
these  are  supposedly  common,  in  general 
practice  I think  they  are  rather  rare  because 
general  practitioners  are  not  so  much  con- 
cerned about  Kahn  and  Kolmer  tests  on  pa- 
tients with  malaria  or  any  of  the  acute  in- 
fectious diseases  which  some  authorities 
claim  greatly  increase  the  percentage  of 
biologically  false  positive  reactions.  How- 
ever, general  practitioners  do  occasionally 
find  positive  blood  reactions  without  clinical 
evidence  or  past  history  of  syphilis  which 
tax  their  clinical  judgment  in  determining 
the  course  of  management.  It  is  consoling, 
however,  that  a positive  serologic  blood  test 
does  not  constitute  an  emergency  for  treat- 
ment unless  accompanied  by  clinical  evidence 
of  syphilis.  Time  will  usually  settle  the  ques- 
tion by  repeated  tests.  It  is  unfair  to  the  pa- 
tient to  start  treatment  for  syphilis  on  only 
one  positive  Kahn  test  unless  other  evidence 
of  syphilis  is  present. 

The  cases  of  late  clinical  syphilis  with 
negative  bloods  are  not  such  a problem  as 
they  are  seldom  infectious  and  anti-syphilitic 
treatment  does  not  have  too  much  to  offer. 
This  is  especially  true  in  debilitated  “burnt 
out”  tabes,  advanced  cardiovascular  syphilis, 
and  late  congenital  syphilis. 

TREATMENT 

The  treatment  of  syphilis  is  now  in  a new 
state  of  evolution  and  the  last  word  is  far 
from  written.  Before  the  advent  of  penicillin, 
physicians  had  a definite  program  to  follow 
with  the  assurance  that  the  patient  was  re- 
ceiving the  most  effective  and  efficient  treat- 
ment known.  This  procedure  has  been  anti- 
quated and  the  literature  is  full  of  new  and 
varied  schedules  which  are  being  tried  and 
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investigated  to  determine  the  most  efficient 
for  general  use. 

For  the  time  being  perhaps,  the  most  mod- 
ern and  accepted  schedule  of  treatment  is 
that  recommended  by  the  United  States  Vet- 
erans Administration.  This  schedule,  with 
classification  of  cases,  is  to  be  found  in  The 
Journal  of  the  American  Medical  Association, 
August  30,  1947.  In  brief,  this  schedule  uses 
only  penicillin  in  primary,  tertiary,  and  con- 
genital syphilis  and  combines  mapharsen  and 
bismuth  preparations  with  penicillin  in  sec- 
ondary and  secondary  relapsing  syphilis.  The 
dosage  in  primary  sero-negative  syphilis  is 
3,000,000  units  in  seven  and  one-half  days, 
given  in  sixty  divided  doses.  In  sero-positive 
primary,  early  and  late  latent,  tertiary,  and 
congenital  syphilis,  except  tertiary  neuro- 
syphilis, 6,000,000  units  are  given  in  fifteen 
days.  In  secondary  and  secondary  relapsing 
syphilis,  mapharsen  and  bismuth  are  given 
in  addition  to  6,000,000  units  of  penicillin. 
This  treatment  would  be  much  more  practical 
if  penicillin  in  oil  and  wax  could  be  used,  and 
indications  are  strong  that  this  can  be  done. 

The  treatment  outlined  for  the  Veterans 
Administration  does  not  cover  the  problem 
of  prevention  of  congenital  syphilis.  The  pro- 
phylactic treatment  of  the  syphilitic  pregnant 
woman  is  the  most  important  means  of  pre- 
venting congenital  syphilis.  The  fact  is  rea- 
sonably well  established  that  2,400,000  units 
of  penicillin,  given  in  divided  doses  at  three 
hour  intervals,  in  early  pregnancy  of  the 
syphilitic  woman  will  prevent  syphilis  in  the 
infant.  The  primary  concern  here  is  not  to 
cure  syphilis  in  the  pregnant  woman  but  to 
prevent  it  in  the  off-spring.  Further  treat- 
ment can  be  carried  out  for  the  mother  post- 
partum. The  mother  should  be  observed 
throughout  her  pregnancy  for  evidence  of 
relapse.  If  this  can  be  shown  by  an  increase 
in  titer  in  the  quantitative  Kahn  tests,  she 
should  be  retreated  with  double  the  former 
dose  of  penicillin.  This  is  especially  valuable 
in  the  very  early  cases. 

Only  meager  reports  are  available  regard- 
ing the  value  of  penicillin  in  the  treatment 
of  early  congenital  syphilis.  However,  auth- 
orities are  of  the  opinion  that  response  to 
penicillin  is  as  good  as  to  bismuth  and  ar- 
senical therapy  and  should  be  favored.  The 
dosage  recommended  is  at  least  100,000  units 
of  penicillin  per  kilogram  of  body  weight, 
administered  intramuscularly  in  divided 
doses  over  a period  of  ten  days. 

With  the  modern  treatment  of  syphilis,  the 
follow-up  treatment  cannot  be  over  empha- 
sized. It  will  take  years  before  the  perman- 
ency of  cures  can  be  known.  Authorities  seem 
to  be  of  the  opinion  that  marriage  should  be 


postponed  after  infection  for  at  least  two 
years  after  the  blood  has  become  sero-nega- 
tive and  the  patient  has  been  free  of  clinical 
manifestations.  At  the  end  of  this  probation- 
ary period,  the  spinal  fluid  must  also  be 
negative.  The  psychologic  problem  of  the 
patient  infected  with  syphilis  is  great  and 
one  with  which  the  rapid  treatment  centers 
do  not  concern  themselves.  Here  the  general 
practitioner  can  do  immeasurable  good  in 
guiding  the  worried  and  apprehensive  victim 
back  to  a normal  and  healthy  citizen. 

SUMMARY 

The  general  practitioner  is  important  in 
the  control  and  eradication  of  syphilis.  Early 
diagnosis  and  efficient  treatment  are  the  only 
means  of  control  and  permanent  cure.  Pen- 
icillin treatment  is  rapidly  becoming  the 
treatment  of  choice.  The  schedule  recom- 
mended by  the  Veterans  Administration  is 
mentioned.  Prevention  of  congenital  syphilis 
by  treatment  of  the  syphilitic  pregnant  wom- 
an has  become  an  established  procedure  and 
is  the  duty  of  the  general  practitioner. 

ABSTRACT  OF  DISCUSSION 

Dr.  J.  F.  Lubben,  Jr.,  McAllen:  Since  none  yet 
possesses  the  “microscopic  eye,”  a darkfield  test, 
Frei  test,  and  Ducrey  vaccine  are  indicated  in  all 
penile-labial  lesions. 

Penicillin  is  too  new  definitely  to  evaluate,  but  it 
is  today  undoubtedly  the  most  important  drug  in  the 
treatment  of  syphilis.  The  person  reviewing  the  lit- 
erature can  only  be  impressed  by  variations  in  sched- 
ules and  dosages  advocated.  Significant  is  the  fact 
that  no  doctor  longer  considers  1,500,000  units  ade- 
quate in  any  stage.  Constantly  we  I’ead  of  larger 
dosages  employed,  and  the  pronounced  tendency  to 
use  arsenicals  and  bismuth  in  conjunction  with  pen- 
icillin. 

If  nothing  more,  penicillin  has  certainly  assured  a 
larger  percentage  of  patients  securing  what  their 
doctors  consider  adequate  courses  of  treatment  than 
was  true  when  only  arsenicals  and  bismuth  were 
used. 

In  the  past  two  years  I have  adopted  ambulant 
treatment,  first  using  300,000  units  of  penicillin  in 
oil  and  wax  daily  for  ten  days  and  now  using  pen- 
icillin G.  Each  patient  also  receives  a minimum  of 
5 doses  of  mapharsen  and  5 of  bismuth  thereafter. 
Thus,  a schedule  varying  from  3,000,000  units  of 
penicillin  in  sero-negative  to  4,500,000  or  6,000,000 
units  in  secondary  and  early  latent  cases  has  given 
gratifying  results  as  gauged  by  the  quantitative 
Kahn  test  repeated  every  month  or  second  month. 
Allergic  and  Herxheimer  manifestations  have  been 
noted  but  twice. 


GENERAL  PRACTICE  RESIDENCY  IN  NAVY 
A new  residency  in  general  practice  was  inaug- 
urated in  Naval  hospitals  on  July  1,  announcement 
from  Rear  Admiral  Clifford  A.  Swanson,  surgeon 
general  of  the  Navy  and  chief  of  the  Bureau  of 
Medicine  and  Surgery,  indicates.  Residencies  will  be 
for  three  years,  during  each  year  of  which  medical 
officers  will  receive  six  months  of  training  in  gen- 
eral medicine  and  related  specialties  and  six  months 
in  general  surgery  and  related  specialties. 
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RAPID  TREATMENT  FOR  SYPHILIS  AT 
ROCKY  MOUNTAIN  HOSPITAL, 
OVERTON,  TEXAS 
D.  A.  YORK,  JR.,  M.  D. 

Medical  Director,  Rocky  Mountain  Hospital 
OVERTON,  TEXAS 

Rocky  Mountain  Hospital  at  Overton  is 
one  of  the  three  rapid  treatment  centers  for 
syphilis  located  in  Texas.  It  is  operated  by 
the  Texas  State  Department  of  Health  under 
Dr.  George  W.  Cox,  State  Health  Officer,  in 
cooperation  with  the  U.  S.  Public  Health 
Service.  This  hospital  primarily  serves  forty- 
six  counties  in  the  area ; however,  it  will  ac- 
cept patients  from  any  part  of  Texas.  The 
purpose  of  the  hospital  is  to  help  private  phy- 
sicians and  health  officers  in  caring  for 
indigent  patients  in  need  of  treatment  for 
syphilis.  The  patients  are  furnished  the  en- 
tire cost  of  their  food,  lodging,  and  hospital- 
ization and  are  provided  certain  transpor- 
tation facilities.  Only  those  patients  who 
are  nonpsychotic  and  ambulatory  are  ac- 
cepted for  treatment.  Other  venereal  dis- 
eases such  as  granuloma  inguinale,  lympho- 
granuloma venereum,  and  chancroid  infec- 
tion are  also  accepted  for  treatment  in  the 
hospital.  Patients  suffering  from  gonorrhea 
are  not  accepted  except  in  connection  with 
other  venereal  disease  as  it  is  considered  that 
gonorrhea  can  be  treated  just  as  well  on  an 
out-patient  basis. 

During  the  last  fiscal  year  there  were 
5,416  patients  treated  in  this  hospital,  of 
whom  1,340  were  referred  by  private  doc- 
tors and  4,076  were  referred  by  health  clinics, 
city  courts,  health  officers,  and  representa- 
tives of  the  Venereal  Disease  Division  of 
the  State  Health  Department. 

The  average  stay  in  the  hospital  is  ten 
days.  Every  ten  days  the  various  health 
units  and  clinics  are  notified  that  patients 
will  be  returned  to  them  and  are  requested 
to  have  other  patients  ready  for  transport- 
ing to  the  hospital.  A close  transportation 
schedule  is  maintained  throughout  this  area 
for  cities  and  towns  of  any  size,  and  the 
doctors  in  the  cities  are  acquainted  wfith  the 
time  that  the  busses  and  station  wagons  will 
arrive  to  pick  up  their  patients. 

The  morale  of  the  patients  is  kept  at  a 
high  level.  The  best  quality  of  food  is  furn- 
ished them.  They  have  recreational  facilities 
such  as  baseball,  softball,  movies,  and  lec- 
tures. Church  services  are  held  at  frequent 
intervals.  The  abhorrence  that  is  usually 
associated  with  the  word  syphilis  is  being 
gradually  destroyed.  The  idea  that  the  pa- 
tient is  being  treated  in  a penal  institution 
or  quarantine  hospital  is  being  discouraged. 
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Therefore,  when  the  patient  leaves  this  hos- 
pital and  returns  to  his  home,  he  acts  as  an 
emissary  of  good  will.  As  a result  many 
patients  come  to  the  hospital  who  otherwise 
would  not  have  been  brought  to  treatment. 

One  of  the  most  important  positions  at  the 
rapid  treatment  center  is  that  of  the  inter- 
viewer who  is  responsible  for  interpretative 
interviewing,  education  regarding  venereal 
diseases,  eliciting  information  about  contacts 
from  patients,  and  obtaining  other  factual 
material  that  will  assist  the  field  workers  in 
the  proper  follow-up  of  infectious  syphilis. 
To  aid  in  this  program  moving  pictures  on 
venereal  diseases  are  frequently  shown  to  the 
patients  and  illustrative  pamphlets  are  dis- 
tributed. The  patients  are  lectured  individ- 
ually and  in  groups  and  every  effort  to  obtain 
information  regarding  contacts  is  made  by 
the  interviewer.  A good  interviewer  should 
produce  at  least  three  contacts  per  patient. 
After  a general  meeting,  each  primary,  sec- 
ondary, and  early  latent  patient  is  called  in- 
dividually and  consulted  about  contacts,  af- 
ter he  has  been  assured  that  this  conversation 
is  strictly  confidential.  Some  patients  talk 
fluently,  but  others  are  reluctant  and  sus- 
picious and  require  tactful  handling.  It  is  the 
aim  of  the  hospital’s  educational  program  not 
only  to  stimulate,  but  to  indoctrinate  the 
patient  with  facts  regarding  venereal  di- 
seases that  he  may  in  turn  act  as  a source 
of  education  among  his  associates  upon  his 
return  to  his  community. 

Patients  when  admitted  to  the  hospital  are 
supposed  to  have  two  positive  serologic  tests 
for  syphilis  done  by  the  referring  agent  and 
noted  on  their  admission  forms.  Quantitative 
Kahn  tests  are  done  on  all  patients  upon  ad- 
mission to  the  hospital.  Darkfield,  Ducrey, 
and  Frei  tests  and  smears  for  granuloma 
inguinale  are  done  on  all  patients  with  open 
and  suspicious  lesions. 

TREATMENT  SCHEDULES 

The  treatment  schedules  are  subject  to 
change  from  time  to  time  as  more  approved 
treatments  become  available.  Treatment  has 
recently  been  changed  from  a three  hour 
to  a two  hour  schedule  wherein  40,000  units 
of  penicillin  are  given  every  two  hours  and 
no  mapharsen  or  bismuth  is  employed.  The 
treatment  time  in  the  hospital  is  shortened 
approximately  two  days. 

Primary,  secondary,  early  latent,  and  late 
latent  syphilis  patients  are  given  3,400,000 
units  of  penicillin  administered  in  doses  of 
40,000  units  every  two  hours  for  85  injec- 
tions, over  a period  of  seven  and  one-twelfth 
days. 

Congenital  syphilis  in  patients  under  50 
pounds  of  weight  is  treated  with  20,000  units 
of  penicillin  every  two  hours  for  85  injections 
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over  a period  of  seven  and  one-twelfth  days. 
Patients  of  over  50  pounds  with  congenital 
syphilis  are  given  40,000  units  of  penicillin 
every  two  hours  for  85  injections,  a total 
of  3,400,000  units  of  penicillin,  over  a period 
of  seven  and  one-twelfth  days. 

Central  nervous  system  (asystematic) 
syphilis  is  treated  with  a total  of  6,000,000 
units  of  penicillin  in  doses  of  40,000  units 
every  two  hours  for  150  doses  extended  over 
a period  of  approximately  twelve  and  one- 
half  days.  A spinal  puncture  is  made  six  to 
eight  months  after  rapid  treatment  is  re- 
ceived, since  it  may  take  from  one  to  three 
years  for  spinal  fluid  to  become  normal.  A 
spinal  fluid  examination  is  recommended 
once  every  twelve  months. 

Pregnant  syphilitic  women  are  accepted 
up  to  seven  and  one-half  months  and  are 
given  4,000,000  units  of  penicillin,  admin- 
istered in  doses  of  40,000  units  every  two 
hours  for  100  doses  over  eight  and  one-third 
days. 

Late  cardiovascular  syphilis  is  not  treated 
in  this  hospital.  Other  complications  are 
treated  routinely  according  to  the  above 
schedule.  Proved  contacts  of  infectious  syph- 
ilis are  treated.  However,  no  diagnosis  of 
syphilis  is  made.  Such  patients  are  carried 
as  syphilis  contacts  or  marital  contacts. 

Chancroid. — A skin  test  resulting  in  a 
swollen  area  with  a diameter  of  6 mm.  or 
less  is  considered  negative  for  chancroid. 
Lymph  nodes  are  unilocular,  ulcers  are  pain- 
ful and  dirty.  Genital  ulcers  not  proved  to 
be  other  venereal  diseases  may  be  con- 
sidered as  chancroid.  Patients  with  chan- 
croid are  given  4 Gm.  of  sulfathiazole  per 
day  until  healed.  The  minimum  amount  of 
40  Gm.  is  usually  a total  dosage.  They  are 
given  one  week’s  supply  of  the  drug  upon 
discharge.  These  patients  are  advised  to 
have  serologic  tests  for  syphilis  done  three 
months  after  leaving  the  hospital. 

Lymphogranuloma  Venereum.  — A Frei 
skin  test  is  considered  negative  for  lympho- 
granuloma venereum  if  the  area  of  swelling 
is  less  than  6 mm.  in  diameter,  Patients  with 
this  disease  are  given  sulfathiazole,  4 mg. 
daily  until  healed.  They  are  given  sulfathia- 
zole for  twenty-one  days  and  a seven  days’ 
supply  of  the  drug  to  take  home.  There  is 
no  follow-up  on  lymphogranuloma  venereum, 
but  the  patients  are  requested  to  report  to 
their  clinic  at  frequent  intervals. 

Granuloma  inguinale. — Several  smears  for 
Donovan  bodies  are  done  in  cases  of  sus- 
pected granuloma  inguinale.  Treatment  of 
the  disease  consists  of  streptomycin,  4 Gm. 
daily  in  divided  doses  every  four  hours  for 
five  days,  a total  of  20  Gm.  The  lesions  are 
again  examined  for  Donovan  bodies.  If  the 
Donovan  bodies  are  still  present,  treatment 


is  continued  for  an  additional  five  days.  The 
patients  are  kept  under  observation  until 
complete  epithelization  has  been  noted.  This 
process  usually  takes  an  average  of  from 
fifteen  to  twenty  days. 

Fuadin  is  also  used  in  treating  granuloma 
inguinale.  The  dosage  is  1.5  cc.  intramuscu- 
larly the  first  day,  3.5  cc.  the  second  day, 
5 cc.  the  third  day,  then  5 cc.  every  third  day 
until  40  cc.  are  given.  The  procedure  is  re- 
peated if  necessary. 

There  have  been  few  reactions  following 
the  above  mentioned  schedules.  Herxheimer 
reactions  have  been  rather  frequently  noted. 
The  most  common  reaction  following  the 
administration  of  penicillin  is  urticaria, 
which  readily  responds  to  benadryl.  BAL 
has  been  used  on  several  occasions  for  arseni- 
cal dermatitis  when  the  prescribed  schedules 
included  arsenic  and  bismuth.  The  reactions 
usually  disappear  within  forty-eight  hours. 
Headaches  occurring  after  spinal  punctures 
are  frequent.  Forced  fluids,  bed  rest,  and 
intravenous  glucose  usually  suffice.  There 
have  been  several  cases  of  uterine  irritations 
in  pregnancies.  These  seem  to  occur  after 
2,800,000  units  of  penicillin  have  been  given. 
Treatment  has  been  discontinued  in  a few 
cases.  There  have  been  no  miscarriages, 
abortions,  or  premature  births. 

RETREATMENT 

Patients  are  retreated  if  the  titer  level 
of  their  blood  remains  16  Kahn  units  or 
above  over  a period  of  one  year  or  if  the  titer 
of  the  reagin  rises  four  times  higher  than 
the  lowest  point,  using  two  dilutions.  They 
are  retreated  for  a relapse  when  a lesion 
occurs  in  a different  location  and  is  dark- 
field  positive. 

When  a patient  sends  in  a report  of  his 
blood  test  a quantitative  Kahn  test  is  always 
required.  These  reports  are  all  answered. 
If  there  is  an  increase  in  the  titer  level  of 
the  patient’s  blood  over  a period  of  months, 
he  is  advised  that  further  treatment  is 
necessary.  If  the  titer  level  of  his  blood  is 
declining  in  an  orderly  manner  towards 
negativity,  he  is  advised  that  no  further 
treatment  is  necessary  at  that  time. 

There  are  discrepancies  in  serologic  inter- 
pretation which  involve  the  rapid  treatment 
centers.  Patients,  particularly  those  with  late 
latent  syphilis,  who  have  received  adequate 
treatment  over  a period  of  years  are  often 
transferred  to  the  hospital  for  rapid  treat- 
ment. Most  of  these  patients  are  Wasser- 
mann-fast  and  their  blood  will  continue  to 
be  positive  probably  as  long  as  they  live. 
Penicillin  will  not  revert  this  type  of  blood 
to  negativity.  “Their  blood  is  being  treated 
and  not  the  patient”  (Moore).  Likewise,  pa- 
tients are  often  returned  to  the  hospital 
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within  a period  of  several  weeks  after  re- 
ceiving rapid  treatment  because  a qualitative 
blood  test  has  been  done  and  their  blood  is 
still  positive.  Their  blood  will  continue  to 
be  positive  to  such  tests  for  several  months, 
sometimes  eighteen  months  and  longer.  Pri- 
mary and  secondary  syphilis  are  the  first 
to  revert  to  negativity,  usually  in  from  four 
to  six  months. 

Until  recently  patients  operating  beauty 
parlors  who  had  completed  rapid  treatment 
but  still  had  positive  blood  tests  were  refused 
renewals  of  their  licenses.  This  practice  has 
been  changed.  Licenses  will  be  issued  by  the 
Cosmetology  Board  upon  certification  of  a 
physician  that  the  patient  is  probably  Was- 
sermann-fast  and  has  received  adequate 
treatment  and  is  now  noninfectious. 

Patients  who  have  received  rapid  treat- 
ment and  are  having  a follow-up  blood  test 
have  been  told  that  they  need  further  treat- 
ment because  their  blood  continued  to  be  posi- 
tive. The  results  of  these  tests  are  seldom  for- 
warded to  the  rapid  treatment  center.  Such 
patients  usually  do  not  have  the  money  for 
further  treatment,  but  they  will  turn  up  on 
their  own  accord  at  the  rapid  treatment  cen- 
ter for  further  treatment.  They  are  submitted 
to  further  serologic  investigation,  and  in  most 
instances  it  is  found  that  the  titer  level  of 
their  blood  is  progressing  toward  negativity 
in  an  orderly  manner  and  no  further  treat- 
ment is  necessary.  They  are  returned  to 
their  homes  where  the  whole  procedure  will 
often  recur.  Patients  are  instructed  to  have 
quantitative  tests  every  two,  four,  six,  nine 
and  twelve  months  after  receiving  rapid 
treatment.  It  is  necessary  for  adequate  fol- 
low-up that  a quantitative  test  be  done  and 
the  results  be  forwarded  to  the  rapid  treat- 
ment hospital. 

For  the  rapid  treatment  center  to  be  most 
effective  it  is  recommended : 

1.  That  quantitative  Kahn  blood  tests  be 
done  on  each  patient  who  has  received  rapid 
treatment. 

2.  That  the  physician  forward  the  results 
of  quantitative  Kahn  tests  to  the  rapid  treat- 
ment center  in  order  that  the  patient’s  card 
may  be  kept  up  to  date. 

3.  That  some  method  be  evolved  whereby 
indigent  patients  may  receive  blood  tests 
in  their  own  locality. 


ABSTRACT  OF  DISCUSSION 
Dr.  R.  S.  Lloyd,  Austin:  The  rapid  treatment 
centers  are  considered  one  of  the  strong  phases  of 
the  venereal  disease  program  for  the  control  of 
syphilis.  Set  up  as  they  are  now  functioning,  they 
remove  from  public  contact  cases  of  infectious 
syphilis,  and  the  patients  are  quickly  made  non- 
infectious. Opportunity  is  given  for  repeated  inter- 
views with . the  patients  that  their  contacts  may 
be  followed  up  roY-'J  diagnosis;  and  treatment.  The 
programs  i o£  the  centers  educate  the  patient  re- 
garding' fh'e' cause;  the-  spread,  and  the  ravaging 
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results  of  the  venereal  diseases;  they  stress  the 
importance  to  the  patient  of  reporting  to  a doctor 
immediately  if  venereal  disease  is  suspected,  and 
the  necessity  of  reporting  to  a doctor  for  post- 
treatment follow-uD. 

The  rapid  treatment  center,  by  reducing  the  case 
holding  of  local  clinics,  permits  the  clinic  personnel 
more  time  for  interviewing,  case  finding,  and  diag- 
nosis of  new  cases. 


CARDIOLIPIN  AND  KOLMER  ANTI- 
GENS IN  THE  COMPLEMENT  FIX- 
ATION TEST  FOR  SYPHILIS 
JOHN  A.  KOLMER,  M.  D. 
and 

ELSA  R.  LYNCH,  M.  T.  (ASCP) 

PHILADELPHIA,  PENNSYLVANIA 

In  1941  Pangborn14’  13>  1G-  17-  18-  19  described 
the  isolation  of  a phospholipoid  from  beef 
heart  powder,  designated  as  cardiolipin, 
which  was  serologically  active  in  syphilis. 
Although  this  substance  was  found  too  feeble 
in  antigenic  activity  to  be  used  alone  as  anti- 
gen in  serum  tests  for  this  disease,  when  sen- 
sitized with  lecithin  (also  isolated  from  beef 
heart  powder)  and  cholesterol,  the  mixture 
was  found  to  be  sufficiently  antigenic.  Since 
then  it  has  been  found  necessary,  however, 
to  determine  the  amounts  of  cardiolipin, 
lecithin,  and  cholesterol  to  be  employed  as 
antigen  in  different  complement  fixation 
and  flocculation  tests. 

CARDIOLIPIN  ANTIGENS 
In  December,  1947,  we  determined  the 
antigenicity  and  anticomplementary  activity 
of  39  different  combinations  of  cardiolipin, 
lecithin,  and  cholesterol  as  antigens  in  the 
Kolmer  complement  fixation  test,  along  with 
their  capacity  for  producing  prezone  reac- 
tions.11 The  results  of  this  study  showed  that 
cardiolipin-lecithin-cholesterol  combinations 
of  0.03-0.05-0.3,  0.03-0.05-0.6,  0.03-0.05-0.9, 
0.6-0.05-0.6,  0.06-0.05-0.9,  and  0.0175- 
0.0875-0.3  may  be  employed  as  antigens  in 
dose  of  0.5  cc.  of  1:150  dilutions.  In  general 
terms,  an  antigen  prepared  of  0.03  per  cent 
cardiolipin,  0.05  per  cent  lecithin,  and  0.6 
per  cent  cholesterol  was  preferred  as  a mix- 
ture of  maximum  sensitivity  consistent  with 
specificity  in  tests  with  sera  and  spinal 
fluids.  Since  then  this  combination  has  been 
employed  in  our  routine  tests  and  in  the  1948 
National  Serologic  Evaluation  Survey. 

IMPROVED  KOLMER  ANTIGEN 
The  original  Kolmer  antigen  (a  choles- 
terolized  and  lecithinized  alcoholic  extract 
of  beef  heart),  described  in  1922,  was  pre- 

From  the  Research  Institute  of  Cutaneous  Medicine  and  the 
Department  of  Bacteriology  and  Immunology,  Temple  University 
School  of  Medicine. 
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pared  by  extracting  25  Gm.  of  beef  heart 
powder  with  200  cc.  of  ether,  followed  by 
extraction  with  ethyl  alcohol  and  sensitiza- 
tion of  the  alcoholic  extract  with  acetone- 
insoluble  lipoids  and  0.2  per  cent  choles- 
terol.15 In  1935  an  alternate  method  was  de- 
scribed in  which  30  Gm.  of  beef  heart  pow- 
der were  extracted  with  100  cc.  of  acetone 
for  five  days,  instead  of  with  ether  as  in  the 
original  method,  followed  by  extraction  of 
the  tissue  residue  with  ethyl  alcohol  and 
sensitization  of  the  alcoholic  extract  with 
acetone-insoluble  lipoids  and  0.2  per  cent 
cholesterol.7  This  change  in  technique  was 
based  upon  the  observation  that  extraction 
of  beef  heart  powder  with  acetone  prior  to 
the  alcoholic  extraction  tended  to  reduce  the 
nonspecific  activity  of  the  antigen,  which  is 
also  indicated  by  the  fact  that  beef  heart 
powder  from  which  cardiolipin  and  lecithin 
are  prepared  is'  first  liberally  extracted  with 
acetone. 

Further  confirmation  of  the  advisability 
of  thoroughly  removing  the  acetone-soluble 
lipoids  was  supplied  when  in  November, 
1946,  we  were  informed  by  Dr.  George  W. 
Cox  that  K.  C.  Knolle,  serologist  in  the  Bu- 
reau of  Laboratories  of  the  Texas  State  De- 
partment of  Health,  had  observed  that  the 
anticomplementary  effects  of  the  antigen 
were  still  further  reduced  by  washing  the 
acetone  extracted  powder  on  the  filter  three 
times  with  acetone  before  the  residue  was 
dried,  followed  by  extraction  with  ethyl  alco- 
hol and  sensitization  of  the  alcoholic  extract 
with  acetone-insoluble  lipoids  and  0.2  per 
cent  cholesterol. 

We  have  been  able  to  confirm  these  ob- 
servations although  antigens  prepared  in 
this  manner  were  found  somewhat  less  sen- 
sitive in  the  Kolmer  complement  fixation 
test,  indicating  that  the  thorough  prelimi- 
nary extraction  of  acetone-soluble  lipoids 
from  beef  heart  powder  not  only  reduces  the 
incidence  of  nonspecific  reactions,  but  the 
incidence  of  true  syphilitic  reactions  as  well. 
Furthermore  and  quite  unexpectedly,  anti- 
gens prepared  of  acetone  extracted  beef 
heart  powder,  followed  by  alcoholic  extrac- 
tion of  the  residue,  have  shown  more  prezone 
reactions  with  human  sera  and  more  falsely 
positive  reactions  with  normal  spinal  fluids 
than  the  original  Kolmer  antigen  in  which 
beef  heart  powder  was  first  extracted  with 
ether  followed  by  extraction  of  the  residue 
with  alcohol. 

In  1939  Giordano  and  Carlson3  observed 
that  the  sera  of  some  guinea  pigs  apparently 
contains  a substance  which  fixes  or  inacti- 
vates complement  in  the  presence  of  antigen 
at  refrigerator  temperature,  with  the  sug- 


gestion that  each  guinea  pig  serum  employed 
as  complement  be  subjected  to  preliminary 
testing  before  use  in  the  Kolmer  complement 
fixation  test.  These  observations  were  con- 
firmed by  Kolmer  and  Lynch,9  who  thought 
this  phenomenon  was  responsible  for  prezone 
or  nonspecific  complement  fixation  reac- 
tions sometimes  observed  in  complement 
fixation  tests,  especially  with  spinal  fluids. 
The  investigations  of  Harris,4  however,  in- 
dicated that  these  nonspecific  reactions  were 
not  due  to  the  presence  of  a substance  in 
guinea  pig  complement  sera  but  apparently 
to  substances  that  may  be  present  in  some 
antigens  which  we  now  think  may  have  been 
acetone  and  ether-soluble  lipoids.  Boerner  and 
Lukens2  then  found  that  nonspecific  reac- 
tions with  spinal  fluids  could  be  prevented 
by  the  addition  of  0.2  cc.  of  a 50  per  cent 
solution  of  egg  albumin  in  saline  solution, 
in  the  Kolmer  complement  fixation  test, 
which  was  confirmed  by  Kolmer  and 
Lynch.10 

Under  the  circumstances  we  thought  it 
advisable  to  return  to  the  original  method 
of  preparing  Kolmer  antigen  with  two  modi- 
fications, namely,  (1)  the  thorough  pre- 
liminary extraction  of  beef  heart  powder 
with  acetone  before  extraction  of  the  tissue 
residue  with  ether,  followed  by  extraction 
with  ethyl  alcohol,  and  (2)  the  restoration 
of  sensitivity  lost  with  the  removal  of  the 
acetone  and  ether-soluble  lipoids  by  increas- 
ing the  cholesterol  content  from  0.2  to  0.4  per 
cent.  With  this  improved  antigen  we  have 
found  it  unnecessary  to  pre-test  complement. 
Furthermore,  prezone  reactions  with  human 
sera  have  been  practically  eliminated  and  it 
has  been  found  unnecessary  to  use  egg  al- 
bumin for  the  prevention  of  falsely  positive 
reactions  with  normal  spinal  fluids.12 

The  details  of  preparation  are  as  follows : 

1.  Weigh  out  30  Gm.  of  beef  heart  powder  (Bacto 
beef  heart,  prepared  by  the  Difco  Laboratories  of 
Detroit,  is  recommended). 

2.  Transfer  to  a flask  fitted  with  a glass  stopper 
or  tin  foil  covered  cork. 

3.  Add  100  cc.  of  chemically  pure  acetone. 

4.  Stopper  tightly  and  mix  thoroughly. 

5.  Keep  at  room  temperature  for  two  days, 
shaking  briefly  each  day. 

6.  Filter  through  fat-free  paper,  with  slight 
squeezing  of  the  tissue,  and  discard  the  filtrate, 

7.  Transfer  the  residue  to  the  flask,  add  100  cc. 
of  chemically  pure  acetone,  stopper  tightly,  mix 
thoroughly,  and  keep  at  room  temperature  for  two 
days,  shaking  briefly  each  day. 

8.  Filter  through  fat-free  paper,  with  slight 
squeezing  of  the  tissue,  and  discard  the  filtrate. 

9.  Dry  the  residue  in  the  air  until  free  of  ace- 
tone and  return  it  to  a clean  flask.  ■ ftrt 

10.  Add  200  <*e.  'stopper  tightlyramix 

thoroughly,  and  keep  at  room  temperature  for  tbffiee 
days,  shaking  brjefly;eslcliVtlay.  S S»  * 
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11.  Filter  through  fat-free  paper  with  slight 
squeezing  of  the  tissue. 

12.  Dry  the  residue  in  the  air  until  free  of  ether 
and  return  it  to  a clean  flask. 

13.  Add  100  cc.  of  chemically  pure  absolute  ethyl 
alcohol. 

14.  Stopper  flask  tightly  and  mix  thoroughly. 

15.  Store  at  room  temperature  for  five  days, 
shaking  each  day. 

16.  Filter  through  fat-free  paper,  with  slight 
squeezing  of  the  tissue. 

17.  Measure  the  filtrate  and  filter  sufficient  ab- 
solute ethyl  alcohol  through  the  tissue  to  make 
100  cc. 

18.  Weigh  out  0.4  Gm.  of  cholesterol  and  dissolve 
in  10  cc.  of  ether. 

19.  Add  to  the  100  cc.  of  alcoholic  filtrate. 

20.  Shake  thoroughly  and  place  in  a water  bath 
at  55  C.  for  one  hour  to  aid  solution. 

21.  Allow  to  stand  at  room  temperature  for  two 
days,  shaking  briefly  each  day. 

22.  Filter  through  fat-free  paper. 

23.  Store  the  antigen  at  room  temperature  in  the 
dark  in  a tightly  stoppered  bottle.  Do  not  disturb 
any  sediment  which  may  be  present. 

As  originally  prepared,  antigenic  sensi- 
tivity was  slightly  increased  by  sensitizing 
with  acetone-insoluble  lipoids,6’ 13  but  we 
now  prefer  to  omit  this  step  since  the  cho- 
lesterol has  been  increased  from  0.2  to  0.4 
per  cent ; otherwise,  this  increased  sensitiza- 
tion may  be  accomplished  as  follows: 

1.  Steps  1 through  17  as  above. 

2.  Save  the  ether  extract  used  in  the  prepara- 
tion of  the  antigen  in  steps  10  and  11. 

3.  Place  in  an  evaporating  dish  and  concentrate 
to  about  one-fifth  volume. 

4.  Add  from  3 to  6 volumes  of  acetone. 

5.  Mix  and  set  aside  overnight. 

6.  Remove  supernatant  acetone  and  store  the 
residue  of  acetone-insoluble  lipoids  in  the  refrigera- 
tor. 

7.  Dissolve  0.4  Gm.  of  cholesterol  and  the  ace- 
tone-insoluble lipoids  in  10  cc.  of  ether. 

8.  Add  to  the  100  cc.  of  alcoholic  filtrate;  stop- 
per tightly,  and  shake  thoroughly. 

9.  Place  in  a water  bath  at  55  C.  for  one  hour 
to  aid  solution. 

10.  Allow  to  stand  at  room  temperature  for  two 
days,  shaking  briefly  each  day. 

11.  Filter  through  fat-free  paper. 

12.  Store  at  room  temperature  in  the  dark.  Do 
not  disturb  any  sediment  which  may  be  present. 

COMPARATIVE  SENSITIVITY 

In  the  1944  National  Serologic  Evaluation 
Survey,  Harris  and  Portnoy5  stated  that  a 
cardiolipin  antigen  (0.03-0.05-0.3)  had  a 
sensitivity  rating  of  83.2  per  cent  and  a Kol- 
mer  antigen  a rating  of  83.6  per  cent  in 
Kolmer  complement  fixation  tests  conducted 
with  the  sera  of  syphilitic  donors;  in  our 
laboratory  the  Kolmer  test  had  a rating  of 
85.5  per  cent.  In  the  1946  survey,  the  Kolmer 
test  conducted  in  our  laboratory  had  a rating 
of  88.4  per  cent,  and  the  New  York  State 
Department  of  Health  laboratory  a rating 
of  85.0  per  cent  in  a flocculation  test  con- 
ducted with  cardiolipin  antigen.  In  the  1947 
survey,  the  Kolmer  test  conducted  in  our 


laboratory  had  a rating  of  83.7  per  cent  while 
the  YDRL  slide  flocculation  test  conducted 
with  cardiolipin  antigen  had  a rating  of  85 
per  cent  and  the  New  York  State  Depart- 
ment of  Health  laboratory  a rating  of  75.0 
per  cent  in  a flocculation  test  conducted  with 
cardiolipin  antigen.  Andujar  and  his  col- 
leagues1 have  recently  reported  that  cardio- 
lipin antigen  (0.03-0.05-0.3)  gave  74.4  per 
cent  positive  reactions  with  the  sera  of  3,855 
syphilitic  patients  in  the  Kolmer  complement 
fixation  test,  while  Kolmer  antigen  gave 
70.7  per  cent  positive  reactions.  In  a series 
of  comparative  tests  with  cardiolipin  and 
Kolmer  antigens  by  Shaw20  both  yielded  posi- 
tive reactions  with  467  sera,  with  5 possible 
falsely  positive  reactions  with  both  antigens ; 
negative  reactions  were  observed  with  both 
antigens  with  416  sera. 

In  our  laboratory,  during  the  past  three 
months,  592  sera  have  been  tested  with  car- 
diolipin antigen  (0.03-0.05-0.6)  in  dose  of 
0.5  cc.  of  1:150  dilution  and  with  improved 
Kolmer  antigens  in  dose  of  0.5  cc.  of  1:600 
dilution;  221  or  37.3  gave  positive  reactions 
with  cardiolipin  antigen,  and  213  or  36.1  per 
cent  positive  reactions  with  Kolmer  antigens. 
Under  the  conditions  it  appears  that  cardio- 
lipin and  Kolmer  antigens  are  closely  simi- 
lar in  antigenic  sensitivity  although  the 
former  may  give  from  1.0  to  1.5  per  cent 
more  positive  reactions  with  the  sera  of 
syphilitic  donors.  In  our  laboratory,  how- 
ever, both  antigens  have  given  from  5 to  6 
per  cent  more  positive  reactions  with  the 
sera  of  syphilitic  donors  than  the  Kahn 
standard  test,  but  about  the  same  percent- 
age of  positive  reactions  as  the  Mazzini  test 
if  + and  -] — \-  reactions  are  interpreted  as 
positive. 

COMPARATIVE  SPECIFICITY 

With  the  sera  and  spinal  fluids  of  pre- 
sumably normal  nonsyphilitic  donors,  Kol- 
mer  complement  fixation  tests  conducted 
with  cardiolipin  and  Kolmer  antigens  have 
given  practically  100  per  cent  negative  re- 
actions. Certainly  this  has  been  observed 
with  improved  Kolmer  antigen  during  the 
past  three  months  in  our  laboratory. 
Andujar  and  his  colleagues1  have  observed 
similar  results  since  both  antigens  gave  only 
0.031  per  cent  falsely  positive  reactions  in 
routine  tests  with  the  sera  of  11,623  pre- 
sumably normal  nonsyphilitic  donors. 

We  have  not  had  sufficient  experience 
with  comparative  tests  in  malaria.  Stout,21 
however,  has  reported  that  in  multiple  tests 
in  a series  of  cases,  Kolmer  complement  fixa- 
tion tests  employing  cardiolipin  antigen 
(0.03-0.05-0.3)  gave  36  per  cent  positive  or 
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doubtful  reactions,  while  Kolmer  antigen 
gave  19  per  cent  with  an  incidence  of  51  per 
cent  Kahn  reactions,  45  per  cent  Mazzini  re- 
actions, and  26  per  cent  reactions  with  cardi- 
olipin  flocculation  tests.  Andujar  and  his  col- 
leagues,1 in  comparative  tests  with  the  sera 
of  31  cases,  have  reported  positive  reactions 
with  12  using  Kolmer  antigens  and  with  6 
using  cardiolipin  antigens.  We  have  likewise 
not  had  experience  with  the  sera  of  pre- 
sumably nonsyphilitic  lepers,  but  from  the 
results  observed  with  flocculation  tests  with 
cardiolipin  antigens  in  this  disease,  it  is  like- 
ly that  the  incidence  of  falsely  positive  re- 
actions will  be  found  somewhat  lower  than 
observed  with  improved  Kolmer  antigen. 

In  12  cases  of  infectious  mononucleosis 
falsely  positive  reactions  were  observed  with 
cardiolipin  antigen  in  2,  and  in  1 using 
Kolmer  antigen.  In  vaccinia,  viral  pneumonia, 
and  upper  respiratory  tract  infections  the 
incidence  of  falsely  positive  reactions  with 
cardiolipin  antigen  has  been  practically  the 
same  as  observed  with  improved  Kolmer 
antigen  in  complement  fixation  tests.  Shaw20 
stated  that  cardiolipin  antigen  was  more  sen- 
sitive than  Kolmer  antigen  in  comparative 
tests  with  icteric  sera  in  5 cases  of  syphilis 
showing  the  presence  of  small  amounts  of 
reagin. 

Under  the  circumstances  it  appears,  insofar 
as  the  Kolmer  complement  fixation  test  is 
concerned,  that  the  sensitivity  of  cardiolipin 
and  improved  Kolmer  antigens  in  the  sero- 
logic diagnosis  of  syphilis  is  closely  similar; 
cardiolipin  antigen  may  give  a positive  or 
doubtful  reaction  in  occasional  cases  in  which 
a negative  reaction  is  secured  employing 
Kolmer  antigen,  or  the  reverse  may  occur. 
With  the  sera  and  spinal  fluids  of  presumably 
normal  nonsyphilitic  persons,  both  antigens 
have  yielded  almost  100  per  cent  negative  re- 
actions. In  malaria,  however,  Kolmer  tests 
conducted  with  cardiolipin  antigen  may  be 
expected  to  give  a lower  percentage  of  bio- 
logic falsely  positive  reactions  than  Kolmer 
antigen ; for  this  reason  cardiolipin  antigen 
is  to  be  preferred  in  those  districts  where 
malaria  is  prevalent  and  endemic.  In  viral 
pneumonia,  upper  respiratory  tract  infec- 
tions, vaccinia,  and  so  forth,  biologic  falsely 
positive  and  doubtful  reactions  occur  with 
both  antigens  although  it  is  likely  that  their 
incidence  may  be  somewhat  lower  in  Kolmer 
complement  fixation  tests  conducted  with 
cardiolipin  antigen  than  with  the  improved 
Kolmer  antigen.  Both  antigens  have  likewise 
given  about  the  same  percentage  of  positive 
Kolmer  complement  fixation  reactions  with 
the  sera  of  normal  rabbits,  although  in  com- 
parative tests  with  the  sera  of  42  animals 


cardiolipin  antigen  gave  stronger  reactions 
in  about  10  per  cent.  With  either  antigen, 
therefore,  a special  technique  must  be  em- 
ployed in  Kolmer  complement  fixation  tests 
with  rabbit  sera  in  order  to  avoid  these 
falsely  positive  or  nonspecific  reactions.8 

CONCLUSIONS 

1.  Kolmer  antigen  for  use  in  the  comple- 
ment fixation  test  for  syphilis  has  been  im- 
proved by  changes  in  the  technique  of  its 
preparation. 

2.  Cardiolipin  antigen  in  the  Kolmer  com- 
plement fixation  test  is  slightly  more  sensi- 
tive than  improved  Kolmer  antigen  although 
the  incidence  of  positive  and  doubtful  re- 
actions in  this  disease  is  closely  similar  with 
both  antigens. 

3.  Both  antigens  give  practically  100  per 
cent  negative  reactions  in  the  Kolmer  com- 
plement fixation  test  employing  the  sera 
spinal  fluids  of  presumably  normal  non- 
syphilitic persons. 

4.  Cardiolipin  antigen  probably  gives  a 
lower  incidence  of  falsely  positive  and  doubt- 
ful reactions  in  malaria  than  the  improved 
Kolmer  antigen  and  may  be  preferred  in  the 
conduct  of  Kolmer  complement  fixation  tests 
in  those  localities  where  malaria  is  endemic 
and  prevalent. 

5.  Both  antigens  give  biologic  falsely 
positive  and  doubtful  reactions  in  leprosy, 
viral  pneumonia,  upper  respiratory  tract  in- 
fections, vaccinia,  and  so  forth,  as  well  as 
with  normal  rabbit  sera. 
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LABORATORY  ASPECTS  OF  CERTAIN 
" TROPICAL  DISEASES 

THOMAS  B.  MAGATH,  M.  D.,  Ph.D. 

Division  of  Clinical  Laboratories,  Mayo  Clinic 
ROCHESTER,  MINNESOTA 

The  worldwide  dispersal  of  members  of 
the  American  armed  forces,  and  particularly 
their  relation  to  the  tropical  zone,  has  stimu- 
lated a great  deal  of  thought  and  discussion 
concerning  the  possibility  of  the  implanta- 
tion of  exotic  diseases  into  the  United  States. 
The  evidence  now  available  indicates  that 
this  threat  has  not  been  and  probably  will 
not  be  realized.  However,  because  several 
hundred  thousand  Americans  were  person- 
ally exposed  to  diseases  w7hich  are  either 
absent  from  or  rare  in  this  country  and  be- 
cause the  airplane  will  increase  traffic 
throughout  the  world,  it  is  necessary  that 
physicians  constantly  be  on  the  lookout  to  de- 
tect and  treat  diseases  which  are,  to  a great 
extent,  new  to  them.  Since  for  the  most  part 
these  diseases  can  be  diagnosed  with  absolute 
assurance  only  by  laboratory  procedure,  it 
will  devolve  on  clinical  pathologists  to  make 
the  final  diagnoses;  it  is  hoped  that  the 
anatomic  pathologist  will  rarely  be  needed. 

VIRUS  AND  RICKETTSIAL  DISEASES 
A fairly  large  number  of  virus  and  ricket- 
tisal  diseases  w7ere  encountered  in  the  armed 
forces ; however,  few  persons,  if  any,  arrived 
on  these  shores  still  suffering  from  these  dis- 
eases. Epidemic  typhus  was  most  feared 
but  it  is  not  usually  found  in  the  tropics  un- 
less at  high  altitudes.  The  rarity  with  which 
it  occurred  was  highly  significant.  In  the 
diagnosis  of  the  condition  and  its  related  in- 
fections, endemic  typhus  and  scrub  typhus 
or  tsutsugamushi  disease,  the  laboratory  can 
contribute  to  the  diagnosis  by  a test  of  the 
ability  of  the  serum  to  agglutinate  certain 
strains  of  bacteria  of  the  genus  Proteus.  In 
epidemic  and  endemic  typhus  the  serum  of 
the  patient  frequently  agglutinates  Proteus 

Read  before  the  Section  on  Clinical  Pathology,  State  Medical 
Association  of  Texas.  Annual  Session,  Dallas,  May  6,  1947. 


0X19,  while  in  scrub  typhus  the  serum  ag- 
glutinates Proteus  OXK.  Weak  cross  ag- 
glutination is  sometimes  present  but  the 
most  significant  finding  is  a rising  titer  dur- 
ing the  course  of  the  disease.  Because  in 
Rocky  Mountain  spotted  fever  and  endemic 
typhus  there  is  usually  a positive  agglutina- 
tion test  with  Proteus  0X19,  the  physician 
must  be  on  guard  to  learn  whether  or  not 
the  patient  formerly  had  one  of  these  dis- 
eases as  a result  of  which  he  still  has  a posi- 
tive agglutination  test.  Marked  interstitial 
myocarditis  is  always  present  in  scrub  typhus 
when  death  is  due  to  the  disease.  Com- 
plement fixation  has  recently  been  success- 
fully used  by  Irons,  Murphy,  and  Wolfe5  in 
the  diagnosis  of  Q fever,  but  the  test  is  not 
easy  to  perform. 

The  diagnosis,  from  a laboratory  stand- 
point, of  diseases  of  virus  origin  is  laborious 
and  requires  facilities  not  usually  available. 
For  example,  the  specific  identification  of 
the  viruses  of  psittacosis  and  yellow  fever 
involve  use  of  specific  antigens  for  comple- 
ment fixation  or  animal  passage  of  the  virus 
for  diagnosis.  Of  course  at  necropsy  the 
characteristic  pathologic  lesions  of  the  liver 
are  diagnostic  of  yellow  fever. 

RELAPSING  FEVER 

In  certain  tropical  and  subtropical  coun- 
tries the  occurrence  of  relapsing  fever 
caused  by  Leptospira  is  fairly  common  but 
the  duration  is  self-limited  and  the  chance 
of  finding  the  disease  in  returned  personnel 
is  small.  In  Texas  the  disease  is  rather  com- 
mon in  certain  localities  and  no  doubt  the 
pathologists  of  this  state  are  familiar  enough 
with  methods  of  diagnosis.  The  easiest  and 
most  direct  laboratory  examination  is  by 
staining  a thick  smear  with  Giemsa’s  stain. 
The  slide  should  not  be  fixed,  although  ordi- 
nary thin  smears  stained  by  Wright’s  stain 
usually  reveal  the  organism.  These  methods 
are  more  reliable  than  the  darkfield  method, 
which  in  blood  examination  is  fraught  with 
difficulties  due  to  artefacts  which  resemble 
spirochetes.  In  large  series  of  cases  the 
stained  slides  reveal  more  positive  findings 
than  does  the  darkfield  method. 

MALARIA 

By  all  odds  the  most  important  disease 
which  is  encountered  in  persons  from  the 
tropics  is  malaria.  It  is  important  to  note 
that  with  all  the  agitation  and  writing  rela- 
tive to  this  disease  in  the  past  few  years, 
there  are  many  physicians  and  technicians 
who  as  yet  have  no  idea  what  a so-called 
thick  smear  means  and  have  never  seen  one, 
yet  this  is  the  most  important  diagnostic 
method  available  for  the  detection  of  in- 
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fection  by  plasmodia.  It  is  interesting  that 
the  thick  smear  method  of  diagnosis  was 
devised  by  Ross  in  1895  but  was  neglected 
for  years  until  it  was  used  in  survey  work 
in  the  tropics  comparatively  recently.  The 
method  was  extensively  used  for  survey  and 
diagnostic  work  in  World  War  II. 

It  is  true  that  thin  smears  stained  with 
Wright’s,  Giemsa’s,  or  any  similar  stains  will 
reveal  plasmodia  readily  when  present  in 
large  numbers  and  even  when  present  in 
moderate  numbers  if  a long  and  diligent 
search  is  made.  As  a matter  of  fact  it  is 
frequently  necessary  to  study  the  parasite 
in  thin  films  in  order  to  identify  the  species. 
As  a rule  the  thick  smear  represents  a con- 
centration of  at  least  100  times  that  in  a 
thin  smear,  and  examination  of  150  fields, 
which  can  be  done  in  from  three  to  seven 
minutes,  will  furnish  an  adequate  basis  for 
reporting  the  slide  negative  if  plasmodia  are 
not  found. 

While  the  details  of  the  method  may  be 
had  by  consulting  the  numerous  papers  on 
the  subject,  it  is  important  to  note  the  great 
stress  laid  on  the  matter  of  cleanliness  of  the 
slides  and  on  the  facts  that  several  drops  of 
blood  should  be  used  and  that  the  area  cov- 
ered by  the  blood  should  be  not  greater  than 
about  1 cm.  in  diameter.  After  thorough 
drying,  the  slide  should  be  stained  in  an 
aqueous  solution  of  stain  which  will  lake 
the  erythrocytes  during  the  staining  process. 
The  stain  of  choice  is  Giemsa’s.  A descrip- 
tion of  the  best  method  of  preparation  of  the 
solutions  may  be  found  in  a paper  by  Roe, 
Lillie,  and  Wilcox.10 

All  investigators  in  various  references 
have  indicated  that  the  most  disappointing 
accident  that  may  happen  in  use  of  the  thick 
smear  method  is  the  failure  of  the  smear  to 
stick  to  the  slide.  They  imply  that  this  catas- 
trophe is  caused  by  the  use  of  dirty  slides, 
contact  of  the  slide  with  the  patient’s  skin  or 
staining  before  thorough  drying.  Several 
methods  have  been  proposed  for  the  actual 
making  of  the  smear  but  no  one  implies  that 
this  phase  of  the  procedure  is  critical.  Some 
use  a toothpick;  others,  like  Krauss,6  “with 
the  corner  of  another  slide  spread  the  drops 
of  blood  to  the  size  of  a one  cent  piece  by 
describing  centrifugal  circles.”  As  a matter 
of  fact,  this  is  the  critical  stage  in  the  pro- 
cess, and  unless  the  blood  can  be  made  to  ad- 
here to  the  slide  there  is  no  value  in  the 
method.  It  is  best  to  stir  the  blood  well  with 
whatever  instrument  is  used  so  that  the  area 
of  the  glass  under  the  drop  is  thoroughly  wet 
with  the  blood.  Krauss’  method  is  excellent 
for  this  purpose  and,  if  energetically  car- 
ried out,  will  help  to  throw  the  infected  cells 


to  the  periphery  to  which  the  search  can  be 
limited.  Just  what  factors  are  involved  in 
causing  the  blood  to  stick  to  the  slide  are  un- 
known, but  whatever  they  are,  the  process  of 
stirring  accomplishes  the  result. 

Rather  recently  a number  of  papers  have 
dealt  with  precipitin  and  complement  fixa- 
tion tests  in  which  antigens  made  from  plas- 
modia of  animals  other  than  man  are  used, 
but  at  present  no  such  antigen  is  available 
for  any  use  other  than  restricted  investiga- 
tive procedures.  The  thick  smear  is  still  the 
method  of  choice  for  routine  use  in  diagnosis. 

LEISHMANIASIS 

One  of  the  diseases  which  occurred  in  lim- 
ited incidence  in  our  armed  forces  was  leish- 
maniasis of  the  cutaneous  variety.  In  typi- 
cal cases  a smear  made  by  scraping  the  edge 
of  the  ulcer  will  reveal  Leishman-Donovan 
bodies  if  stained  with  one  of  the  standard 
Romanovsky  stains.  In  relatively  long- 
standing cases  and  in  those  in  which  sec- 
ondary changes  due  to  bacterial  invasion 
have  taken  place,  it  is  best  to  resort  to  a 
cultural  method  as  outlined  by  Packchanian.9 

Sterile  meat  infusion  agar,  which  contains  1.5  to 
2 per  cent  of  agar-agar,  is  cooled  to  45  C.  and  about 
20  per  cent  of  defibrinated  rabbit’s  blood  is  added, 
mixed  well,  poured  into  test  tubes,  and  allowed  to 
solidify  in  a slanted  position.  In  order  to  obtain  a 
large  amount  of  water  of  condensation,  that  is,  about 
0.5  cc.  per  tube,  the  freshly  prepared  tubes  of  me- 
dium are  first  refrigerated  for  several  hours  and 
then  warmed  at  room  temperature.  After  incuba- 
tion overnight  to  assure  their  sterility,  the  tubes  of 
medium  are  stored  in  the  refrigerator  until  ready 
for  use. 

In  order  to  avoid  contamination  of  the  cultures 
with  bacteria  and  molds,  the  lesions  are  painted 
with  tincture  of  iodine  and,  after  removal  of  the 
excess  of  iodine  with  alcohol,  from  1 to  2 cc.  of  ster- 
ile isotonic  solution  of  sodium  chloride  is  injected 
into  the  bordering  inflamed  zone  closely  adjacent  to 
the  ulcerous  center  of  the  lesion.  It  is  desirable  to 
use  a newly  sterilized  needle  and  syringe  for  each 
injection  and  to  introduce  the  solution  into  differ- 
ent parts  of  the  inflamed  margin.  Immediately 
thereafter  a few  drops  of  fluid  are  obtained  by  as- 
piration and  each  sample  of  the  aspirated  fluid  is 
inoculated  into  separate  tubes  of  the  medium.  The 
inoculated  tubes  are  rubber-capped  and  kept  at 
room  temperature  (about  25  C.)  for  about  two  weeks 
before  they  are  examined  for  flagellates. 

Smears  made  from  cultures  showing  a growth  of 
flagellates  are  fixed  with  absolute  methyl  alcohol 
and  stained  by  MacNeal’s  tetrachrome  or  a combi- 
nation of  the  Wright-Giemsa  methods. 

In  the  search  for  parasites  in  kala-azar, 
the  blood  of  the  patient  may  be  cultured  by 
the  method  just  described  or  smear  prepara- 
tions may  be  made  from  the  bone  marrow  or 
from  the  spleen  after  splenic  puncture ; cul- 
tures of  aspirated  material  from  the  bone 
marrow  or  spleen  also  may  be  made.  The 
pathologist  should  be  on  guard  in  examin- 
ing smear  preparations  lest  he  be  confused 
by  the  appearance  of  yeasts  in  the  smears 
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and,  more  particularly,  by  the  presence  of 
Histoplasma.  These  latter  organisms  greatly 
resemble  Leishmania  and  many  errors  have 
been  made  by  mistaking  these  two  forms. 

FILARIASIS 

It  has  been  noted  by  all  those  who  have 
studied  the  patients  who  contracted  filaria- 
sis  during  the  war  that  there  is  little  to  be 
gained  by  further  study  of  the  blood  of  these 
patients  with  a view  to  finding  microfilaria. 
These  organisms  appeared  in  small  numbers 
in  only  a few  patients.  However,  if  patients 
are  suspected  of  having  filariasis  the  only 
way  a positive  diagnosis  can  be  made  is  by 
finding  the  adult  organisms  in  a lymph  node 
by  biopsy  or  by  finding  the  microfilaria  in 
the  bloctd.  Occasionally  a roentgenogram 
may  show  a calcified  adult  organism  in  a 
lymphatic  plexus.  If  the  infection  is  heavy, 
the  organism  may  be  seen  in  a drop  of  capil- 
lary blood,  either  stained  or  unstained.  The 
thick  smear  technique  used  in  the  diagnosis 
of  malaria  is  satisfactory.  If  the  organism 
is  suspected  of  being  Wuchereria  bancrofti 
the  blood  should  be  taken  after  10  p.  m.  and 
before  4 a.  m.,  if  the  thick  or  thin  smear 
method  is  to  be  used.  The  best  method  of 
procedure,  however,  is  to  use  venous  blood 
taken  during  the  daytime  according  to  the 
following  method : 

Two  cc.  of  blood  are  withdrawn  and  divided 
equally  into  two  15  ec.  centrifuge  tubes  which  con- 
tain 4 per  cent  solution  of  acetic  acid.  The  tubes  are 
immediately  shaken  vigorously;  this  is  the  important 
step  in  the  procedure  and  if  the  tubes  are  not  vigor- 
ously shaken  the  erythrocytes  will  not  be  completely 
laked.  The  tubes  are  centrifuged  at  moderate  speed 
for  ten  minutes,  the  supernatant  liquid  is  decanted, 
and  the  sediment  is  examined  under  the  microscope. 

During  the  past  six  or  seven  years  a num- 
ber of  papers  have  appeared  relative  to  the 
use  of  skin  tests  for  the  diagnosis  of  filar- 
iasis. The  antigens  have  been  made  from  va- 
rious microfilaria  obtained  from  animals,  the 
most  common  being  Dirofilaria  immitis  from 
the  dog  as  described  by  Saunders,  Bianco, 
and  Jordan.11  These  antigens  have  been  re- 
ported to  give  a high  percentage  of  positive 
reactions  in  persons  suffering  from  filaria- 
sis ; however,  the  status  of  these  tests  is  still 
obscure.  All  the  general  objections  ' well 
known  with  reference  to  skin  tests  as  diag- 
nostic procedures  apply  to  the  skin  test  for 
filaria  and  in  addition  there  is  evidence  that 
these  species  give  cross  reactions  with  each 
other.  For  example,  antigens  made  from 
Dirofilaria  immitis  give  almost  as  high  an 
incidence  of  reactions  in  persons  with  oncho- 
cerciasis (Bozicevich  and  associates1)  as  do 
antigens  made  from  Onchocerca  volvulus. 
The  fact  that  an  antigen  made  from  Diro- 
filaria immitis  is  used  to  diagnose  Wucher- 


eria bancrofti  should  furnish  evidence 
enough  that  caution  is  needed  in  interpreting 
the  results  of  these  tests. 

Onchocerciasis  can  with  certainty  be  diag- 
nosed by  finding  the  worms  in  the  tumor, 
which  is  readily  excised,  or  by  finding  them 
in  either  fresh  slivers  of  skin  removed  from 
the  face  and  pressed  out  between  slides  or  in 
stained  sections  of  the  skin. 

ENDAMOEBA  HISTOLYTICA 

One  of  the  most  important  laboratory  di- 
agnoses with  relation  to  tropical  diseases  as 
well  as  to  those  of  the  temperate  zone  is  that 
of. infection  with  Endamoeba  histolytica.  In 
spite  of  the  numerous  articles  which  have 
been  published  with  reference  to  diagnosis 
by  cultures  and  complement  fixation,  direct 
examination  of  the  stool  remains  the  stand- 
ard and  only  practical  procedure  available. 

If  the  patient  is  having  loose  stools,  most 
of  the  amebas  appear  in  the  trophozoite 
stage ; however,  if  the  stools  are  formed,  a 
dose  of  Epsom  salts  will  assure  that  the  mo- 
tile form  will  appear.  The  advantage  of  ex- 
amining stools  after  the  administration  of 
salts  is  that  it  is  necessary  to  examine  fewer 
stools  in  order  to  find  the  Protozoa.  Thus, 
in  a large  series,  after  administration  of  Ep- 
som salts  examination  of  a single  stool  will 
yield  positive  results  in  about  75  per  cent  of 
cases,  while  examination  of  3 specimens  from 
a patient  will  yield  positive  results  in  up- 
ward of  96  per  cent.  If  formed  stools  are 
examined,  a single  stool  will  yield  positive 
results  in  about  30  per  cent  of  cases  and  it 
will  require  at  least  ten  stools  in  order  to  ap- 
proach a 90  per  cent  yield.  Dientamoeba 
fragilis  is  especially  difficult  to  find  in 
formed  stools. 

Because  the  cysts  are  found  in  formed 
stools  the  pathologist  should  use  the  zinc  sul- 
fate flotation  method  if  it  is  necessary  to  con- 
centrate the  cysts.  The  technique  is  as  fol- 
lows : 

A 1 in  5 suspension  of  formed  fecal  material  and 
tap  water  is  prepared  and  filtered  through  four 
layers  of  gauze  into  a 13  by  100  mm.  tube  until 
the  tube  is  about  half  full.  The  amount  of  filtrate 
will  be  approximately  4 cc.,  but  the  amount  needed 
will  depend  on  the  heaviness  of  the  suspension;  the 
sediment  after  centrifugation  should  cover  the  bot- 
tom of  the  tube  to  a depth  of  not  more  than  2 mm. 

The  tube  is  filled  with  tap  water  to  within  6 mm. 
of  the  top,  care  being  taken  not  to  overflow  the  tube. 
The  tube  should  be  inverted  to  mix  the  contents 
and  then  centrifuged  one  minute  at  moderately  high 
speed.  The  supernatant  fluid  is  poui'ed  off.  This 
washing  should  be  repeated  two  more  times  or  until 
the  supernatant  fluid  is  clear.  Usually  two  or  three 
washings  are  sufficient. 

The  tube  is  filled  half  full  with  zinc  sulfate  solu- 
tion with  a specific  gravity  of  1.180  (the  zinc  sul- 
fate solution  is  made  by  weighing  out  331  Gm.  of 
zinc  sulfate  plus  7 parts  of  water  and  adding  water 
to  make  1,000  cc.  and  a specific  gravity  of  1.180). 
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The  tube  should  be  agitated  to  mix,  but  not  inverted. 
Zinc  sulfate  solution  is  added  with  a pipet  to  within 
6 mm.  of  the  top  of  the  tube.  The  tube  should  not  be 
inverted  before  it  is  centrifuged  for  thirty  seconds. 

With  a wire  loop  bent  at  right  angles,  3 or  4 loop- 
fuls are  removed  from  the  surface  of  the  liquid  and 
placed  on  a slide,  to  which  are  added  1 or  2 drops 
of  1.5  per  cent  solution  of  iodine  with  potassium 
iodide.  The  slide  is  covered  with  a 22  mm.  square 
no.  2 coverglass  and  examined  under  the  micro- 
scope. 

Standard  textbooks  describe  the  charac- 
teristics of  the  various  cysts  and  trophozo- 
ites of  the  five  amebas  of  man ; however,  it 
should  be  observed  that  three  species  of  ma- 
ture cysts,  including  Endamoeba  histolytica, 
have  four  daughter  cells  and  that  the  cyst  of 
Endamoeba  coli,  at  one  stage  in  its  develop- 
ment, also  has  four  nuclei.  It  is  the  morph- 
ologic characteristics  of  the  cyst  and  not  the 
number  of  nuclei  that  determines  the  species. 

The  examination  of  amebas  in  their  motile 
state  requires  fresh  warm  stools  and  skill  in 
detecting  small  morphologic  details.  The  well- 
described  characteristics  of  these  amebas  are 
not  so  clear  to  the  observer  as  to  the  writer 
of  the  text.  Frequently  resort  must  be  had  to 
slides  stained  with  iron-hematoxylin.  These 
should  be  fixed  in  Schaudinn’s  fluid,  or,  if 
Dientamoeba  fragilis  is  to  be  differentiated, 
in  Bouin’s  fluid.  The  staining  method  of 
choice  is  the  so-called  long  process  with  iron- 
hematoxylin,  and  its  advantages  outweigh 
those  of  the  newly  described  short  processes 
(Magath7) . 

The  pathologist  must  become  familiar  with 
the  low  power  of  the  microscope  in  search- 
ing for  amebas.  It  is  necessary  to  cover  large 
areas  on  slides  in  order  to  find  the  occasional 
parasite.  This  can  only  be  accomplished  by 
using  a magnification  of  100  diameters.  If 
the  examiner  attempts  to  cover  the  field  with 
a higher  magnification,  he  will  not  cover  a 
sufficient  area.  The  higher  power  is  needed 
to  identify  the  parasite  after  it  is  found. 

INTESTINAL  WORMS 

One  of  the  most  important  examinations 
of  persons  who  have  been  in  the  tropics  is 
that  designated  to  detect  intestinal  and  hepa- 
tic worms.  It  is  hardly  necessary  to  point 
out  that  the  gross  examination  of  the  stool 
may  reveal  the  presence  of  tapeworm  seg- 
ments or  Enterobius  vermicularis  and  occa- 
sionally an  adult  Ascaris.  The  other  intesti- 
nal parasitic  worms  will  have  to  be  detected 
by  finding  the  characteristic  ova  or,  in 
Strongyloides  infections,  the  larvae.  If  the 
ova  are  in  abundance  they  will  be  observed 
by  examining  the  stool  directly  under  the 
microscope,  but  if  not,  it  will  be  necessary  to 
resort  to  a concentration  method. 

A great  number  of  these  methods  have 
been  described  and  range  from  simple  sedi- 


mentation in  a conical  glass  to  elaborate  dif- 
ferential centrifugation  in  fluids  of  various 
specific  gravities.  There  are  at  present  two 
basic  methods  which  appear  to  have  advan- 
tage over  other  methods.  One  is  the  zinc  sul- 
fate flotation  method,  already  described,  and 
the  other  is  acid-ether  concentration.  The 
latter  is  simple  and  yields  excellent  results. 
This  test  is  performed  as  follows : 

About  2 Gm.  of  fecal  material  is  emulsified  with 
10  cc.  of  15  per  cent  solution  of  hydrochloric  acid. 
The  material  is  filtered  through  two  layers  of  gauze. 
This  will  result  in  the  collection  of  about  8 cc.  of 
fluid,  which  after  swirling,  should  be  poured  into  a 
15  cc.  centrifuge  tube.  To  this  is  added  7 cc.  of 
ether  and  the  mixture  is  vigorously  shaken.  It  is 
then  centrifuged  for  five  minutes  at  a speed  of  about 
1,500  r.p.m.  All  of  the  fluid,  including  the  fatty  plug, 
is  poured  off,  the  small  sediment  is  obtained  with  a 
capillary  pipet,  placed  on  a slide  with  a coverglass, 
and  examined.  Several  authors  (Hunter,  Ingalls, 
and  Cohen4)  have  advocated  the  addition  of  one  of 
the  wetting  agents,  such  as  Triton  NE,  and  from 
their  reports  this  appears  to  be  justified. 

A number  of  special  methods  of  examin- 
ing for  the  presence  of  intestinal  worms  have 
been  advocated.  For  example,  biopsy  of  tis- 
sue from  the  rectum  (Geib,  Sher,  and 
Cheney)  has  been  advocated  as  a method  of 
diagnosing  Schistosoma  mansoni ; also  a floc- 
culation test  (Brandt  and  Finch)  in  which 
serum  of  the  patient  is  used  with  an  antigen 
prepared  from  adult  worms  and  sensitized 
with  lecithin  has  been  advocated  in  the  same 
infection.  A rectal  scraper  (Weller12)  for  ob- 
taining eggs  of  Schistosoma  mansoni  has  also 
been  devised.  These  same  methods  could  be 


Table  1. — Comparison  between  Acid-Ether  Concen- 
tration and  Nonconcentration  Methods  in  Exam- 
ination  of  Stools  for  Ova  of  Intestinal  Worms. 


Specimens 

Total  examined  

..  580 

465 

43 

Positive  (both  methods,  incomplete  agreement) 

3 

Positive  by  concentration  but  negative  by 

nonconcentration  55 

Negative  by  concentration  but  positive  by 


nonconcentration  14 


Times  various  types  of  ova 

were  found 

(concentration ) 

123 

Times  various  types  of  ova 

were  found 

( non- 

concentration  ) ...  . 

— 

- - 

69 

applied  to  the  study  of  patients  suspected  of 
having  Schistosoma  japonicum.  In  cases  in 
which  an  infection  with  Schistosoma  haema- 
tobium is  suspected  the  urine  should  be  ex- 
amined for  ova  and  in  cases  of  infection  with 
Paragonimus  the  sputum  should  be  exam- 
ined. In  examining  sputum  it  is  desirable  to 
concentrate  it  by  treating  it  first  with  dilute 
solution  of  sodium  hydroxide  and  then  cen- 
trifuging the  specimen. 

In  order  to  test  the  importance  of  concen- 
trating stools  in  the  examination  for  ova,  a 
series  of  580  specimens  were  examined  re- 
cently, first  by  the  method  of  simple  wet 
preparations  on  coverglass  and  then  by  con- 
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centration  by  the  acid-ether  method.  The 
results  are  given  in  table  1.  It  becomes  evi- 
dent that  ova  were  found  almost  twice  as  fre- 
quently by  the  concentration  method  as  by 
the  nonconcentration  method.  Most  of  these 
were  Trichuris  trichiuria  and  hookworm  ova 
which  lend  themselves  particularly  well  to 
this  type  of  concentration.  Had  the  series 
contained  more  cases  of  Schistosoma  infec- 
tion (Mathieson  and  StolP)  the  ova  in  these 
cases  also  would  have  been  found  more  fre- 
quently after  concentration  than  otherwise. 
On  the  other  hand  since  there  is  a strong  ten- 
dency for  Ascaris  eggs  to  be  lost  by  the  con- 
centration method,  it  is  quite  apparent  that 
both  methods  should  be  utilized  in  order  to 
make  the  maximal  number  of  diagnoses. 


SUMMARY 

The  clinical  pathologist  is  the  key  figure  in 
the  diagnosis  of  tropical  diseases.  He  should 
be  thoroughly  familiar  with  the  various 
methods  available  for  diagnosis  and  should 
remember  that  examination  by  the  simpler 
methods  yields  satisfactory  results ; however, 
these  methods  require  skill  and  experience 
and  if  he  is  to  give  satisfactory  service  to  the 
patient,  he  must  perfect  himself  in  them.  Re- 
peated examinations  are  often  necessary  to 
establish  a diagnosis.  In  the  blood,  bodily 
exudates,  and  excreta  there  are  a great  num- 
ber of  objects  that  resemble  parasites  at  dif- 
ferent stages  in  their  life  histories.  The  clin- 
ical pathologist  and  the  technician  must  al- 
ways be  on  guard  lest  these  objects  be  er- 
roneously reported  as  animal  parasites. 
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ABSTRACT  OF  DISCUSSION 

Dr.  John  J.  Andujar,  Fort  Worth:  The  time  of 
collecting  blood  for  laboratory  examination  in  cer- 
tain of  these  diseases  is  particularly  important.  Thus, 
we  are  told  that  the  larvae  of  Wuehereria  bancrofti 
are  in  the  peripheral  blood  at  night,  whereas  the  lar- 
vae of  Loa  loa  are  seen  in  the  peripheral  blood 
mostly  in  the  daytime.  Again,  in  malaria  we  are  oc- 
casionally told  that  there  is  some  specific  time  to 
collect  the  blood  in  relation  to  the  chill.  There  ap- 
pears to  have  developed  a tradition  that  the  blood 
for  plasmodium  examination  should  be  collected  at 
the  height  of  the  chill,  whether  it  is  day  or  night. 
The  scientific  reason,  if  any,  for  this  unfortunate 
tradition  is  obscure,  and  I would  appreciate  Dr.  Ma- 
gath’s  comment  on  this  point. 

Dr.  Magath,  closing:  The  question  relative  to 
filaria  has  been  answered  in  the  text.  If  thick  smears 
are  made  for  plasmodia,  the  time  they  are  made  with 
relation  to  the  symptoms  is  of  little  importance.  In 
general,  parasites  are  more  readily  seen  in  thin 
smears  a few  hours  before  and  after  a chill,  than 
just  at  the  time  a chill  is  taking  place. 
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The  first  cases  of  pheochromocvtoma  were 
reported  in  1897  by  Neusser,14  who  observed 
2 cases  with  the  clinical  picture  of  “cerebral 
hemorrhage”  and  “contracted  kidney”  but 
which  on  autopsy  revealed  a “carcinomatous 
change”  of  the  adrenal  gland.  It  was  con- 
cluded that  the  hyperfunction  of  the  adrenals 
with  an  excessive  production  of  epinephrine 
had  led  to  the  atherosclerotic  changes.  It  was 
not  until  1922,  however,  that  paroxysmal 
hypertension  as  a characteristic  of  chromaf- 
fin tumor  of  the  adrenal  medulla  was  first 
referred  to  by  Labbe,  Tinel,  and  Doumer.s 
Pinoff  and  Shipley13  in  1929  reported  the 
first  case  in  which  a correct  diagnosis  was 
followed  by  successful  operation.  Since  that 
time  a good  many  cases  have  been  diag- 
nosed with  the  successful  surgical  removal 
of  the  tumor. 

The  following  case  is  reported  to  empha- 
size the  syndrome  with  the  clinical  picture 
of  diabetes  mellitus,  paroxysmal  hyperten- 
sion, and  hyperthyroidism,  all  of  which  were 
cured  by  the  surgical  extirpation  of  a tumor 
of  the  right  adrenal  gland. 

CASE  REPORT 

A business  executive,  aged  42  years,  was  referred 
to  one  of  us  (SAF)  on  April  18,  1947,  by  Dr.  Y.  C. 
Smith  of  Corpus  Christi.  Mild  diabetes  was  found 
three  years  earlier  and  a special  diet  without  insulin 
was  prescribed.  On  several  occasions  during  the  two 
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years  previously  the  patient’s  blood  pressure  was 
found  to  be  elevated.  In  recent  months  there  had 
been  “attacks”  of  sudden  weakness  associated  with 
fast  beating  of  the  heart  and  extreme  nervousness. 
Approximately  three  months  ago  he  had  been  ex- 
amined in  a large  Texas  clinic  without  obvious 
relief.  Dr.  Smith  reported  his  blood  Wassermann 
and  Kahn  tests  negative  and  a complete  blood  count 
normal.  Urinalysis  showed  a trace  of  sugar  but  was 
otherwise  normal.  The  basal  metabolic  rate  was 
+27  and  on  another  occasion  +38.  The  blood 
cholesterol  level  was  319  mg.  per  100  cc.  of  blood. 


Fig.  1.  Pyelogram  showing  the  right  kidney  displaced  down- 
ward and  the  upper  pole  laterally  by  a mass  in  the  region  of 
the  right  suprarenal  gland.  The  mass  contains  several  calcific 
deposits. 

A glucose  tolerance  test  (Exton-Rose  2 dose  type) 
showed  the  following:  fasting,  blood  sugar  185  mg. 
per  100  cc.  of  blood,  urine  sugar  negative;  30  min- 
utes, blood  sugar  244  mg.,  urine  sugar  2 + ; 1 hour, 
blood  sugar  318  mg.,  urine  sugar  4+;  2 hours,  blood 
sugar  350  mg.,  urine  sugar  4 + . The  blood  pressure 
was  found  to  be  160/110  and  the  pulse  rate  100,  and 
a fine  tremor  of  the  hands  was  noted.  His  body 
weight  was  155  lbs. 

When  the  patient  was  first  seen,  his  arterial 
pressure  was  190/120  and  180/110,  two  days  later 
it  was  160/100,  and  four  days  later  188/110.  A num- 
ber of  “weak  spells”  occurred  during  the  first  few 
days  of  observation,  and  he  was  rapidly  going  down- 
hill. He  had  lost  33  pounds  in  body  weight  during 
the  preceding  six  months.  On  May  5,  1947,  he  was 
admitted  to  Memorial  Hospital  (Houston)  for  study 
and  the  following  day  he  experienced  a “terrible 
weak  shaky  spell,”  during  which  his  face  was 
flushed.  A marked  tachycardia  was  noted  and  a 
feeling  of  throbbing  and"  fullness  appeared  in  his 
head;  he  became  markedly  apprehensive  and  was 
afraid  of  sudden  death.  The  pulse  was  rapid,  at  130 
beats  per  minute,  regular;  the  blood  pressure  was 


234/150.  The  pupils  were  slightly  dilated  and  the 
picture  of  an  extreme  anxiety  was  present.  After  an 
hour  the  blood  pressure  declined  to  180/110  and  the 
pulse  to  105  beats  per  minute,  accompanied  by  a 
feeling  of  depression. 

The  past  history  was  not  remarkable  except  for 
an  appendectomy  in  1938,  a tonsillectomy  at  the  age 
of  19,  diphtheria  at  the  age  of  18,  and  measles  in 
1943. 

Physical  examination  revealed  the  pupils  to  re- 
act normally;  optic  fundi  were  not  abnormal.  The 
ears,  nose,  and  throat  were  normal.  The  thyroid 
gland  was  not  enlarged  and  no  bruit  was  heard.  The 
lungs  were  normal.  The  heart  was  not  enlarged,  no 
murmurs  were  audible,  the  rate  was  110  beats  per 
minute,  and  the  aortic  second  sound  was  greater 
than  the  pulmonary  second  sound.  Abdominal  ex- 
amination revealed  a palpable  lower  pole  of  the 
right  kidney,  but  no  masses  were  felt.  All  deep  re- 
flexes were  exaggerated,  general  muscular  weak- 


Fig.  2.  Pheochromocytoma  of  the  adrenal  gland. 

ness  was  present,  and  easy  fatigability  was  noted. 
Mental  depression  and  marked  apprehensiveness 
were  also  evident. 

Development  and  Course  in  the  Hospital. — The 
fasting  blood  sugar  was  260  mg.  per  100  cc.  and 
nonprotein  nitrogen  40  mg.  per  100  cc.  on  the  sec- 
ond hospital  day.  The  hemoglobin  was  15.5  Gm.  per 
100  cc.,  red  blood  cell  count  4.930,000,  leukocyte 
count  16,800,  with  neutrophils  68  per  cent,  lympho- 
cytes 30  per  cent,  and  eosinophils  2 per  cent.  The 
urine  specific  gravity  was  1.032  with  a slight  trace 
of  albumin,  sugar  4 + , and  microscopically  rare 
hyalin  cast.  The  basal  metabolic  rate  was  +15.  The 
phenolsulfonphthalein  test  showed  40  per  cent  of 
the  dye  excreted  at  15  minutes,  15  per  cent  at  30 
minutes,  10  per  cent  at  1 hour,  and  5 per  cent  at  2 
hours,  with  a total  of  70  per  cent  in  two  hours.  An 
electrocardiogram  showed  sinus  tachycardia  of  130 
beats  per  minute,  otherwise  normal. 

A diagnosis  of  diabetes  mellitus  and  hyperthy- 
roidism was  made.  The  patient  was  placed  on  a diet 
of  carbohydrate  150  Gm.,  protein  70  Gm.,  and  fat 
100  Gm.  and  was  given  protamine  zinc  protein  20 
units  each  morning.  Adjustment  of  diet  and  insulin 
over  the  period  of  the  next  few  days  did  not  bring 
about  satisfactory  control  of  the  hyperglycemia.  At 
this  time  it  was  decided  to  give  the  patient  thiouracil 
therapy.  The  symptoms  were  not  relieved  and  the 
patient  felt  worse.  He  lost  about  5 or  6 pounds  dur- 
ing the  next  eight  or  nine  days. 

The  paroxysmal  nature  of  the  hypertension  be- 
came more  evident  and  was  associated  with  emo- 
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tional  instability,  flushing  of  the  face,  tremor,  and 
marked  weakness.  On  May  15,  ten  days  after  ad- 
mission, the  possibility  of  pheochromocytoma  came 
to  mind  and  special  studies  were  made  to  detect  its 
presence.  An  intravenous  pyelogram  revealed  nor- 
mal kidney  function  with  well  defined  renal  pelves 
and  calyces.  The  right  kidney  was  displaced  down- 
ward and  the  upper  pole  laterally  by  a mass  ap- 
proximately 4 to  5 cm.  in  diameter  in  the  region  of 
the  right  suprarenal  gland.  This  mass  contained 
several  calcific  deposits  and  is  shown  in  figure  1. 
It  was  considered  unnecessary  to  do  perirenal  aero- 
grams as  the  mass  seemed  so  definite.  Thiouracil, 
diet,  and  insulin  were  continued.  The  basal  metabolic 
rate  was  still  +34  on  May  23.  Pressure  over  the 
adrenal  areas  or  over  the  upper  abdomen  as  well 
as  a forcible  flexion  of  the  thighs  on  the  abdomen 
brought  about  no  significant  blood  pressure  changes. 
The  “histamine  test”  of  Roth  and  Kvale10  was  not 
tried. 

The  patient’s  condition  remained  unimproved,  and 
on  May  28,  an  operation  was  performed  by  Drs. 
J.  P.  Bames  and  Thomas  H.  Guthrie.  Access  to  the 
tumor  was  obtained  by  a high  right  kidney  incision 
with  removal  of  the  right  twelfth  rib.  The  tumor 
was  covered  by  a group  of  large  tortuous  blood  ves- 
sels which  were  carefully  dissected  and  the  capsule 
was  entered.  The  tumor  was  gently  removed  and 
there  was  considerable  oozing  of  blood  which  had  to 
be  controlled  with  “gel  foam”  and  “oxycel.”  The  ac- 
tual blood  loss  at  time  of  operation  was  not  great. 
Surgical  shock  was  not  marked  and  was  readily  con- 
trolled by  the  measures  discussed  below. 

The  turner  was  diagnosed  by  the  pathologist,  Dr. 
R.  H.  Chappell,  as  a pheochromocytoma  of  the 
adrenal  gland  and  measured  9 by  4.5  by  3.5  cm.  The 


Fig.  3.  Graph  showing  blood  pressure  several  days  prior  to  and  for  several  days 
following  an  operation  to  remove  a pheochromocytoma  of  the  adrenal  gland. 


mass  consisted  of  two  globules,  the  larger  measur- 
ing approximately  5 cm.  in  diameter  and  the  smaller 
2.5  cm.,  which  were  bound  together.  It  was  a well 
encapsulated  mass  (figure  2). 

The  blood  pressure  several  days  prior  to  surgery 
and  for  several  days  postoperatively  is  presented  in 
figure  3.  The  paroxysmal  nature  of  the  hyperten- 
sion and  the  profound  change  when  the  pedicle  of 
the  tumor  was  ligated  are  evident.  The  blood  pres- 
sure promptly  fell  to  100/70.  Other  significant  fea- 
tures were  the  changes  in  blood  sugar  to  125  mg. 
per  100  cc.  and  by  4 p.m.  to  40  mg.,  8 p.m.  to  90 
mg.,  and  next  morning  to  120  mg.;  it  has  remained 
at  normal  levels  since.  Shock  was  evident  but  not 
severe  and  epinephrine  intravenously  and  by  sub- 
cutaneous injection  was  given.  Ten  cc.  of  Upjohn’s 
adrenal  cortex  extract  was  given  intravenously  in 
normal  saline  solution  on  return  from  surgery. 
Cortate  (desoxycorticosterone)  5 mg.  was  given 


intramuscularly  every  six  hours.  Also  a blood  trans- 
fusion was  given. 

A postoperative  wound  infection,  which  was  read- 
ily drained  after  a few  days,  marred  the  patient’s 
immediate  postoperative  recovery.  He  was  dis- 
charged from  the  hospital  on  June  17  feeling  well. 
The  patient’s  subsequent  progress  has  been  excellent. 

Careful  physical  examination  at  the  office  on 
July  15  revealed  a blood  pressure  of  135/90,  a basal 
metabolic  rate  of  — 5,  a fasting  blood  sugar  of  80 
mg.  per  100  cc.,  and  a nonprotein  nitrogen  level  of 
33  mg.  per  100  cc.  A blood  count,  urinalysis,  and 
electrocardiogram  were  within  normal  limits. 

On  January  19,  1948,  the  blood  pressure  was 
146/100;  the  blood  count  and  urinalysis  were  nor- 
mal. The  patient’s  weight  was  180  pounds,  showing 
a gain  of  25  pounds  since  the  operation  the  previous 
May.  The  glucose  tolerance  test  (Exton-Rose)  re- 
vealed the  following:  fasting,  blood  sugar  89  mg. 
per  100  cc.,  urine  test  for  sugar  negative;  30  min- 
utes, blood  sugar  154  mg.,  urine  sugar  negative;  1 
hour,  blood  sugar  190  mg.,  urine  sugar  3+;  2 hours, 
blood  sugar  113  mg.,  urine  sugar  2+;  3 hours,  blood 
sugar  78  mg.,  urine  sugar  a slight  trace. 

At  present  the  patient  feels  quite  well. 

DISCUSSION 

The  adrenal  gland  consists  of  two  parts, 
the  medulla  and  cortex ; although  closely  as- 
sociated anatomically  they  have  separate 
origins  and  are  structurally  different  and, 
as  far  as  is  known,  functionally  independent. 
The  cortical  cells  arise  from  the  celomic 
epithelium  which  later  forms 
the  Wolffian  body  and  the 
urogenital  fold,  and  they  in 
turn  form  the  testes  and 
ovaries.  The  medullary  cells 
and  sympathetic  ganglion 
cells  have  a common  origin. 
They  develop  from  primitive 
cell  masses  which  have  sep- 
arated from  the  neural  crest 
and  the  mature  cells  undergo 
chemical  changes  so  that  on 
being  stained  with  a chromate 
solution  they  turn  brown  and 
are  called  chromaffin  cells  or 
pheochromes.1-  2 

The  pheochromocytoma  con- 
sists of  chromaffin  cells  which  are  polyhedral 
in  shape  and  contain  no  glycogen  or  lipoid. 
The  nuclei  are  usually  eccentrically  placed ; 
some  appear  to  be  like  giant  cells.  Several 
physiologic  studies  of  the  freshly  removed 
tumor  reveal  a marked  increase  in  epine- 
phrine content.  In  one  case  the  epinephrine 
content  was  67.2  mg.  as  compared  with  the 
average  normal  suprarenal  gland  of  8 mg.4-  13 
The  symptomatology  presented  by  these 
cases  is  apparently  due  to  the  outpouring  of 
an  excessive  amount  of  epinephrine  into  the 
general  circulation,  giving  rise  to  tachycar- 
dia, hypertension,  hyperglycemia,  glycosuria, 
and  increase  in  basal  metabolic  rate  (calori- 
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genic  action  and  not  due  to  stimulation  of  the 
thyroid).  Hypertension,  whether  it  be  par- 
oxysmal or  sustained,  is  a constant  feature  of 
chromaffin  cell  tumor.  The  other  clinical  and 
laboratory  findings  may  show  wide  variations 
from  one  case  to  the  other.  The  hypertension, 
unless  terminated  by  operative  removal  of 
the  tumor  or  early  death,  tends  to  the  produc- 
tion of  a chronic  disease  characterized  by  per- 
sistent systolic  and  diastolic  elevation  of  the 
blood  pressure  and  secondary  changes  in 
the  cardiovascular  system.6-  12  Duncan  Se- 
mans  and  Howard  pointed  out5  that  when 
the  clinical  picture  of  hypertension,  hyper- 
metabolism, and  diabetes  are  encountered 
the  possibility  of  pheochromocytoma  should 
be  strongly  considered.  Elevation  of  the  basal 
metabolic  rate  from  +25  to  40  with  a high 
normal  or  high  blood  cholesterol  level  with 
the  other  features  of  glycosuria  and  hyper- 
tension makes  such  a possibility  almost  a 
certainty ; such  was  true  in  our  case. 

In  addition  to  the  clinical  findings  certain 
diagnostic  procedures  are  necessary  to  make 
the  diagnosis  and  to  localize  the  tumor. 
Roentgen-ray  visualization  is  important  and 
in  a goodly  number  of  cases  it  is  not  as  easy 
as  it  was  in  our  case.  Intravenous  and  retro- 
grade pyelograms  may  show  displacement 
of  the  kidney  and  distortion  of  the  kidney, 
pelvis,  and  calices  on  the  affected  side.  Peri- 
renal aerograms  may  bring  smaller  tumors 
into  relief  but  such  a procedure  is  occasion- 
ally followed  by  undesirable  side  effects.9 
A new  test  method  described  by  Roth  and 
Kvale16  consists  in  the  intravenous  injection 
of  0.05  mg.  of  histamine  which  will  induce 
typical  paroxysms  of  hypertension  in  these 
cases.  The  method  is  based  on  the  fact  that 
the  denervated  cat’s  pupil  is  dilated  by  hista- 
mine only  in  the  presence  of  the  adrenal 
glands.  It  is  assumed  that  the  injection  of 
histamine  causes  an  outpouring  of  adrena- 
lin from  the  suprarenal  medulla.  Excessively 
high  potassium  levels  in  the  serum  of  pa- 
tients suffering  from  pheochromocytoma 
have  been  reported.10  Biskind,  Meyer,  and 
Beadner3  have  described  the  above  diagnos- 
tic procedures  in  some  detail  and  also  the 
preoperative  and  postoperative  treatment. 

Certain  features  concerning  the  removal 
of  the  tumor  are  worthy  of  mention.  First, 
during  manipulations  of  the  tumor  an  exces- 
sive rise  in  blood  pressure  may  occur.  This 
is  forestalled  (as  in  our  case)  by  careful 
technique  without  tearing  of  the  capsule  and 
by  dissecting  the  tumor  as  rapidly  as  possi- 
ble. Second,  the  risk  attending  the  operation 
is  the  sudden  and  excessive  fall  in  the  blood 
pressure  following  the  removal  of  the  tumor. 
Shock  occurred  in  18  of  a total  of  29  cases 


reviewed  by  Biskind  and  others.3  Death  oc- 
curring during  or  after  the  operation  is  ap- 
parently a result  of  shock  due  to  a sudden 
decrease  in  the  epinephrine  level  of  the  blood. 
The  treatment  for  this  shock  is  the  admin- 
istration of  epinephrine  by  intravenous  drip 
in  saline  solution  and  by  subcutaneous  injec- 
tion. The  dosage  depends  on  the  level  of  the 
blood  pressure  and  condition  of  the  patient. 
The  administration  of  adrenal  cortex  extract, 
desoxycorticosterone,  glucose,  and  saline  so- 
lution are  also  essential  to  maintain  proper 
physiologic  and  metabolic  conditions  to  pro- 
mote proper  postoperative  recovery. 

After  successful  surgical  removal  of 
pheochromocytoma  the  prognosis  for  ulti- 
mate recovery  is  excellent.  Malignant  pheo- 
chromocytoma with  associated  hypertension 
is  extremely  rare ; one  such  case  was  reported 
by  McKenna  and  Hines  in  1935. 11 

SUMMARY 

A case  of  pheochromocytoma  of  the  right 
adrenal  gland  is  reported  with  the  clinical 
picture  of  diabetes  mellitus,  paroxysmal  hy- 
pertension, and  hyperthyroidism.  Complete 
recovery  has  followed  surgical  removal. 

The  pathologic  physiology,  diagnostic 
procedures,  preoperative,  and  postoperative 
treatment  are  discussed. 
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ABSTRACT  OF  DISCUSSION 

Dr.  R.  E.  Nitschke,  San  Antonio:  My  first  reac- 
tion is  to  wonder  how  often  we  miss  the  diagnosis 
of  pheochromocytoma.  There  is  evidence  which  indi- 
cates that  it  is  not  as  rare  as  the  relatively  few 


ACUTE  SINUS  INFECTION— ROBERTS 


August, 


"24 


cases  reported  in  literature  would  lead  us  to  believe. 
In  Smithwick’s  series  of  hypertensive  patients  sub- 
jected to  lumbodorsal  sympathectomies  at  least  14 
patients  have  had  adrenal  pheochromocytomas  which 
were  not  expected  preoperatively.  The  true  incidence 
is  probably  greater,  since  15  per  cent  and,  according 
to  some  authorities,  a much  higher  percentage  of 
such  tumors  are  extra-adrenal,  occurring  in  the 
ganglia  in  the  region  of  the  aoi'ta,  vena  cava,  retro- 
peritoneal tissue,  and  the  thoracic  sympathetic  chain. 

Other  than  the  fact  that  our  index  of  suspicion  is 
low,  why  do  we  miss  the  diagnosis  of  pheochromocy- 
toma?  The  observation  made  by  Dr.  Foote  that  the 
hypertension  may  not  be  paroxysmal,  but  may  be 
persistent,  deserves  further  emphasis.  The  complete 
lack  of  fluctuations  in  the  blood  pressure  may  make 
this  indistinguishable  from  essential  hypertension. 
In  one  review  of  51  patients  only  14  had  intermit- 
tent hypertension.  Furthermore,  once  suspected,  pre- 
operative demonstration  of  chromaffin  tumors  may 
be  difficult*  and  not  accomplished  by  pyelograms  or 
even  perirenal  air  insufflation.  In  either  of  these 
studies  the  tumor  would  not  be  revealed  if  it  were 
extra-adrenal. 

I have  accomplished  pyelograms  on  almost  all  of 
my  hypertensive  patients  and  have  been  using  the 
test  method  described  by  Rothe  and  Kvale  in  those 
persons  with  a fluctuating  blood  pressure.  However, 
the  histamine  test  cannot  be  satisfactorily  utilized 
when  the  blood  pressure  is  sustained. 

Recent  work  has  been  accomplished  with  the  use 
of  adrenolytic  drugs  of  the  benzodioxane  group.  If 
this  is  as  efficacious  as  it  seems,  it  provides  a test 
that  is  simple  and  applicable  to  those  patients  dem- 
onstrating a persistent  hypertension. 

I agree  with  the  observation  that  when  the  clin- 
ical picture  of  hypertension,  hypermetabolism,  and 
diabetes  is  encountered  the  possibility  of  pheo- 
chromocytoma  should  be  strongly  considered.  How- 
ever, I would  amend  this  to  suggest  that  whenever 
hypertension  exists,  the  possibility  of  pheochromocy- 
toma  should  be  considered  and  investigated,  since 
the  removal  of  such  tumors  provides  the  rare  oppor- 
tunity of  actually  curing  high  blood  pressure. 


DIPHTHERIA  AND  WHOOPING  COUGH 
IMMUNIZATION 

A comparatively  new  method  of  immunizing  chil- 
dren against  diphtheria  and  whooping  cough  gives 
better  protection  from  diphtheria  than  immunizing 
against  the  disease  separately  and  “confers  substam 
tial  protection”  against  whooping  cough.  Dr.  Joseph 
A.  Bell,  senior  surgeon  of  the  U.  S.  Public  Health 
Service  at  Bethesda,  Md.,  writes  in  the  July  17  issue 
of  The  Journal  of  the  American  Medical  Association. 
The  method  consists  of  injecting  an  alum-treated 
mixture  of  whooping  cough  vaccine  and  diphtheria 
toxoid  in  two  doses,  four  weeks  apart. 

Among  407  children  who  received  two  doses  of  the 
mixed  product,  48  cases  of  whooping  cough  occurred ; 
among  385  children  who  received  two  doses  of  the 
vaccine  alone,  158  cases  of  whooping  cough  occurred. 
A year  after  receiving  the  first  injection,  992  chil- 
dren in  the  diphtheria  study  were  given  Schick  tests. 
Children  who  received  the  mixed  product  had  only 
one-third  as  many  Schick  positive  reactions  as  did 
those  who  received  the  unmixed  toxoid. 

The  injections  are  effective  in  babies  as  young 
as  2 to  5 months  of  age  against  both  diseases,  Dr. 
Bell  says,  and  side  reactions  are  “few  and  negli- 
gible.” 


Medical  services  are  not  commodities  that  can  be 
bought  in  standardized  packages  wherever  and  when- 
ever one  has  the  money  to  pay  for  them. — Medicine 
in  the  Changing  Order,  Rep.  New  York  Academy 
Med.  Comm.,  The  Commonwealth  Fund,  1947. 


MANAGEMENT  OF  ACUTE  SINUS 
INFECTION 
J.  D.  ROBERTS,  M.  D. 

LONGVIEW,  TEXAS 

I have  seen  the  trend  in  treatment  of  acute 
sinus  infection  change  a number  of  times.  In 
my  first  years  of  practice,  the  chief  idea  was 
to  establish  ventilation  and  drainage  and  to 
render  the  patient  free  from  pain,  but  in  try- 
ing to  accomplish  this  result  all  respect  for 
tissue  and  physiology  was  ignored.  The  ideas 
of  treatment  are  now  based  on  the  recent 
research  in  nasal  physiology  which  has  pro- 
duced a better  understanding  of  mucociliary 
activity,  the  pH  of  the  nasal  secretions,  ven- 
tilation, and  drainage.  For  much  of  this 
knowledge,  we  are  indebted  to  Dr.  Proetz 
for  his  untiring  and  stimulating  work  on  the 
subject. 

With  the  preceding  ideas  in  mind,  I do  not 
believe  that  with  respect  to  local  medication 
anyone  could  improve  on  the  words  of  Fabri- 
cant  who  stated,  “Non-toxic  medication, 
compatible  with  ciliary  action,  possessing  a 
physiologic  nasal  pH  and  non-traumatizing 
to  the  mucous  membrane,  is  most  useful  in 
the  treatment  of  nasal  and  sinus  disease  . . . 
for  it  functions  on  a rational  physiologic 
basis.” 

In  acute  stages  of  sinus  infection,  the  pa- 
tient should  be  handled  as  any  other  acutely 
ill  person  for  whom  there  is  no  specific  treat- 
ment. The  patient  should  be  put  to  bed  in  a 
warm  moistened  room,  fluids  and  fruit  juices 
should  be  forced,  and  the  patient  should  be 
made  comfortable  with  acetylsalicylic  acid 
with  the  addition  of  codeine  if  necessary.  The 
application  of  cold  or  heat  over  the  involved 
area  seems  to  give  some  relief.  If  there  is  a 
great  amount  of  nasal  congestion,  it  is  ad- 
visable to  prescribe  an  astringent  nasal  medi- 
cation that  conforms  to  the  specifications  re- 
quired of  an  intranasal  medicament  com- 
patible with  nasal  physiology  and  used  in  the 
head  low  position  of  Proetz  or  Parkinson.  If 
in  febrile  patients  the  fever  persists,  or  if 
complications  impend,  the  use  of  sulfon- 
amides, penicillin,  streptomycin,  or  all  three 
should  be  introduced,  their  use  depending  on 
the  bacteriologic  findings  and  clinical  results. 

At  present  there  are  many  ways  suggested 
for  the  administration  of  the  antibiotic  drugs 
for  sinus  infection.  I have  discontinued  the 
use  of  the  sulfonamides  locally  and  use  them 
only  by  intravenous  and  oral  routes.  Penicil- 
lin has  been  used  extensively  in  nose  drops, 
in  displacement,  and  by  injection  into  the 
sinus  following  aspiration.  From  these  meth- 

Read  before  the  Section  on  Eye,  Ear,  Nose,  and  Throat,  State 
Medical  Association  of  Texas,  Annual  Session,  Houston,  April 
28,  1948. 
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ods  of  use,  I have  had  no  brilliant  results. 
The  best  results  I have  obtained  have  been 
from  the  intramuscular  injection.  During  the 
last  year  there  have  been  good  reports  from 
penicillin  aerosol  therapy,  but  I have  not 
seen  enough  of  the  end  results  to  judge  its 
value.  Streptomycin  may  be  used  by  the  in- 
tramuscular route  or  by  inhalation. 

ACUTE  MAXILLARY  SINUSITIS 

In  acute  maxillary  sinusitis,  office  treat- 
ment should  not  be  started  until  the  patient 
is  free  of  fever  and  there  is  a persistence  of 
the  nasal  symptoms ; then  the  idea  should 
be  to  promote  drainage  and  ventilation  with 
as  little  traumatism  as  possible. 

As  pointed  out  by  Van  Alyea,  those  cases 
that  linger  do  so  because  of  the  failure  of 
adequate  drainage.  This  drainage  and  venti- 
lation may  be  accomplished  by  astringents 
in  the  middle  meatus  combined  with  infra- 
red radiation  and  followed  by  nontraumatiz- 
ing capillary  suction.  After  a reasonable 
length  of  time,  if  this  fails,  it  is  advisable 
to  resort  to  irrigation  of  the  sinus  either 
through  the  natural  osteal  or  by  the  inferior 
meatal  approach.  The  irrigation  should  not 
be  attempted  unless  the  temperature  is 
normal  and  local  reaction  is  minimal. 

Even  at  this  opportune  time,  irrigation  is 
not  without  danger.  The  accidents  that  may 
occur  are  clearly  pointed  out  by  Hollender 
as  follows: 

“1.  Failure  completely  to  perforate  the 
antral  wall  diverts  passage  of  the  irrigating 
fluid  into  the  soft  tissue,  resulting  in  swell- 
ing and  edema  which  may  persist  for  some 
time. 

“2.  Trauma  to  or  perforation  of  aberrant 
blood  vessels  has  resulted  in  air  embolism  and 
sudden  death. 

“3.  Inability  to  advance  the  trochar  after 
it  is  introduced  suggests  that  the  posterior 
sinus  wall  has  been  entered,  with  danger  of 
injury  to  the  soft  tissue  of  the  sphenomaxil- 
lary fossa. 

“4.  Injury  to  the  antral  wall  or  even  the 
introduction  of  the  trochar  without  obvious 
injury,  occasionally  results  in  osteomyelitis 
with  edema  and  swelling  of  the  neighboring 
tissue. 

“5.  Excessive  bleeding  is  the  result  of  un- 
due trauma. 

“6.  Trismus  is  a late  complication  attri- 
butable to  swelling  and  edema  of  the  orbital 
tissue.” 

No  matter  how  careful  the  physician  is, 
one  or  more  of  the  above  accidents  may  hap- 
pen when  least  expected.  I have  had  2 cases 
in  which  I produced  an  edema  by  allowing 
fluid  to  enter  the  soft  tissue,  1 case  in  which 
there  was  excessive  bleeding,  and  1 case  in 


which  osteomyelitis  resulted.  This  case  of 
osteomyelitis  was  fulminating,  rapidly 
spreading  to  the  ethmoid  and  frontal  bones 
and  terminating  with  brain  abscess  and 
death. 

ACUTE  FRONTAL  SINUSITIS 

In  acute  frontal  sinusitis,  conservative 
treatment  should  be  carried  out  as  in  acute 
maxillary  infection,  but  if  drainage  and  ven- 
tilation cannot  be  established  and  pain  per- 
sists, infraction  of  the  middle  turbinate  or 
possibly  irrigation  of  the  sinus  should  be 
done.  In  the  case  of  impending  complications, 
external  trephinement  may  have  to  be  re- 
sorted to. 

Of  the  above  mentioned  surgical  proce- 
dures, infraction  of  the  middle  turbinate  is 
the  least  dangerous  and  least  complicated.  I 
have  used  this  procedure  numerous  times 
without  complications  and  with  gratifying 
results.  If  irrigation  is  carried  out,  it  should 
not  be  done  with  force  and  anesthesia  should 
be  complete.  If  force  is  used,  there  is  always 
danger  of  injury  to  the  cribriform  plate  or 
the  soft  tissue  with  possible  spread  of  the 
infection.  When  the  infection  is  fulminating 
and  intracranial  complications  are  impend- 
ing, I believe  external  trephinement  to  be  a 
life-saving  procedure,  but  when  it  is  done, 
a great  deal  of  respect  must  be  paid  to  the 
periosteum. 

ACUTE  ETHMOID  INFECTION 

In  acute  ethmoid  infection,  the  conserva- 
tive treatment  of  shrinkage,  capillary  suc- 
tion, and  external  heat  should  be  used.  Also 
the  Proetz  displacement  treatment  sometimes 
gives  gratifying  results.  If  edema  of  the  lids 
develops  and  there  is  no  improvement  from 
conservative  measures,  it  is  advisable,  ac- 
cording to  Hollender,  to  remove  the  anterior 
end  of  the  middle  turbinate  opening  into  the 
ethmoid  labyrinth.  If  extreme  toxemia  de- 
velops, associated  with  edema  and  exoph- 
thalmus,  with  limitation  of  motion  of  the 
eyes,  radical  intervention  is  necessary.  In  my 
experience,  the  fulminating  ethmoid  infection 
has  been  observed  mostly  in  children  and  in 
those  cases  simple  external  incision  with 
opening  into  the  ethmoid  has  brought  about 
a cure.  In  recent  years,  thanks  to  the  sulfon- 
amides and  penicillin,  I have  not  seen  one  of 
these  fulminating  infections. 

ACUTE  SPHENOID  INFECTION 

Acute  sphenoid  infection  should  be  handled 
by  the  conservative  methods  of  shrinkage, 
external  heat,  and  capillary  suction,  but  if 
symptoms  persist,  irrigation  is  advisable.  I 
have  seen  few  cases  of  sphenoiditis  that 
would  not  respond  to  the  conservative  form 
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of  therapy,  and  have  had  to  resort  to  irriga- 
tion on  few  occasions. 

Short  wave  diathermy  and  roentgen-ray 
treatment  have  their  advocates,  but  the  use 
of  these  agents  in  my  practice  has  been  so 
limited  that  I am  in  no  position  to  evaluate 
their  merits. 

SUMMARY 

1.  The  modern  ideas  of  treatment  are 
based  on  the  recent  research  in  nasal  phys- 
iology. 

2.  Acute  sinus  infection  should  be  handled 
conservatively,  but  surgical  intervention 
should  not  be  delayed  if  the  condition  war- 
rants it,  although  extreme  care  should  be 
exercised  to  prevent  all  possible  accidents. 

3.  Sulfonamides,  penicillin,  and  strep- 
tomycin should  be  used  if  fever  persists  or 
if  complications  are  impending. 
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ABSTRACT  OF  DISCUSSION 

Dr.  A.  F.  Clark,  Jr.,  San  Antonio:  Unfortunately, 
the  otolaryngologist  does  not  often  see  cases  of  acute 
sinusitis  in  the  earliest  stage — a time  when  the  most 
can  be  done  to  shorten  morbidity. 

The  sulfonamides  and  antibiotics  have  been  a great 
adjunct  in  the  treatment  of  sinusitis;  however,  I do 
not  believe  that  they  will  entirely  cure  the  condi- 
tion. Certainly  proper  ventilation  and  drainage  of 
the  sinus  is  necessary.  The  recent  fad  of  penicillin 
aerosol  is  not  nearly  as-  effective  as  originally 
thought. 

In  the  treatment  of  acute  maxillary  sinusitis  tam- 
pons with  shrinking  solutions  and  mild  suction  will 
clear  a great  many  of  the  infections.  Following  ir- 
rigation of  the  sinus  it  is  well  to  instill  one  of  the 
antibiotic  solutions.  I think  that  puncture  of  the  in- 
ferior meatus  is  a better  procedure  than  washing 
through  the  natural  osteum  because  that  does  not 
traumatize  an  already  inflamed  osteal  membrane. 
The  complications  of  antral  irrigation  are  better 
prevented  by  foresight  than  hindsight,  and  because 
of  this,  the  sulfonamides  and  antibiotics  are  given. 
These  drugs  prevent  the  spread  of  infection  but  will 
not  halt  the  purulent  condition  within  the  sinus 
cavity. 

I definitely  consider  that  the  treatment  of  acute 
frontal  sinusitis  by  shrinking  and  suction  for  ade- 
quate drainage  and  the  use  of  chemotherapy  is  best 
done  without  intranasal  surgical  procedures.  Early 
trephinement  of  the  frontal  sinus  and  irrigation 
with  penicillin  or  tyrothrycin  solution  through  a rub- 
ber tube  into  the  sinus  has  given  excellent  results 
and  is  a relatively  simple  procedure.  The  irrigation 
flow  is  thus  through  the  trephine  opening  into  the 


nose  through  the  naso-frontal  duct,  and  the  inflam- 
ed mucosa  is  not  traumatized.  Any  instrumentation 
about  the  naso-frontal  duct  will  lead  to  stenosis  and 
chronic  frontal  sinusitis.  Trephining  the  frontal  sinus 
allows  relief  of  the  pus  under  pressure  and  pre- 
vents the  complications  of  osteitis,  osteomyelitis,  and 
intracranial  involvement. 


MEDICO-LEGAL  TESTIMONY 

THE  EXPERT  WITNESS 

FURMAN  H.  TYNER,  M.  D. 

HOUSTON,  TEXAS 

Testifying  in  court  is  somewhat  fascinat- 
ing. This  statement  is  open  to  contradiction 
as  many  physicians  have  a distinct  aversion 
to  appearance  in  court.  This  is  due  in  a great 
part  to  unfamiliarity  with  court  procedure 
and  to  the  fact  that  the  usual  procedure  of 
the  physician  being  the  questioner  is  re- 
versed. The  doctor  is  no  longer  the  one  who 
asks  the  probing  question  of  the  person  in 
the  consultation  chair;  he  has  changed  places 
and  is  in  the  consultation  chair  himself  or, 
as  in  this  case,  in  the  witness  chair,  subject 
to  almost  any  question  the  whim  of  the 
questioner  may  direct. 

For  this  paper  only  the  expert  witness  in 
civil  court  on  compensation  and  liability 
damages  will  be  considered,  and  the  discus- 
sion will  be  limited  even  further  to  the 
testimony  of  the  radiologist. 

The  role  of  expert  witness  is  important 
and  at  times  exceedingly  difficult.  The  wit- 
ness is  sworn  to  tell  the  truth,  the  whole 
truth,  and  nothing  but  the  truth.  To  tell  the 
truth  and  nothing  but  the  truth  is  relatively 
easy,  but  to  tell  the  whole  truth  is  often 
difficult  and  at  times  completely  impossible. 
This  appears  to  be  an  unusual  paradox,  but 
nevertheless  it  is  true.  The  reason  is  quite 
simple.  The  witness  is  there  to  answer  ques- 
tions and  not  to  offer  information  or  opinion 
of  his  own  volition.  Counsel  either  for  or 
against  has  not  taken  an  oath  to  bring  out 
the  truth,  the  whole  truth,  and  nothing  but 
the  truth.  Counsel  is  present  for  the  benefit 
of  his  client  and  is  not  interested  in  bringing 
out  evidence  not  helpful  to  his  client  and  of 
course  even  less  interested  in  bringing  out 
evidence  detrimental  to  his  client.  For  this 
reason  it  is  often  difficult  and  even  at  times 
impossible  to  tell  the  whole  truth.  The  wit- 
ness is  simply  not  asked  questions  that  will 
bring  out  the  whole  truth,  nor  is  he  asked 
questions  the  nature  of  which  will  permit 
him  to  elucidate  or  expand  his  answers  to 
cover  the  whole  truth.  A physician  may  come 
away  from  court  at  times  feeling  that  his 
testimony  left  with  the  court  and  jury  has 
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carried  an  entirely  different  interpretation 
from  the  one  he  intended  to  convey,  and 
entirely  different  from  his  true  opinion  in 
the  case. 

No,  it  is  not  easy  to  stick  to  the  letter  of 
the  oath  taken  when  stepping  to  the  witness 
chair,  but  physicians  should  keep  the 
thought  of  this  oath  before  them  continu- 
ously during  their  testimony  and  do  their 
best  to  stick  to  it  on  every  point. 

Here  I should  probably  mention  briefly  the 
few  unscrupulous  men  who  will,  as  the  say- 
ing goes,  “testify  to  anything.”  Unfortu- 
nately such  there  are  in  the  medical  profes- 
sion. The  answer  to  this  problem  I do  not 
know.  I will  just  mention  the  “Minnesota 
experiment.” 

The  following  are  excerpts  from  an  excel- 
lent discussion  by  Dr.  E.  M.  Hammes  on  this 
subject,  appearing  in  Minnesota  Medicine, 
February,  1945s : 

“A  committee  was  appointed  by  the  presi- 
dent (of  the  Minnesota  State  Medical  Asso- 
ciation) with  the  approval  of  the  Council  of 
the  Minnesota  State  Medical  Association. 
The  committee  was  empowered  to  review 
those  court  cases  in  which  medical  testimony 
appeared  to  the  court  or  to  the  attorneys  or 
to  some  physicians  to  have  been  so  contra- 
dictory as  to  indicate  that  one  or  more  of 
the  medical  witnesses  appeared  to  be  con- 
sciously deviating  from  the  truth.  ...  In 
cases  where  the  testimony  was  of  a mildly 
questionable  character,  more  due  to  ignor- 
ance or  overenthusiasm,  the  committee 
deemed  it  advisable  to  have  one  of  its  mem- 
bers discuss  the  problem  with  the  accused 
physician  and  point  out  his  delinquencies. 
This  has  proven  very  satisfactory.  In  cases 
of  a flagrant  character,  our  committee  sub- 
mits a complete  report,  with  the  transcript, 
to  the  State  Board  of  Medical  Examiners. 
This  Board  has  judiciary  power  and  can 
suspend  or  revoke  the  offending  physician’s 
license.” 

I have  not  seen  any  recent  report  of  how 
well  this  process  has  functioned  since  1945. 

SUBPOENAS 

Appearance  in  court  as  an  expert  witness 
may  be  voluntary  on  the  part  of  the  witness 
or  by  subpoena  on  the  part  of  the  court,  at 
the  request  of  either  the  plaintiff  or  defense 
and  rarely  at  the  instigation  of  the  court 
itself. 

Subpoenas  in  Texas  county  and  district 
courts1  can  be  issued  only  for  the  county  in 
which  the  court  proceedings  are  held.  They 
are  invalid  if  the  witness  resides  in  another 
county.  However,  the  subpoena  may  be 


served  if  the  witness  appears  in  the  county 
in  which  the  subpoena  is  issued. 

This  procedure  is  sometimes  followed  by 
a witness  who  desires  to  testify  in  a given 
case  but  for  some  reason  does  not  wish  to 
appear  as  a voluntary  witness.  However,  this 
subterfuge  is  usually  clearly  evident  by  the 
fact  that  the  witness  has  made  himself  avail- 
able in  the  county  where  he  is  subject  to 
subpoena.  This  fact  may  prove  embarrassing 
to  the  witness  if  it  is  brought  to  the  atten- 
tion of  the  court. 

Federal  courts  are  somewhat  different.1 
Subpoenas  are  issued  for  the  district  and 
for  a distance  of  one  hundred  miles  if  the 
witness  is  out  of  the  district.  However,  on 
proper  application  and  showing  a witness 
may  be  subject  to  subpoena  in  a federal 
court  regardless  of  distance  or  district. 

Depositions  may  be  taken  for  use  in  any 
case  where  it  is  inconvenient  or  impossible 
for  the  witness  to  appear  in  court,  and  are 
usually  admitted  to  any  court  in  the  United 
States.  These  depositions  are  taken  under 
oath  and  are  read  to  the  court  on  proper 
admission  and  are  included  in  the  records 
of  the  trial. 

They  are  usually  voluntary  and  proper 
discretion  should  be  used  in  giving  a deposi- 
tion. I would  consider  it  ill  advised  volun- 
tarily to  give  a deposition  which  would 
violate  the  confidence  of  any  patient  or 
person. 

Contrary  to  popular  opinion  communica- 
tions between  patient  and  doctor  are  not 
privileged  communications  in  Texas.1  The 
doctor  witness  is  required  to  testify  to  such 
facts  as  may  be  brought  out  by  the  ques- 
tioning in  court.  Also  by  the  same  token  the 
witness  is  not  subject  to  civil  suit1  if  such 
testimony  is  given  in  court  as  the  result  of 
the  witness  appearing  by  reason  of  a sub- 
poena. 

In  Texas  courts  a physician  may  be  com- 
pelled to  testify  to  facts  and  opinions  in  a 
given  case.2  The  latter  in  effect,  is  expert 
testimony. 

This  brings  up  the  question  of  fees  in 
expert  testimony.  In  the  absence  of  an  agree- 
ment to  the  contrary  between  the  witness 
and  the  party  requesting  his  appearance  in 
court,  the  only  fee  the  witness  is  legally 
entitled  to  is  that  of  any  witness  appearing 
in  the  same  hearing.  This  is  a point  to  re- 
member and  a definite  agreement  between 
the  witness  and  the  parties  concerned  should 
be  made  prior  to  such  appearance  in  court. 
A witness  appearing  under  subpoena  can 
be  compelled  to  accept  the  regular  witness 
fee  and  cannot  refuse  to  appear  even  though 
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an  agreed  fee  cannot  be  arranged  between 
him  and  the  parties  concerned. 

I do  not  recall  an  instance  where  this  has 
occurred,  since  the  litigants  are  usually  will- 
ing to  pay  a reasonable  fee  for  expert  testi- 
mony. Also  it  seems  logical  to  assume  that 
any  lawyer  would  hesitate  to  use  a witness 
who  might  be  somewhat  antagonistic  because 
of  what  he  considered  an  improper  evalua- 
tion or  remuneration  for  his  time  and  expert 
opinion. 

There  is  wide  confusion,  both  among  lay- 
men and  physicians,  as  to  the  ownership  of 
roentgenograms,  whether  they  are  the  prop- 
erty of  the  physician,  the  patient,  or  the 
party  who  has  paid  for  the  radiologic  exami- 
nation if  "other  than  the  patient.  I know  of 
no  ruling  made  by  the  courts  of  Texas  in 
this  matter,  although  such  a ruling  may 
exist.  The  generally  accepted  practice  is  that 
such  roentgenograms  are  the  property  of  the 
physician  who  made  them  unless  there  has 
been  a previous  agreement  otherwise.  This 
question  has  been  ruled  upon  in  some  states, 
notably  by  the  Supreme  Court  of  the  State 
of  Michigan,4  which  rendered  the  opinion 
that  “In  the  absence  of  agreement  to  the 
contrary,  such  negatives  are  the  property 
of  the  physician  or  surgeon  who  had  made 
them  incident  to  treating  the  patient.” 

Now,  to  actual  appearance  in  court  as  a 
witness.  First  it  is  the  duty  of  a physician 
to  appear  in  court  when  and  if  his  testimony 
is  necessary  for  the  proper  and  complete 
evidence  in  any  given  case,  and  to  present 
it  to  the  court  so  that  justice  may  be  attained. 
Far  too  many  physicians  shy  away  from  a 
case  that  has  any  suggestion  of  legal  en- 
tanglement. This  attitude  is  unjust  to  the 
patient  who  has  consulted  the  physician  in 
good  faith  with  due  regard  for  his  opinion 
and  ability. 

Usually  the  witness  will  be  given  ample 
advance  notice  when  he  will  be  expected  to 
appear  in  court  and  the  approximate  hour 
he  will  probably  appear  on  the  witness  stand. 
Lawyers  are  well  aware  of  the  inconvenience 
a physician  incurs  when  he  is  called  away 
from  his  office  during  office  hours  and  make 
every  effort  to  detain  such  witnesses  as  short 
a time  as  possible. 

In  the  event  a physician  lives  in  the  city 
or  town  in  which  court  is  held  it  is  custom- 
ary for  the  lawyer  in  the  case  to  call  him 
only  a few  minutes  before  he  is  to  testify, 
after  having  given  him  an  alert  one  or  more 
days  prior  to  the  expected  date  of  his  ap- 
pearance. 

Having  reported  to  the  court,  probably 
during  the  testimony  of  the  final  witness 


before  he  is  to  be  heard,  the  physician  will 
probably  be  excluded  from  the  court  room 
by  the  “rule  of  witnesses”  which  is  usually 
invoked  so  that  the  only  witness  allowed  in 
the  court  room  is  the  one  giving  testimony 
at  that  particular  time. 

Following  are  some  suggestions  relative 
to  court  procedure.  They  are  to  be  consid- 
ered as  merely  suggestions  based  on  my 
opinion. 

COURT  PROCEDURE 

Upon  being  called  into  court  the  physician 
will  be  directed  to  the  witness  chair,  where, 
while  still  standing,  he  will  take  the  oath  to 
tell  the  truth,  the  whole  truth,  and  nothing 
but  the  truth.  The  judge  will  then  invite  him 
to  be  seated  in  the  witness  chair  and  from 
that  point  on  he  is  the  lawyer’s  witness  for 
direct  examination.  At  the  end  of  the  direct 
examination  the  witness  is  subject  to  cross 
examination  by  the  opposing  lawyer  or 
lawyers. 

Before  beginning  actual  testimony  in  the 
case  the  lawyer  should  qualify  the  physician 
as  an  expert  witness,  usually  by  covering 
his  education,  naming  the  dates  and  schools 
of  his  degrees,  his  internship  and  residency, 
giving  dates  and  hospitals  and  the  time  spent 
in  each,  postgraduate  work  and  additional 
training  tending  to  qualify  him  in  his  spe- 
cialty, membership  in  medical  societies, 
diplomacy  from  specialty  boards,  and  mem- 
bership or  fellowship  in  the  various  Ameri- 
can specialty  colleges.  The  lawyer  should  be 
familiar  with  the  physician’s  qualifications 
before  he  appears  on  the  witness  stand. 

Testimony  should  be  given  in  a firm  voice 
and  care  should  be  taken  not  to  speak  too 
rapidly.  Replies  should  be  directed  toward 
the  jury,  if  it  is  a jury  trial,  which  is  the 
usual  case  in  civil  courts.  If  not  directed 
specifically  to  the  jury,  the  replies  should 
be  clearly  audible  and  understandable  to 
the  jury. 

Plain,  everyday  language  should  be  used 
so  that  the  physician’s  meaning  is  clear.  As 
few  medical  terms  as  possible  should  be  used, 
and  when  it  is  necessary  to  use  medical  terms 
their  meaning  should  be  explained  in  lay 
terms.  Terms  such  as  sclerosing  osteitis, 
osteochondritis  dissecans,  and  others  of  a 
like  nature  have  no  meaning  whatever  to 
the  average  laymen  who  compose  the  jury; 
and  it  is  the  physician’s  right  and  duty  to 
explain  any  statement  he  makes  as  a witness 
so  that  there  is  a clear  understanding  of 
its  meaning. 

It  is  also  the  right  of  the  expert  witness 
to  elaborate  on  any  answer  in  which  the 
questioner  insists  on  a yes  or  no  answer. 
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This  insistence  may,  and  often  does,  occur 
on  occasions  in  which  a direct  yes  or  no 
answer  is  entirely  misleading,  and  in  which 
further  elaboration  is  essential  to  indicate 
the  true  picture. 

An  example  of  such  a question  might  be 
as  follows: 

Question : Is  there  considerable  increase 
in  the  amount  of  new  bone  formation  in  this 
second  picture  as  compared  with  the  first. 
Answer,  yes  or  no  ! 

Answer:  Yes. 

If  this  unqualified  answer  is  allowed  to 
stand  it  could  or  would  be  construed  to  in- 
dicate that  healing  of  a fracture  was  pro- 
gressing satisfactorily,  whereas  in  truth,  the 
new  bone  formation  might  be  diseased  bone 
or  the  result  of  diseased  bone  and  represent 
involucrum  about  the  diseased  area,  thus  not 
representing  normal  bone  repair,  but  quite 
the  contrary. 

It  is  the  legal  right  of  the  expert  witness, 
and  also  his  duty,  to  qualify  a directed  yes 
or  no  answer  when  such  a qualifying  state- 
ment is  indicated  so  that  proper  interpre- 
tation of  the  answer  is  assured  the  court. 
This  right  of  the  expert  witness  will  be  up- 
held by  the  court  if  the  questioner  objects 
to  a qualifying  statement. 

The  proper  answer  to  such  a question 
would  be  “yes,  with  certain  qualifications,” 
the  qualifications  then  to  be  explained  in  any 
way  and  at  any  length  the  witness  believes 
necessary. 

The  witness  should  consider  each  question 
carefully  before  he  answers.  Unless  the  an- 
swer is  quite  evident  the  question  should  not 
be  answered  rapidly  as  the  question  is  ended. 
A rapid  answer  not  carefully  considered  may 
result  in  a statement  by  the  witness  which  is 
not  completely  in  accord  with  his  exact  opin- 
ion. He  may  find  himself  in  a position  of  try- 
ing to  frame  answers  to  following  questions 
to  support  his  original  statement,  resulting 
in  confusion  and  embarrassment.  The  ques- 
tioner is  quick  to  spot  these  minor  discrep- 
ancies and  make  the  most  of  them  by  pound- 
ing question  after  question  along  the  same 
lines,  primarily  to  confuse  the  witness  if  he 
is  the  cross  examiner,  and  primarily  to  fur- 
ther his  advantage  if  he  is  the  direct  exam- 
iner and  the  indiscreet  answer  has  been  in 
his  favor.  If  the  witness  has  inadvertently 
given  an  answer  or  made  a statement  that 
has  allowed  an  erroneous  interpretation,  it 
is  far  better  to  ask  for  a re-reading  of  this 
question  and  answer,  correcting  the  original 
answer,  than  to  attempt  to  substantiate  a 
statement  which  is  not  completely  in  accord 
with  the  facts.  The  court  will  allow  such  a 
correction. 


In  giving  testimony,  the  physician  should 
stick  strictly  to  his  specialty,  not  attempt- 
ing to  answer  questions  which  are  outside 
of  his  field.  He  can  simply  state  that  the 
question  is  out  of  his  field  or  specialty,  and 
the  court  will  not  compel  him  to  answer. 

The  physician  should  never  hesitate  to 
say,  “I  do  not  know”  when  such  is  the  case. 
Such  an  answer  is  not  a confession  of  ignor- 
ance of  medical  knowledge,  but  simply  an 
acknowledgment  that  he  does  not  know  the 
answer  to  that  particular  question.  Such  an 
answer  is  far  better  than  an  attempt  to  an- 
swer something  with  which  the  expert  wit- 
ness is  not  familiar,  thus  leaving  him  open 
to  further  questions  along  the  same  line, 
which  tends  to  exaggerate  his  ignorance  on 
the  subject  and  thereby  places  an  entirely 
different  light  on  his  ability  on  this  particu- 
lar subject,  than  would  have  been  the  case 
had  he  simply  answered  “I  do  not  know.” 

Another  “never”  is  for  the  physician  never 
to  become  angry  or  at  best  never  to  lose  his 
temper  on  the  witness  stand. 

A favorite  ruse  of  a few  questioners  on 
cross  examination  is  to  goad  the  witness  to 
anger,  knowing  full  well  that  an  angered 
witness  may  make  statements  that  cannot 
be  completely  substantiated  by  the  evidence 
itself.  In  the  event  this  does  not  occur,  the 
method  still  demonstrates  to  the  jury  that 
the  angered  witness  is  at  least  antagonistic 
to  the  cross  examiner  and  thereby  also  to 
his  case.  Such  an  impression  on  the  jury 
may  well  influence  the  value  and  credibility 
of  the  testimony. 

The  final  problem  is  “the  hypothetical 
question.”  Rarely  is  this  question  omitted 
with  an  expert  witness  on  the  stand.  It  con- 
sists of  a long,  carefully  worded  and  phrased 
question  which  sometimes  requires  several 
minutes  for  the  examiner  to  expound.  This 
question  concerns  a mythical  situation  which 
elaborately  covers  every  contention  that  the 
questioner  alleges  or  is  attempting  to  prove 
to  the  court  exists  in  the  case  on  trial.  It  is 
so  couched  that  the  answer,  if  every  factor 
is  correctly  weighed,  is  almost  a foregone 
conclusion  to  be  highly  in  favor  of  the  ques- 
tioner and  his  case.  This  advantage,  of 
course,  is  contingent  on  his  ability  to  prove 
to  the  court  that  his  contentions  are  true, 
and  this  is  strictly  no  concern  of  the  phy- 
sician. 

The  witness  should  endeavor  to  answer 
the  question  to  the  best  of  his  ability.  Often 
parts  of  the  question  are  ambiguous,  and 
the  witness  should  request  clarification  of 
any  parts  of  the  question  which  he  does  not 
understand  or  which  are  so  stated  that  he 
is  not  able  to  give  a definite  answer. 
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The  hypothetical  question  should  always 
be  studied  carefully  before  an  answer  is 
given.  Above  all,  it  should  be  remembered 
that  the  question  in  no  way  refers  to  the 
case  in  litigation,  being  strictly  a hypothet- 
ical question  which  should  be  completely 
disassociated  from  the  case  at  hand  and  from 
any  testimony  previously  given  in  the  case 
before  an  answer  is  given. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Jesse  B.  Johnson,  Galveston:  Dr.  Tyner  has 
touched  some  pertinent  points  and  elucidated  many 
others.  His  first  point  that  the  witness  may  not  be 
permitted  to  bring  out  the  salient  points  upon  which 
the  merits  of  the  case  should  be  decided  too  often 
is  true.  This  should  not  happen  if v sufficient  time 
has  been  taken  with  the  physician’s  own  attorney 
before  testimony  is  offered.  A great  measure  of  the 
value  of  the  expert’s  testimony  depends  on  his  coun- 
sel. The  witness  should  go  over  the  case  carefully 
with  him. 

The  unscrupulous  witness  we  have  with  us  and 
always  will  have  as  long  as  medical  testimony  is 
bought.  We  have  always  had  the  charlatan,  the 
abortionist,  and  quacks  of  all  kinds  in  our  own  ranks 
and  they  are  not  easily  purged.  I agree  that  their 
elimination  is  desirable  but  far  beyond  the  scope 
of  this  discussion. 

Personally,  I have  not  tried  to  dodge  appearance 
in  court  and  have  never  had  a prearranged  fee 
schedule  before  appearing  on  the  witness  stand.  I 
have  never  stipulated  the  fee  before  giving  the  testi- 
mony nor  have  I ever  had  the  attorneys  deny  the 
bill  rendered. 

Dr.  Tyner  has  given  some  wonderful  pointers  for 
the  conduct  of  the  radiologist  on  the  stand.  If  you 
lose  your  temper,  the  lawyers  may  make  your  testi- 
mony seem  silly.  So  stick  to  your  specialty,  be  fa- 
miliar with  the  case  in  question,  stick  strictly  to 
the  facts  in  the  case,  and.  do  not  allow  the  ques- 
tioners to  provoke  you  to  testify  to  some  silly  state- 
ments in  an  attempt  to  support  testimony  already 
given.  Be  on  your  guard  for  the  counsel’s  seeming 
familiarity  with  the  subject.  One  of  the  pet  tricks 
of  attorneys  is  to  study  some  medical  literatui'e 
that  supports  their  case  and  then  attempt  to  have 
you  recognize  them  as  authorities  when  their  opin- 
ion opposes  your  own.  In  that  case,  of  course,  their 
author  gave  his  opinion;  you  as  an  equally  qualified 
authority  do  not  agree  with  their  author. 

The  proverbial  hypothetical  question  is  well  han- 
dled by  the  essayist.  For  practically  all,  the  answer 
is  yes  or  no  with  qualifications.  The  components  can 
then  be  broken  down,  analyzed,  and  answered  ac- 
cordingly. It  is  obligatory  at  all  times  that  the  wit- 
ness clearly  understand  the  question  propounded. 
If  it  is  not  clear  exactly  what  the  question  is,  have 
it  repeated  or  even  explained  by  the  interrogating 
counsel. 

If  you  know  your  case  and  your  subject  and  stick 
to  your  specialty,  the  truth,  and  nothing  but  the 
truth,  the  lawyers  will  have  difficulty  impeaching 
your  testimony.  If  at  any  time  the  counsel  becomes 
cross  or  ugly  or  in  any  way  abusive,  you  have  the 
privilege  of  appeal  to  the  judge,  and  your  appeal 


will  in  most  instances  be  substantiated.  Your  appear- 
ance in  federal  court  is  likely  to  be  pleasant  and 
dignified  because  the  federal  judges  will  not  have 
it  otherwise. 


OPHTHALMOLOGY  AND  OTOLARYN- 
GOLOGY IN  THE  OKINAWAN 
CAMPAIGN 
EDWARD  D.  McKAY,  M.  D. 

TEMPLE,  TEXAS 

The  period  covered  by  this  report  is  from 
April  5,  1945,  when  the  Thirty-First  Field 
Hospital,  with  which  I was  on  detached  serv- 
ice, was  established,  through  June  21,  1945, 
when  the  campaign  was  officially  ended. 
During  this  period  there  were  388  operative 
cases  and  166  nonoperative. 

It  should  be  remembered  under  what  con- 
ditions operations  were  performed.  Located 
about  5,000  feet  to  the  rear  of  the  front  lines, 
the  hospital  had  a 105  mm.  field  artillery 
battery  50  feet  south  of  the  operating  room, 
and  a 90  mm.  antiaircraft  battery,  firing  ar- 
tillery over  the  hospital  300  feet  to  the  north. 
Even  the  Mayo  stands  resented  the  disturb- 
ance, because  they  would  rock  and  sway  with 
each  salvo,  so  that  someone  had  to  keep  one 
foot  on  the  base  of  the  stand.  Being  under 
tents  throughout  the  campaign  and  in  a poor 
location,  all  eight  of  the  operating  tables  stood 
in  6 inches  of  water  for  more  than  forty- 
eight  hours  at  one  time  when  it  rained,  and 
even  then  we  operated.  “We”  included  three 
enlisted  technicians  whom  I had  brought  with 
me,  and  after  May  4,  Capt.  William  Fosco,  of 
New  York  City. 

Eye  patients  will  be  considered  first. 
Enucleations  were  done  only  in  cases  of  com- 
plete collapse  of  the  globe  and  loss  of  intra- 
ocular contents.  As  indicated  in  table  1, 
there  were  42  collapsed  globes,  2 of  which 
were  bilateral.  Those  injuries  in  which  a 
laceration  was  severe  were  repaired  either 
with  scleral  and  corneal  sutures  or  with  con- 
junctival flap.  An  iridectomy  was  done  in 
each  case  of  prolapse  iris,  the  decision  as  to 
enucleation  being  deferred  until  further  ob- 
servation at  a rear  eschelon  station.  In  our 
location,  that  was  Saipan  and  Guam  for  most 
patients. 

Intraocular  foreign  bodies  were  handled  in 
almost  a routine  manner.  Perforating  wounds 
of  the  globe  all  were  subjected  to  a “scout” 
roentgenogram,  and  if  an  opaque  object  was 
present,  it  was  localized.  On  Leyte,  I had 
picked  up  a “Sweet”  localizer,  and  here  it  was 
put  to  good  use.  Those  objects  which  had 
entered  the  globe  in  the  posterior  segment 
without  gross  damage  to  the  lens  were  re- 

Read  before  the  Section  on  Eye,  Ear,  Nose  and  Throat,  State 
Medical  Association  of  Texas,  Annual  Session,  Galveston,  May 
8,  1946. 
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moved  by  the  posterior  route  if  magnetic. 
Four  naught  (.0000)  atraumatic  chromic 
double  armed  catgut  sutures  were  placed  in 
the  edge  of  the  scleral  incision  and  used  for 
traction,  care  being  taken  not  to  injure  the 
choroid.  The  magnet  was  then  applied,  using 
the  Lancaster  portable  electric  magnet  and 
the  blunt  tip.  The  sutures  were  then  tied, 
and  the  area  around  the  scleral  incision  coag- 
ulated with  a La  Carrere  needle  and  the 
Bovie  unit.  In  those  cases  in  which  the  for- 
eign bodies  were  not  magnetic,  the  area  of 
scleral  incision  was  given  surface  diathermy 
with  the  ball  tip.  In  most  of  the  cases  there 

Table  1. — Eye  Injuries  Treated 

Condition  Treated  No.  Cases 


42 

Foreign  bodies,  intraocular  localized 

..  75 

Foreign  bodies,  anterior  chamber 

3 

2 

Brass  _ 

. 1 

Panophthalmitis  

3 

Laceration,  cornea  

28 

Laceration,  lids  

..  47 

Hypopyon  ulcer  

2 

Hordeolum  

16 

33 

Iritis  

- 39 

was  hemorrhage,  and  visualization  was  not 
possible,  though  a giant  ophthalmoscope  was 
frequently  helpful.  Foreign  bodies,  lashes, 
and  brass  in  the  anterior  chamber  were  re- 
moved through  a Keratome  incision.  Fre- 
quently we  would  be  working  on  an  eye  or 
elsewhere  on  the  head,  another  surgeon 
would  be  working  in  the  abdomen,  and  still 
a third  on  an  extremity.  These  we  termed 
our  “multiple  banged-up  jobs.” 

The  3 cases  of  panophthalmitis  were  al- 
most exactly  alike  as  to  injury  and  course. 
The  injury  was  the  result  of  blast.  When 
night  soil  is  burned  deeply  into  the  stroma 
of  the  cornea,  it  is  far  from  easy  to  clean  ade- 
quately. These  3 eyes  were  all  irrigated  well, 
but  the  corneae  were  already  edematous  and 
had  been  injured  twelve  hours  or  more  pre- 

Table  2. — Outpatients 

May  26-31,  58  patients 
June  1-30,  404  patients 

Eye  Injuries 

Conjunctivitis 
Foreign  body  of  cornea 
Defective  vision 
Extraocular  paresis 

External  and  internal  ophthalmoplegia 

Ulcer  of  cornea 

Hordeolum 

Detached  retina 

Disseminated  choroiditis,  old 

Chalazion 


viously,  and  under  pentothal  anesthesia  meti- 
culously cleaned.  All  3 eyes  were  completely 
opaque,  sightless,  and  anterior  chambers  full 
of  pus  at  the  time  of  the  first  dressing  twen- 
ty-four hours  later.  These  patients,  as  did  all 
patients  in  the  hospital,  received  20,000  units 
of  penicillin,  and  .5  Gm.  of  sulfadiazine  every 


four  hours  all  of  the  time  they  were  on  the 
Island  and  until  reaching  the  rear  area  hos- 
pitals, Saipan,  Guam,  and  farther  away. 

About  the  middle  of  May,  1945,  a Negro 
soldier  with  a small  ulcer  of  the  cornea  of 
the  right  eye,  came  into  the  hospital.  He 
stated  he  had  gotten  something  in  his  eye 
the  day  before  while  driving  a truck.  The 
anterior  chamber  was  half  filled  with  pus. 
Desperate,  and  with  the  three  cases  of  pan- 
ophthalmitis in  mind,  I gave  this  boy  20,000 
units  of  penicillin  intravenously  every  three 
hours  for  six  doses.  Penicillin,  atropine,  and 
a good  pressure  patch  were  his  only  treat- 
ment. In  twelve  hours,  or  on  his  fourth  in- 
travenous penicillin  injection,  the  anterior 
chamber  was  clear,  and  remained  so. 

Twelve  of  the  39  cases  of  iritis,  those  which 
had  not  responded  to  intravenous  typhoid, 
intramuscular  penicillin,  atropine,  and  heat, 
were  taken  off  all  medication  except  atro- 
pine, and  20,000  units  of  penicillin  given  in- 
travenously for  six  doses.  Ten  of  the  12 
cleared  up  entirely  and  were  returned  to  duty. 
The  other  2 were  evacuated. 

Table  2 shows  the  hospital’s  outpatient  load 
with  respect  to  eye  injuries. 

Table  3. — Injuries  Other  Than  to  Eyes 

Ear,  Nose,  and  Throat 
Otitis  media 
Otitis  externa 
Vasomotor  rhinitis 
Fracture  of  nasal  bone 
Atrophic  rhinitis 
Sinusitis,  maxillary  irrigations 
Epistaxis 
Tonsillitis 
Pharyngitis 
Laryngitis 
Laryngeal  paralysis 
Neck 


Penetrating  wounds  of  larynx 12 

Carotid  artery  injuries : 4 

Bronchial  obstruction  4 

Other  neck  injuries 23 

Maxillofacial  and  ear 

Ear  lacerations  __ 19 

Fracture  mandible  27 

Fracture  maxilla  9 

Severe  lacerations  of  face 17 

Otitis  media  14 

Otitis  externa  23 

Fragment  in  mastoid 1 


A summary  of  types  of  injuries  not  in- 
volving the  eye  which  were  treated  at  our 
hospital  is  given  in  table  3. 

Suturing  of  severe  lacerations  of  the  head 
and  neck,  209,  as  noted  in  table  4,  were  part 
of  the  compound  fractures  of  the  maxilla, 
mandible,  nose,  and  eyelids.  In  cases  involv- 
ing the  face,  minimal  debridement  and  maxi- 
mum scrubbing  with  soap  and  water  was 
practiced.  I used  silk  throughout,  buried 
and  in  the  skin.  Many  of  these  patients  were 
in  the  hospital  five  days  or  longer  before 
evacuation  and  (I  hesitate  to  make  this  state- 
ment, but  it  is  true)  in  only  1 was  there  any 
breakdown  of  the  wound,  and  that  was  not 
complete. 
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Of  the  4 common  carotid  injuries,  1 was  a 
carotid-jugular  aneurysm,  the  others  carotid 
only.  Two  of  these  had  hemiplegia  and  2 
did  not.  The  patient  with  the  aneurysm 
came  into  the  hospital  with  hemiplegia  al- 
ready present.  He  was  not  operated  on  or 
touched,  but  sent  directly  by  air  to  the  aneu- 
rysm center  on  the  mainland. 

Of  the  penetrating  wounds  of  the  larynx 
and  trachea,  all  had  low  tracheotomy  and 
primary  closure  of  the  wound.  No  cases  of 
mediastinitis  were  seen  or  reported,  although 
all  patients  with  penerating  wounds  of  the 
larynx  and  trachea  were  kept  in  our  ward 

Table  4. — Operative  Procedures 


Enucleations  ^two  bilateral) — - 42 

Eviscerations — - 5 

Removal  of  magnetic  intraocular  foreign  bodies 15 

Foreign  bodies,  nonmagnetic,  not  removed  36 

Removal  of  anterior  chamber  foreign  bodies 3 

Iridectomy  and  conjunctival  flap 35 

Wiring  of  fractured  mandibles 6 

Wiring  of  fractured  maxilla 1 

Carotid  ligations,  common 2 

Tracheotomies 20 

Pharyngotomies  6 

Bronchoscopies  4 

Antrotomies  (maxillary)  4 

Suture  of  severe  maxillofacial  lacerations 

including  ears  and  neck  - - 209 


for  at  least  seven  days.  This  is  also  true  of 
the  perforating  injuries  of  the  esophagus  and 
pharynx.  These  patients  all  had  a Levine 
tube  and  primary  closure  of  the  injured  vis- 
cus  by  lateral  pharyngotomy  if  the  injury  was 
high,  or  lateral  exposure  if  lower  down.  The 
one  hemisection  of  the  larynx  healed  by  pri- 
mary intention,  with  a bilateral  cord  paraly- 
sis as  a result  of  the  injury. 

I believe  that  the  high  percentage  of  good 
results  was  the  result  of  prompt  use  of 
chemotherapy  at  the  time  of  injury,  use  of 
penicillin  routinely,  and  getting  most  of  the 
patients  repaired  sooner  than  twelve  hours 
after  injury. 

Scott  and  White  Clinic. 

ABSTRACT  OF  DISCUSSION 

Dr.  John  L.  Matthews,  San  Antonio:  To  those  of  us 
who  have  had  no  experience  at  the  battle  front,  the 
conditions  under  which  Dr.  McKay  served  on  Okinawa 
are  impossible  to  visualize.  Yet  our  limited  under- 
standing of  those  conditions  is  sufficient  to  make  us 
tremendously  proud  of  the  heroic  conduct  of  the  med- 
ical soldier  in  battle,  as  exemplified  by  Colonel  Mc- 
Kay and  Captain  Fosco.  As  I review  Dr.  McKay’s 
paper,  two  points  are  of  particular  interest  to  me. 

Of  the  51  cases  of  intraocular  foreign  bodies  upon 
whom  magnet  extraction  was  attempted,  36  demon- 
strated nonmagnetic  bodies.  In  this  respect,  Dr. 
McKay’s  experience  differs  sharply  from  that  of  the 
surgeon  in  World  War  I,  who  found  that  the  majority 
of  metal  bodies  responded  to  the  magnet.  The  dif- 
ference has  resulted  primarily  from  the  substitution 
of  aluminum-magnesium  alloys  for  steel  in  the  manu- 
facture of  bombs  and  shells.  Advances  in  the  use 
of  these  same  alloys  for  industrial  purposes  sug- 
gests that  in  civilian  life  physicians  will  encounter 
an  increasing  number  of  similar  nonmagnetic  intra- 
ocular bodies.  To  counter  these  undesirable  side 


effects  of  metallurgical  progress,  improved  tech- 
niques for  the  management  of  nonmagnetic  bodies 
must  be  developed  and  learned. 

As  a complement  to  careful  surgery,  the  role  of 
chemotherapy  demands  mention.  Dr.  McKay’s  case 
of  hypopyon  cleared  by  the  use  of  penicillin  within 
twelve  hours  is  dramatic,  but  of  less  statistical  sig- 
nificance than  his  experience  with  39  cases  of  iritis, 
of  which  only  2 patients  had  to  be  evacuated.  Cer- 
tainly, penicillin  and  the  sulfonamides  were  powerful 
weapons  in  this  war,  for  through  them  effective  man- 
power at  the  front  was  greatly  increased.  Fortu- 
nately, those  agents  were  new  and  were  tremendously 
efficient.  No  one  will  doubt  the  wisdom  of  their 
routine  administration  to  battle  casualties.  But  are 
physicians  not  now  prescribing  them  excessively? 
Organisms  formerly  highly  susceptible  to  their  ac- 
tion are  now  showing  increasing  immunity.  It  would 
therefore  seem  wise  to  withhold  the  drugs  in  most 
instances  until  a definite  indication  for  their  use 
appears. 

Though  Dr.  McKay’s  battle  experiences  have  doubt- 
less been  of  great  value  to  him,  we  now  rejoice  writh 
him  that  they  are  over  and  that  he  may  return  to 
peaceful  pursuits  in  Texas. 

Dr.  J.  P.  Aderhold,  San  Antonio:  It  has  been  the 
observation  of  those  of  us  who  have  been  associated 
with  the  American  fighting  man  that  one  of  the  prin- 
cipal reasons  his  morale  surpasses  that  of  any  other 
national  is  that  he  sincerely  believes  he  will  be  ade- 
quately cared  for  should  he  be  wounded.  The  basis 
for  this  belief  is  very  well  exemplified  by  the  work 
done  in  the  Okinawan  Campaign  and  presented  in 
this  paper  by  Dr.  McKay. 

I agree  with  Dr.  McKay  that  if  the  general  condi- 
tion of  the  patient  permits,  face  wounds  should  be 
closed  with  drainage  following  cleansing  and  only 
indicated  debridement,  as  soon  as  possible  after  in- 
jury. It  is  my  belief  that  in  severe  facial  fractures, 
a basilar  fracture  should  always  be  considered  as 
possibly  present  although  it  may  not  be  demonstrated 
clinically  or  by  roentgen  ray.  These  patients  are 
usually  in  a considerable  amount  of  shock,  and  the 
soft  tissues  are  edematous  when  seen.  I consider  it 
advisable  to  wait  until  the  general  condition  has  im- 
proved and  stabilized  and  the  edema  has  subsided 
before  reduction  is  attempted. 

In  wounds  of  the  face  where  control  of  hemorrhage 
is  a problem,  I believe  that  if  an  external  carotid 
ligation  will  control  the  bleeding,  one  done  early 
under  local  anesthesia  is  preferable  to  allowing  the 
patient  to  be  further  shocked  by  oozing,  bleeding,  or 
repeated  attempts  to  control  the  same  by  packing. 

I agree  with  Dr.  McKay  as  to  his  choice  of  trach- 
eotomy, and  also  believe  that  it  is  far  better  to  do  a 
tracheotomy  too  early  than  to  wish  later  that  one 
had  been  done. 

One  of  the  frequent  complications  of  modern  war- 
fare that  will  be  repeatedly  encountered  by  physi- 
cians doing  otology,  is  deafness.  Unfortunately,  the 
early  management  of  these  cases  is  limited  to  the 
removal  from  further  acoustic  trauma,  and  the  care 
of  associated  complications  of  blast  injuries  if  sus- 
tained. 


LONGEVITY  INCREASES  IN  UNITED  STATES 
The  average  length  of  life  of  the  people  of  the 
United  States  based  on  1946  death  rates  reached 
nearly  67  years,  almost  a full  year  more  than  the 
corresponding  figure  for  1945,  according  to  figures 
compiled  by  the  National  Office  of  Vital  Statistics. 
Expectation  of  life  at  birth  for  white  females  is  now 
70.3  years  and  for  white  males,  65.1  years.  For  non- 
white females  the  expectation  of  life  at  birth  is  61.0 
years  and  for  nonwhite  males  57.5,  but  improvement 
among  nonwhites  has  been  steadily  greater  since 
1900  than  among  whites. 
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COMING  MEETINGS  AND  CLINICS 

State  Medical  Association  of  Texas,  San  Antonio,  May  2-5,  1949. 
Dr.  Tate  Miller,  Dallas,  President;  Dr.  Harold  M.  Williams, 
700  Guadalupe  St.,  Austin,  Secretary. 

American  Medical  Association.  Interim  Session,  St.  Louis, 
November  30-December  3,  1948.  Dr.  R.  L.  Sensenich,  South 
Bend,  Ind.,  President ; Dr.  George  F.  Lull,  535  North  Dearborn 
St.,  Chicago  10,  Secretary. 

NATIONAL  AND  REGIONAL 

American  Academy  of  Allergy.  Dr.  Will  C.  Sprain,  New  York, 
President ; Dr.  Theodore  L.  Squier,  424  East  Wisconsin  Ave., 
Milwaukee,  Secretary. 

American  Academy  of  Dermatology  and  Syphilology.  Dr.  Clyde 
L.  Cummer,  Cleveland,  President;  Dr.  Earl  D.  Osborne,  471 
Delaware  Ave.,  Buffalo,  N.  Y.,  Secretary. 

American  Academy  of  General  Practice,  Cincinnati,  March  7-9, 
1949.  Dr.  Paul  A.  Davis,  Akron,  Ohio,  President;  Dr.  Mac  F. 
Cahal,  20  N.  Wacker  Drive,  Chicago  6,  Acting  Executive  Sec- 
retary. 

American  Academy  of  Neurological  Surgery.  Dr.  William  S. 
Keith,  Toronto,  Canada,  President ; Dr.  T.  C.  Erickson,  1300 
University  Ave.,  Madison  5,  Wis.,  Secretary. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Chi- 
cago, October  10-15,  1948.  Dr.  C.  H.  McCaskey,  Indianapolis, 
President;  Dr.  W.  L.  Benedict,  Mayo  Clinic,  Rochester,  Minn., 
Secretary. 

American  Academy  of  Pediatrics,  Atlantic  City,  November  20-23, 
1948.  Dr.  John  A.  Toomey,  Cleveland,  President;  Dr.  C.  G. 
Grulee,  636  Church  St.,  Evanston,  111.,  Secretary. 

American  Association  for  Thoracic  Surgery.  Dr.  Alton  Ochsner, 
New  Orleans,  President;  Dr.  Brian  Blades,  George  Washing- 
ton University  School  of  Medicine,  Washington,  D.  C.,  Sec- 
retary. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  C.  E. 
Burford,  St.  Louis,  President;  Dr.  Norris  J.  Heckel,  122  S. 
Michigan  Ave.,  Chicago,  Secretary. 

American  Association  of  Obstetricians,  Gynecologists,  and  Ab- 
dominal Surgeons,  Hot  Springs,  Va.,  September  9-11,  1948. 
Dr.  Robert  D.  Mussey,  Rochester,  Minn.,  President;  Dr.  L.  A. 
Calkins.  University  of  Kansas  Medical  Center,  Kansas  City,  3, 
Secretary. 

American  College  of  Physicians,  March  28-April  1,  1949.  Dr. 
Walter  W.  Palmer,  New  York,  President ; Mr.  E.  R.  Loveland, 
4200  Pine  St.,  Philadelphia  4,  Secretary. 

American  College  of  Radiology.  Dr.  E.  P.  Pendergrass,  Philadel- 
phia. President;  Dr.  Mac  F.  Cahal,  20  N.  Wacker  Drive, 
Chicago  6,  Secretary. 

American  College  of  Surgeons,  Los  Angeles,  October  18-22,  1948. 
Dr.  Arthur  W.  Allen,  Boston,  President;  Dr.  Paul  B.  Magnu- 
son,  40  E.  Erie  St.,  Chicago  11,  Secretary. 

American  Congress  of  Physical  Medicine,  Washington,  D.  C., 
September  7-11,  1948.  Dr.  H.  Worley  Kendell,  Chicago,  Presi- 
dent; Dr.  Richard  Kovacs,  2 E.  88th  St.,  New  York  28,  Sec- 
retary. 

American  Dermatological  Association.  Dr.  J.  Gardner  Hopkins, 
New  York,  President;  Dr.  Harry  R.  Foerster,  208  E.  Wiscon- 
sin Ave.,  Milwaukee,  Secretary. 

American  Gastro-Enterological  Association.  Dr.  Henry  L.  Bockus, 
Philadelphia,  President;  Dr.  Dwight  L.  Wilbur,  655  Sutter 
St.,  San  Francisco,  Secretary. 

American  Gynecological  Society.  Dr.  Edmund  A.  Schumann, 
Philadelphia,  President;  Dr.  Howard  Taylor,  Jr.,  842  Park 
Ave.,  New  York  21,  Secretary. 

American  Hospital  Association,  Atlantic  City,  September  20-23, 
1948.  Mr.  Graham  L.  Davis,  Battle  Creek,  Mich.,  President ; 
Mr.  George  P.  Bugbee,  18  E.  Division  St.,  Chicago,  Executive 
Secretary. 

American  Laryngological,  Rhinological  and  Otological  Society, 
Chicago,  April,  1949.  Dr.  John  J.  Shea,  Memphis,  Tenn., 
President;  Dr.  C.  S.  Nash,  277  Alexander  St.,  Rochester  7, 
N.  Y.,  Secretary. 

American  Neurological  Association.  Dr.  George  Wilson,  Phila- 
delphia, President ; Dr.  H.  Houston  Merritt,  Montefiore  Hos- 
pital, New  York  67,  Secretary. 

American  Ophthalmological  Society.  Dr.  Henry  C.  Haden,  Hous- 
ton, President;  Dr.  W.  S.  Atkinson,  129  Clinton  St.,  Water- 
town,  N.  Y.,  Secretary. 

American  Orthopedic  Association.  Dr.  Robert  I.  Harris,  Toronto, 
Canada,  President ; Dr.  C.  Leslie  Mitchell,  Henry  Ford  Hos- 
pital, Detroit  2,  Secretary. 

American  Otological  Society.  Dr.  Marvin  F.  Jones,  New  York, 
President;  Dr.  Gordon  D.  Hoople,  713  E.  Genesee  St.,  Syra- 
cuse 3,  N.  Y.,  Secretary. 

American  Pediatric  Society.  Dr.  Grover  F.  Powers,  New  Haven, 
Conn.,  President;  Dr.  Henry  G.  Poncher,  1819  W.  Polk  St., 
Chicago  12,  Secretary. 

American  Proctologic  Society.  Dr.  George  H.  Thiele,  Kansas 
City,  Mo.,  President;  Dr.  Vernon  G.  Jeurink,  1612  Tremont 
PL,  Denver  2,  Secretary. 


American  Psychiatric  Association.  Dr.  Winfred  Overholser, 
Washington,  D.  C.,  President ; Dr.  Leo  H.  Bartemeier,  General 
Motors  Bldg.,  Detroit,  Secretary. 

American  Public  Health  Association,  Boston,  November  8-12, 
1948.  Dr.  Martha  M.  Eliot,  Washington,  D.  C.,  President;  Dr. 
R.  M.  Atwater,  1790  Broadway,  New  York  19,  Secretary. 

American  Roentgen  Ray  Society,  Chicago,  September  14-18,  1948. 
Dr.  J.  B.  Edwards,  St.  Louis,  President ; Dr.  H.  Dabney  Kerr, 
University  Hospital,  Iowa  City,  Secretary. 

American  Society  of  Anesthesiologists,  St.  Louis,  November  4-6, 
1948.  Dr.  Charles  F.  McCuskey,  Los  Angeles,  President;  Dr. 
Curtiss  B.  Hickcox,  745  Fifth  Ave.,  New  York  22,  Secretary. 

American  Society  of  Clinical  Pathologists,  Chicago,  October 
10-16,  1948,  Dr.  Theodore  J.  Curphey,  Hempstead,  N.  Y., 
President ; Dr.  A.  S.  Giordano,  531  N.  Main  St.,  South  Bend, 
Ind.,  Secretary. 

American  Surgical  Association.  Dr.  Elliott  C.  Cutler,  Boston, 
President;  Dr.  W.  M.  Firor,  Johns  Hopkins  Hospital,  Balti- 
more 5,  Secretary. 

American  Urological  Association.  Dr.  Herbert  H.  Howard,  Bos- 
ton, President ; Dr.  T.  D.  Moore,  899  Madison  Ave.,  Memphis 
3,  Tenn.,  Secretary. 

Association  of  American  Physicians.  Dr.  A.  H.  Gordon,  Montreal, 
President;  Dr.  H.  M.  Thomas,  Jr.,  1201  N.  Calvert  St., 
Baltimore  2,  Secretary. 

Central  Neuropsychiatric  Association,  Kansas  City,  Fall,  1948. 
Dr.  William  C.  Menninger,  Topeka,  Kan.,  President;  Dr.  Lee 
Eaton,  Mayo  Clinic,  Rochester,  Minn.,  Secretary. 

International  College  of  Surgeons,  U.  S.  Chapter,  St.  Louis,  No- 
vember 15-20,  1948.  Dr.  Herbert  Acuff,  Knoxville,  Tenn., 
President ; Dr.  Louis  J.  Gariepy,  16401  Grand  River  Ave., 
Detroit  27,  Secretary. 

National  Tuberculosis  Association.  Dr.  Herbert  L.  Manz,  Kansas 
City,  Mo.,  President;  Dr.  H.  Stuart  Willis,  1790  Broadway, 
New  York  19,  Secretary. 

Radiological  Society  of  North  America.  Dr.  L.  Henry  Garland, 
San  Francisco,  President ; Dr.  D.  S.  Childs,  Medical  Arts  Bldg., 
Syracuse  2,  N.  Y.,  Secretary. 

Southern  Medical  Association,  Miami,  Fla.,  October  25-28,  1948. 
Dr.  A.  LeDoux,  New  Orleans,  President;  C.  P.  Loranz,  Empire 
Building,  Birmingham,  Ala.,  Secretary-Manager. 

Southern  Psychiatric  Association.  Dr.  Guy  F.  Witt,  Dallas,  Presi- 
dent ; Dr.  Newdigate  M.  Owensby,  384  Peachtree  St.  N.  E., 
Atlanta,  Ga.,  Secretary. 

Southern  Surgical  Association,  White  Sulphur  Springs,  Decem- 
ber 7-9,  1948.  Dr.  E.  P.  Lehmann,  Charlottesville,  Va.,  Presi- 
dent; Dr.  Alfred  Blalock,  Johns  Hopkins  Hospital,  Baltimore 
5,  Secretary. 

Southwest  Allergy  Forum,  El  Paso,  April  4-5,  1949.  Dr.  Sim 
Hulsey,  Fort  Worth,  President;  Dr.  O.  E.  Egbert,  First  Na- 
tional Bank  Bldg.,  El  Paso,  Secretary. 

Southwestern  Medical  Association,  El  Paso,  October  28-30,  1948. 
Dr.  Leslie  M.  Smith,  El  Paso,  President ; Dr.  Wickliffe  R. 
Curtis,  First  National  Bank  Building,  El  Paso,  Secretary. 

Southwest  Regional  Cancer  Conference,  Fort  Worth,  October  12, 
1948.  Secretary,  209  Medical  Arts  Bldg.,  Fort  Worth. 

United  States-Mexico  Border  Public  Health  Association,  Nogales, 
Ariz.,  and  Nogales,  Mexico,  1949.  Dr.  Victor  Ocampo  Alonzo, 
Hermosillo,  Mexico,  President;  Dr.  M.  F.  Haralson,  314  U.  S. 
Court  House,  El  Paso,  Secretary. 

STATE 

Texas  Association  of  Obstetricians  and  Gynecologists,  Houston, 
October  15-16,  1948.  Dr.  Warren  E.  Massey,  Dallas,  President ; 
Dr.  George  Adam,  4115  Fannin,  Houston,  Secretary. 

Texas  Chapter,  American  Academy  of  General  Practice.  Dr.  J. 
B.  Copeland,  San  Antonio,  President;  Dr.  W.  P.  Higgins,  Jr., 
Medical  Arts  Bldg.,  Fort  Worth,  Secretary. 

Texas  Chapter,  American  College  of  Chest  Physicians.  Dr.  Robert 
B.  Homan,  El  Paso,  President ; Dr.  Charles  J.  Koerth,  Kerr- 
ville,  Secretary. 

Texas  Club  of  Internists.  Dr.  Julian  C.  Barton,  San  Antonio, 
President ; Dr.  Charles  Barrier,  Medical  Arts  Building,  Fort 
Worth,  Secretary. 

Texas  Dermatological  Society,  October.  Dr.  D.  T.  Gandy,  Hous- 
ton, President ; Dr.  W.  Harris  Connor,  601  Medical  Arts 
Bldg.,  Houston,  Secretary. 

Texas  Heart  Association.  Dr.  Walter  B.  Whiting,  Wichita  Falls, 
President ; Dr.  Merritt  B.  Whitten,  1421  Medical  Arts  Bldg., 
Dallas,  Secretary. 

Texas  Hospital  Association,  Galveston,  April  19-21,  1949.  Mr.  C. 
J.  Hollihgsworth,  Lubbock,  President ; Mrs.  Ruth  Barnhart, 
2210  Main  St.,  Dallas,  Secretary. 

Texas  Neuropsychiatric  Association.  Dr.  M.  J.  Cooper,  San  An- 
tonio, President ; Dr.  David  Wade,  604  Capital  National  Bank 
Bldg.,  Austin,  Secretary. 

Texas  Orthopedic  Association,  San  Antonio,  May  2,  1949.  Dr. 
Ruth  Jackson,  Dallas,  President;  Dr.  Margaret  Watkins,  3629 
Fairmount  St.,  Dallas,  Secretary. 

Texas  Pediatric  Society,  Dallas,  October  15-16,  1948.  Dr.  C.  B. 
Alexander,  San  Antonio,  President;  Dr.  John  E.  Ashby,  3610 
Fairmount,  Dallas,  Secretary. 

Texas  Public  Health  Association,  San  Antonio,  February,  1949. 
Dr.  Austin  E.  Hill,  San  Antonio,  President ; Mr.  Earle  W. 
Sudderth,  Dallas  County  Health  Department,  Court  House, 
Dallas,  Executive  Secretary. 


334 


TEXAS  STATE  JOURNAL  OF  MEDICINE 


August, 


Texas  Radiological  Society,  Fort  Worth,  January  7-8,  1949. 
Dr.  L.  M.  Garrett,  Corpus  Christi,  President ; Dr.  R.  P. 
O’Bannon,  650  Fifth  Ave.,  Fort  Worth,  Secretary. 

Texas  Railway  and  Traumatic  Surgical  Association,  San  Antonio, 
May  2,  1949.  Dr.  Denman  C.  Hucherson,  Houston.  President : 
Dr.  W.  F.  Parsons,  First  National  Bank  Bldg.,  Fort  Worth, 
Secretary. 

Texas  Rheumatism  Association.  Dr.  Howard  C.  Coggeshall.  Dal- 
las, President ; Dr.  J.  Paul  Thomas,  Medical  Arts  Bldg.,  Dallas, 
Secretary. 

Texas  Society  for  Mental  Hygiene,  Dallas,  March  3-5,  1949.  Dr. 
Ozro  T.  Woods,  Dallas,  President ; Mrs.  Elizabeth  F.  Gardner, 
1617  Watchhill  Road,  Austin  21,  Executive  Secretary. 

Texas  Society  of  Anesthesiologists.  Dr.  J.  C.  Youngblood,  Hous- 
ton, President;  Dr.  H.  C.  Slocum,  928  Strand,  Galveston, 
Secretary. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  San  An- 
tonio, May  2,  1949.  Dr.  Alvin  Baldwin.  Dallas,  President;  Dr. 
Carl  Giesecke,  1602  Nix  Professional  Bldg.,  San  Antonio, 
Secretary. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Fort 
Worth,  December  3-4,  1948.  Dr.  S.  N.  Key,  Sr.,  Austin,  Presi- 
dent; Dr.  John  L.  Matthews,  929  Nix  Professional  Blag.,  San 
Antonio,  Secretary. 

Texas  Society  of  Pathologists,  Dallas,  January  30,  1949.  Dr. 
W.  W.  Coulter,  Sr.,  Houston,  President;  Dr.  C.  T.  Ashworth, 
604  Medical  Arts  Bldg.,  Fort  Worth,  Secretary. 

Texas  State  Urological  Society,  Temple.  Dr.  Michael  K. 
O’Heeron,  Houston,  President;  Dr.  E.  O.  Bradfield,  Scott  and 
White  Clinic,  Temple,  Secretary. 

Texas  Surgical  Society,  Fort  Worth,  October  4-5,  1948.  Dr.  G.  W. 
N.  Eggers,  Galveston,  President;  Dr.  Truman  G.  Blocker, 
University  of  Texas  Medical  Branch,  Galveston,  Secretary. 
Texas  Tuberculosis  Association,  San  Angelo,  September  24-25, 
1948.  F.  K.  Dougharty,  Liberty,  President;  Miss  Pansy  Nich- 
ols, 700  Brazos,  Austin,  Executive  Secretary. 

DISTRICT 

Second  District  Society,  Lubbock,  October  5-6,  1948.  Dr.  R.  B.  G. 
Cowper,  Big  Spring,  President ; Dr.  Carl  Uthoff,  Big  Spring, 
Secretary. 

Third  District  Society,  Lubbock,  October  5-6,  1948.  Dr.  C.  E. 
High,  Pampa,  President ; Dr.  Kenneth  Flamm,  Amarillo,  Sec- 
retary. 

Fourth  District  Society,  Ballinger,  October  12,  1948.  Dr.  J.  C. 
Young,  Coleman,  President;  Dr.  Charles  F.  Bailey,  Ballinger, 
Secretary. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi.  July,  1949. 
Dr.  D.  R.  Knapp,  Kerrville,  President ; Dr.  Charles  Tennison. 
Nix  Professional  Building,  San  Antonio,  Secretary. 

Seventh  District  Society.  Dr.  M.  I.  Brown.  Austin.  President  ; 
Dr.  David  Wade,  604  Capital  National  Bank  Bldg.,  Austin, 
Secretary. 

Eighth,  Ninth  and  Tenth  Districts  Society.  Dr.  T.  O.  Woolley, 
Orange,  President;  Dr.  James  Greenwood,  Jr.,  518  Medical 
Arts  Bldg.,  Houston  2,  Secretary. 

Eleventh  District  Society,  Tyler.  October  21.  1948.  Dr.  Harvey 
Bell,  Palestine,  President ; Dr.  C.  B.  Young,  929  S.  Confeder- 
ate, Tyler,  Secretary. 

Twelfth  District  Society.  Dr.  R.  R.  White,  Temple,  President  ; 

Dr.  H.  F.  Connally,  Jr.,  Amicable  Bldg..  Waco,  Secretary. 
Thirteenth  District  Society.  Dr.  Fred  Harrell,  Olney,  President  ; 

Dr.  S.  W.  Wilson,  Medical  Arts  Bldg.,  Fort  Worth,  Secretary. 
Fourteenth  District  Society,  Ennis,  January,  1949.  Dr.  W.  I. 
Southerland,  Sherman,  President ; Dr.  John  Bagwell,  Medical 
Arts  Building,  Dallas,  Secretary. 

Fifteenth  District  Society,  Daingerfield,  Fall,  1948.  Dr.  W.  S. 
Terry,  Jefferson,  President;  Dr.  James  Harris,  Marshall, 
Secretary. 

CLINICS 

Dallas  Southern  Clinical  Society,  Dallas,  March  14-17,  1949. 
Miss  Thelma  J.  Webb,  Medical  Arts  Bldg.,  Dallas  1.  Executive 
Secretary. 

International  Post-Graduate  Medical  Assembly  of  Southwest 
Texas,  San  Antonio,  January  25-27,  1949.  Dr.  John  J.  Hinchey, 
643  Moore  Bldg.,  San  Antonio  5,  Secretary. 

Oklahoma  City  Clinical  Society  Conference.  Oklahoma  City, 
October  25-28.  Muriel  R.  Waller,  512  Medical  Arts  Bldg.,  Okla- 
homa City  2,  Executive  Secretary. 

Post  Graduate  Medical  Assembly  of  South  Texas,  Houston,  De- 
cember 7-9,  1948.  Dr.  E.  Trowbridge  Wolf,  229  Medical  Arts 
Bldg.,  Houston,  Secretary. 

Wichita  County  Fall  Clinical  Conference.  Wichita  Falls,  October 
20.  1948.  Dr.  Charles  H.  Brown,  Wichita  Falls,  Program 
Chairman. 


MEDICAL  EXAMINERS  OFFICE  MOVES 
Effective  September  1,  the  office  of  the  State 
Board  of  Medical  Examiners  will  be  moved  from 
Waco  to  the  Medical  Arts  Building',  Fort  Worth.  Dr. 
M.  H.  Crabb,  Fort  Worth,  has  been  elected  secretary- 
treasurer  of  the  board,  succeeding  Dr.  H.  F.  Con- 


nally, Waco,  who  died  in  July,  and  the  office  will 
be  under  his  supervision. 

Dr.  L.  H.  Denman,  Lufkin,  has  been  appointed  to 
fill  the  vacancy  on  the  board  caused  by  Dr.  Con- 
nally’s  death.  His  term  will  expire  in  1953. 

Dr.  Crabb  has  announced  that  the  board  will  meet 
at  the  Blackstone  Hotel,  Fort  Worth,  November  4-6 
to  hold  examinations  for  physicians  wishing  to 
qualify  for  a Texas  license. 


SILIFORM  AMPULS  CONTAMINATED 
The  Food  and  Drug  Administration  has  urged 
physicians,  hospitals,  and  druggists  to  return  all 
stocks  of  Siliform  Ampuls  to  the  manufacturer,  the 
Heilkraft  Medical  Company,  Boston,  since  samples 
of  the  drug  have  been  found  to  contain  contaminants. 
The  injection  drug,  which  is  claimed  by  the  manu- 
facturer to  relieve  patients  suffering  with  rheuma- 
tism, should  be  sterile,  but  inspection  by  the  Food 
and  Drug  Administration  showed  that  the  siliform 
had  been  manufactured  without  sterilization  and 
samples  were  found  to  contain  living  organisms. 
Distribution  of  the  drug  has  covered  the  United 
States,  and  stocks  dating  back  to  1946  have  been 
found  on  the  market. 


BOARD  OF  OBSTETRICS  AND  GYNECOLOGY 
A number  of  changes  in  requirements  and  regula- 
tions were  made  by  the  American  Board  of  Obstet- 
rics and  Gynecology  when  it  held  its  annual  meeting- 
in  Washington,  D.  C.,  May  16-22.  New  bulletins 
which  give  details  of  all  new  regulations  are  avail- 
able for  distribution  upon  application  to  the  board, 
1015  Highland  Building,  Pittsburgh  6.  The  board 
certified  231  candidates. 

The  next  scheduled  examination  ( Part  I ) will  be 
held  February  4,  1949.  Applications  may  be  made 
until  November  1. 


“EVERYDAY  HEALTH” ON  RADIO  SERIES 
A series  of  thirteen  fifteen-minute  transcriptions 
for  broadcasting  on  the  general  subject  of  “Every- 
day Health  Problems”  has  recently  been  received  by 
the  central  office  of  the  State  Medical  Association 
from  the  Health  Education  Bureau  of  the  American 
Medical  Association  and  is  available  for  distribution 
to  Texas  radio  stations  upon  request. 

The  series  includes  the  following  topics:  reducing, 
skin  health,  arthritis,  vacations,  accidents,  undulant 
fever,  liver  disease,  the  common  cold,  old  age,  drug 
addiction,  alcoholism,  migraine,  and  allergies. 


DRUGS  AND  JOURNALS  REQUESTED 

The  Medical  and  Surgical  Relief  Committee,  a 
charitable  organization  of  doctors  and  laymen  form- 
ed seven  years  ago  to  send  medical,  surgical,  and 
dental  supplies  and  literature  to  foreign  countries 
where  need  is  greatest,  is  currently  asking  for  medi- 
cal supplies  of  all  kinds.  Letters  of  appeal  from 
various  countries  are  constantly  being  received. 

Contributions  can  be  made  in  two  ways:  money 
gift  or  a gift-in-kind.  Among  the  items  most  ur- 
gently needed  are  anesthetics,  antiseptics,  aspirin, 
aspirin  combinations,  germicides,  liver  and  iron 
capsules,  microscopes,  penicillin,  sedatives,  stan- 
dard medications  for  various  conditions,  surgeons’ 
gloves,  vitamins,  and  recent  medical,  surgical,  and 
dental  books  and  journals. 

Drugs  are  repackaged  by  a registered  pharmacist 
at  the  New  York  office;  instruments  are  put  in 
first-class  condition;  and  publications  are  sorted 
and  repaired.  Arrangements  are  made  for  shipping 
packages  without  cost. 

Checks  should  be  made  payable  to  James  G.  Blaine, 
treasurer.  Checks  and  gifts-in-kind  should  be  mailed 
to  Medical  and  Surgical  Relief  Committee,  Inc.,  420 
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Lexington  Avenue,  New  York  17.  Dr.  T.  G.  Blocker, 
Jr.,  University  of  Texas  School  of  Medicine,  Gal- 
veston, is  the  consultant  to  the  relief  committee  in 
this  area. 


Every  visit  to  the  clinic  or  the  doctor’s  office,  every 
visit  by  the  public  health  nurse,  is  health  education, 
for  the  visit  provides  the  most  powerful  type  of 
learning,  namely,  experience.  If  the  experience  is  not 
satisfying,  there  will  be  a tendency  to  avoid  seeking 
health  and  medical  care  the  next  time  that  the  in- 
dividual or  a member  of  his  family  needs  it. — May- 
hew  Derryberry,  Ph.D.,  Pub.  Health  Rep.,  Nov.  14, 
1947. 


The  estimated  expenditures  per  death  during  the 
year  1940  for  research  in  preventive  medicine  in 
certain  diseases  were  as  follows:  poliomyelitis  $500, 
infectious  diseases  $4,  cancer  $2,  cardiac  diseases 
$0.17. — Col.  Wesley  C.  Cox,  USA  (MC),  in  Sym- 
posium on  Military  Epidemiology,  Cambridge,  Mass., 
May  26,  1948. 


If  the  head  of  a family  is  stricken  with  tubercu- 
losis the  family’s  resources  are  exhausted  in  about 
one  year.  After  that  society  takes  care  of  the  victim 
and  his  dependent  children,  and  after  his  death  gives 
his  widow  a pension.  The  expenditure  in  taking  care 
of  the  results  of  the  disease  far  exceeds  the  money 
spent  for  its  eradication. — James  H.  Hutton,  M.  D., 
Illinois  M.  J.,  April,  1947. 


LIBRARY  NOTES 


PACKAGE  SERVICE 

The  package  library  consists  of  collections  of  reprints 
and  other  periodical  material  on  various  subjects,  pre- 
pared for  lending  to  members  of  the  Association.  Re- 
quests for  packages  should  be  addressed  “Library,  State 
Medical  Association  of  Texas,  700  Guadalupe  Street, 
Austin,  Texas.”  Twenty-five  cents  in  stamps  should  be 
enclosed  with  the  request  to  cover  postage  and  part  of 
the  expense  of  collecting  the  material.  Packages  are 
allowed  to  remain  in  the  hands  of  the  borrower  for 
14  days. 


Accessions 

The  following  additions  were  made  to  the  Library 
during  July: 

Reprints  received,  613. 

Journals  received,  201. 

Books  received,  27. 

Diagnosis  in  Gynecology,  Ricci,  and  Recent  Ad- 
vances in  Surgery,  Edwards,  from  Blakiston  Com- 
pany, Philadelphia. 

Clinical  Laboratory  Methods  and.  Diagnosis,  3 vol- 
umes, Gradwehl;  Outline  of  Physiology,  Amberson 
and  others;  Diseases  Affecting  the  Vulva,  Hunt; 
Practice  of  Allergy,  Vaughan  and  Black;  Principles 
Governing  Eye  Operating  Room  Procedures,  Cleven- 
ger; and  Handbook  of  Ophthalmology , Goar,  from  C. 
V.  Mosby,  St.  Louis. 

Intracranial  Tumors,  Bailey,  from  Charles  C. 
Thomas  Publishers,  Springfield,  111. 

Oral  Vaccines,  Thomson  and  others;  Handbook  of 
Practical  Bacteriology,  Mackie  and  McCartney; 
Midwifery,  White  (editor)  and  others;  Standard 
Radiographic  Positions,  Davies  and  Isenburg;  and 
Human  Nutrition,  Mottram,  from  Williams  and 
Wilkins  Company,  Baltimore. 

A Treatise  on  Obstetric  Labor,  Torpin,  from 
Augusta  Obstetric  and  Gynecology  Book  Company, 
Augusta,  Ga. 

Arterial  Hypertension,  Ayman;  Bright’s  Disease, 
Christian;  and  Subacute  Bacterial  Endocarditis,  Lib- 
man  and  Friedberg,  from  Oxford  University  Press, 
New  York. 


Diseases  of  the  Ear,  Nose,  and  Throat,  Morrison, 
from  D.  Appleton-Century  Company,  New  York. 

Twentieth  Century  Speech  and  Voice  Correction, 
Froeschels  (editor),  from  Philosophical  Library, 
New  York. 

Transactions  of  the  American  Therapeutic  Society, 
1945,  Pottenger  (editor),  from  the  Society,  New 
York. 

The  American  College  of  Surgeons’  Year  Book, 

I, 947-49,  2 copies,  American  College  of  Surgeons, 
from  R.  R.  Donnelly  and  Sons,  Chicago. 

Eating  for  Health,  Lewis,  from  MacMillan  Com- 
pany, New  York. 

The  Rehabilitation  of  the  Patient,  Elledge,  from 

J.  B.  Lippincott,  Philadelphia. 

Summary  of  Service 

Local  users,  52.  Borrowers  by  mail,  36. 

Items  consulted,  782.  Packages  mailed,  41. 

Items  taken  out,  236.  Items  mailed,  474. 

Total  number  of  items  consulted  and  loaned,  1.492. 


MOTION  PICTURE  FILM  LIBRARY 

Motion  picture  films  on  medical  subjects,  16  mm.,  both 
silent  and  sound,  some  in  color,  and  suitable  for  either 
medical  or  lay  audiences,  are  available  for  loan  to  county 
medical  societies,  hospital  staffs,  or  individual  physi- 
cians, on  request.  Borrowers  will  be  required  to  pay  only 
the  cost  of  shipment  of  the  films,  by  express,  with  in- 
surance, and  for  any  damage  to  films  while  in  the  hands 
of  the  borrower. 

Requests  for  films  should  be  addressed  to  “Motion 
Picture  Film  Library,  State  Medical  Association  of  Texas, 
700  Guadalupe  Street,  Austin,  Texas.”  A list  of  avail- 
able films,  with  descriptions,  will  be  furnished  on  request. 


The  following  motion  picture  films  were  loaned 
by  the  Film  Library  during  July: 

Accent  on  Use  (National  Foundation  for  Infan- 
tile Paralysis) — Public  Meeting,  Dublin. 

Anemia,  Erythroblastic  (Mead  Johnson) — Coffey 
Clinic,  Fort  Worth. 

Appendicitis  in  Childhood  (Mead  Johnson) — -F.  A. 
Orgain  Memorial  Hospital  and  Bastrop  Clinic,  Bas- 
trop, and  Duff  Pittard  Clinic,  Anson. 

Cholecystectomy  (Mead  Johnson) — F.  A.  Orgain 
Memorial  Hospital  and  Bastrop  Clinic,  Bastrop,  and 
Duff  Pittard  Clinic,  Anson. 

In  Daily  Battle  (National  Foundation  for  Infan- 
tile Paralysis) — Public  Meeting,  Dublin. 

Eyes,  Your  Children’s  (British  Information  Serv- 
ices)-— Well  Baby  Clinic,  Brownsville. 

Gastrectomy,  Safer  (Billie  Burke  Productions)  — 
Drs.  Hyslop  and  Hyslop,  Del  Rio. 

Goiter  Surgery  (Mead  Johnson) — Drs.  Hyslop  and 
Hyslop,  Del  Rio. 

Hysterectomy  (Mead  Johnson) — Drs.  Hyslop  and 
Hyslop,  Del  Rio,  and  F.  A.  Orgain  Memorial  Hos- 
pital and  Bastrop  Clinic,  Bastrop. 

Immunization  Against  Infectious  Diseases  (Le- 
derle  Laboratories) — Texas  Wesleyan  College,  Fort 
Worth. 

Infantile  Paralysis,  Orthopedic  Treatment  of 
(Mead  Johnson) — Scott  and  White  School  of  Nurs- 
ing, Temple. 

Let  My  People  Live  (Texas  Tuberculosis  Associa- 
tion)-— Boy  Scouts,  Fort  Worth. 

Magic  Bullets  (U.  S.  Public  Health  Service)  — 
Organic  Chemistry  Class,  Texas  Wesleyan  College, 
Fort  Worth. 

Mastoid  Operation  (Louis  Daily)- — Harris  College 
of  Nursing,  Fort  Worth. 

New  Horizons  (National  Foundation  for  Infantile 
Paralysis) — Public  Meeting,  Dublin. 
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Poliomyelitis,  Sister  Kenny  Method  of  Treatment 
(Dr.  Herbert  Hipps) — Scott  and  White  School  of 
Nursing,  Temple. 

Primary  Dysmenorrhea  (Searle  Laboratories) — • 
Coffey  Clinic,  Fort  Worth. 

Time  Is  Life  (American  Cancer  Society) — W.  N. 
Jones  Hospital,  Sherman. 

Traitor  Within  (American  Cancer  Society) — Dr. 
P.  M.  Nesbit,  Arlington,  and  State  Welfare  Organi- 
zation, Sherman. 

Varicose  Veins  and  Their  Complications  (Becton, 
Dickinson  & Co.) — Dr.  P.  M.  Nesbit,  Arlington. 

Treatment  of  Varicose  Veins  (Searle  Labora- 
tories)— Dr.  P.  M.  Nesbit,  Arlington. 

You  Are  the  Switchman  (American  Cancer  So- 
ciety)— State  Welfare  Organization,  Sherman. 


BOOK  REVIEWS 

Pharmacology,  Therapeutics  and  Prescription 
Writing.  By  Walter  Arthur  Bastedo,  Ph.D., 
Ph.M.  (Hon.),  M.D.,  Sc.D.  (Hon.),  F.A.C.P. 
Fifth  edition.  Cloth,  840  pages,  illustrated. 
Price,  $8.50.  Philadelphia  and  London,  W.  B. 
Saunders  Company,  1947. 

The  remarkable  progress  that  has  taken  place 
since  the  first  edition  (1913)  of  Dr.  Bastedo’s  earlier 
publication  has  caused  the  author  to  make  a strenu- 
ous effox’t  to  keep  abreast  of  the  times.  Few  books 
have  been  revised  so  often  within  thirty-four  years. 
Two  world  wars  have  contributed  greatly  to  the 
rapid  changes  in  the  manufacture  and  uses  of 
remedial  agents  and,  in  addition,  have  greatly  stim- 
ulated research  in  evei-y  branch  of  medicine.  No 
pharmacologist  is  better  qualified  to  cover  this  sub- 
ject than  the  author,  whose  many  years  of  teaching, 
together  with  the  high  positions  he  has  held  in  con- 
nection with  the  different  x’evisions  of  the  Pharm- 
acopeia, has  given  hixxx  a store  of  knowledge  few 
men  possess.  He  has  tried  to  pass  this  information 
on  to  others  and  has  so  arranged  the  latest  edition 
that  it  is  a complete  and  concise  volunxe. 

The  passing  from  Latin  to  English  prescriptions 
has  largely  been  brought  about  by  the  availability 
of  excellent  pharmaceutical  preparations,  thus  ren- 
dering Latin  obsolete.  Yet  sufficient  stress  is  given 
to  Latin  terms  that  ahxxost  any  physician  can  cull 
the  information  desired  in  the  sixty-four  pages  given 
to  prescription  writing. 

The  drugs  and  remedies  are  listed  in  a logical 
manner  as  to  soui’ces,  constituents,  various  pi’epara- 
tions,  dosage,  strength,  method  of  action,  manner  of 
presci-ibing,  and  administi'ation.  Cautioixs  ai'e  given 
concerning  more  potent  drugs,  with  the  contraindi- 
cations. Toxicity  and  allergy  ai’e  considered,  and 
treatxxient  is  listed  for  such  occui’rences.  Many  of  the 
latest  preparations  ai-e  considered,  such  as  x’adio- 
active  iodine,  folic  acid,  x’utin,  streptonxycin,  and 
thioui’acil.  Dr.  Bastedo  quotes  his  authorities  by 
name  as  he  discusses  the  value  attached  to  these 
latest  remedial  agents. 

This  edition  contains  840  pages  of  information  on 
pharixxacology  and  thei'apeutics,  with  a nxininxuixx 
number  of  gi’aphs  and  a classification  of  drugs  ar- 
l-anged  in  a sequence  that  will  enable  either  a prac- 
titioner, student,  or  teacher  to  find  the  information 
he  wants  within  the  shoi-test  tiixxe.  The  fifth  edition 
of  Bastedo  should  be  on  the  desk  of  every  practi- 
tioner and  specialist. 

Diagnostic  Bacteriology.  By  Isabelle  G.  Schaub, 
A.B.,  and  M.  Kathleen  Foley,  A.  B.  Third  edi- 
tion. Cloth,  532  pages,  of  which  148  are  blank 

’Reviewed  by  R.  H.  Needham,  M.  D.,  Fort  Worth. 

-Reviewed  by  A.  Packchanian,  M.  D.,  Galveston. 


for  notes.  Price,  $4.50.  St.  Louis,  C.  V.  Mosby 
Company,  1947. 

This  is  a good  reference  book  for  technicians  in 
clinical  laboratories.  Most  bacteriologic  techniques 
and  procedui'es  used  in  clinical  bacteriological  lab- 
oratories are  described  and  discussed  satisfactorily. 
Chapter  III,  which  deals  with  the  formula  for  cul- 
ture media,  staining  technique,  reagents,  and  tests, 
is  accui’ate,  concise,  and  well  ai'ranged.  An  excellent 
featui-e  of  this  chapter  is  the  citing  of  references  to 
the  joui’nals  in  which  the  methods  were  originally 
described  in  detail. 

The  book  is  planted  on  one  side  of  each  page, 
leaving  the  opposite  side  blank  for  notes  and  re- 
marks. This  volume  is  not  suitable  as  a textbook,  but 
is  useful  as  a reference  technique  book  in  bacter- 
iology and  serology. 

’Endocrine  Therapy  in  General  Practice.  By  E.  L. 
Sevi’inghaus,  M.D.,  F.A.C.P.  Sixth  edition.  Cloth, 
264  illustrated  pages.  Price,  $4.  Chicago,  The 
Year  Book  Publishers,  Inc.,  1947. 

The  author  has  pi'esented  ixx  this  lxxanual  the  fun- 
damentals of  endocrinology,  correlating  the  function, 
diagxxosis,  and  treatment  of  the  endocrinopathies  in 
a clear,  practical  manner.  He  gives  a discussion  of 
the  biologic  significance  of  hormones,  a review  of 
systenxatic  endoci'inology,  and  a consideration  of 
posterior  pituitai’y  hormones  in  the  first  three  chap- 
ters. The  remainder  of  the  book  is  a treatise  on  the 
hormones  of  the  anterior  pituitary  group,  and  the 
final  chapters  are  devoted  to  the  subjects  of  “En- 
docrinopathies in  Children  and  Adolescents”  and  to 
“Obesity.” 

While  the  book  is  mainly  on  thei’apy,  each  topic 
is  discussed  according  to  function,  diagnosis,  aixd 
treatment,  with  an  adequate  application  of  the  new- 
er concepts  of  hoi’mone  thei’apy.  The  illustrations  are 
fairly  numerous  and  good. 

Although  this  manual  was  probably  intended  pri- 
marily for  the  student  and  genei’al  practitioner,  any- 
one intei'ested  in  the  subject  of  endocrinology  can 
profit  by  reading  it. 

‘Review  of  Occupational  Medicine  and  Industrial 
Hygiene.  By  Rutherford  T.  Johnstone,  A.B., 
M.D.  Cloth,  604  pages,  illustrated.  Pi-ice,  $10. 
St.  Louis,  C.  V.  Mosby  Company,  1948. 

This  book  excellently  combines  the  clinical  aspects 
of  occupational  diseases  with  appraisal,  control,  aixd 
description  of  industrial  processes.  It  is  more  than 
a mere  l-evision  aixd  improvement  of  “Occupational 
Diseases,”  which  the  author  published  in  1941.  The 
outstanding  new  material  includes  trade  names  of 
more  commonly  used  commercial  chemicals,  infor- 
mation on  recently  studied  chlorinated  hydrocai’bons, 
recently  developed  synthetic  chemicals,  a chapter  on 
oxygen  thei’apy,  aixd  a chapter  on  the  toxicity  and 
potential  hazards  involved  with  the  use  of  DDT, 
2-4D  (weed  killer),  and  thioglycolates  (used  in  cold 
wave  permanents).  Throughout  the  entire  book  num- 
erous illustrative  case  histories  are  cited.  Another 
improvement  over  the  1941  book  is  the  inclusion  of 
many  chemical  foxmxulas  and  a l'eview  of  certain  fun- 
damental organic  molecular  structures. 

The  author  has  drawn  l’ichly  from  his  personal 
experiences.  The  book  should  appeal  and  be  valuable 
to  medical  students  and  practicing  physicians  whose 
occupational  disease  or  industrial  health  medical 
courses  were  meager  and  who  desire  to  supplement 
their  education  thi'ough  current  refresher  data,  as 
well  as  to  plant  engineers,  safety  expei’ts,  and  in- 
dustrial hygienists. 

"The  Pathology  of  Nutritional  Diseases.  By  Rich- 
ard H.  Follis,  Jr.,  M.D.  Cloth,  236  pages,  illus- 

3Reviewed  by  William  H.  Teague,  M.  D.,  Fort  Worth. 
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trated.  Price,  $6.75.  Springfield,  111.,  Charles  C. 
Thomas  Publisher,  1947. 

This  volume  is  unique  in  that  the  author  has  ap- 
proached the  problem  of  nutrition  primarily  from 
the  point  of  view  of  pathology,  and  secondarily 
noting  physiologic,  biochemical,  and  clinical  rela- 
tionships. Detailed  morphologic  changes  in  Mammalia 
resulting  from  a deficiency  of  each  of  the  forty-odd 
essential  nutrients,  elements,  amino  acids,  vitamins, 
and  fatty  acids,  are  discussed.  The  studies  present- 
ed deal  primarily  with  the  pathologic  changes  occur- 
ring in  experimental  animals  as  a result  of  specific 
deficiencies.  The  results  of  specific  deficiencies  in 
men  are  included  when  known.  The  metabolic  and 
biochemical  relationships  between  the  various  nu- 
trients are  discussed  briefly.  Of  particular  interest 
are  the  sections  on  scurvy  and  rickets,  which  are 
based  on  the  author’s  personal  investigation. 

Those  concerned  with  the  investigation  of  prob- 
lems concerning  nutrition  should  find  the  volume 
helpful,  as  it  is  a good  review  of  the  experimental 
work  in  the  medical  literature.  The  author  has  con- 
solidated much  scattered  information  and  constantly 
raises  questions  requiring  further  investigation.  The 
fact  that  knowledge  concerning  nutrition  and  de- 
ficiencies is  incomplete  is  constantly  pointed  out. 

“Operative  Gynecology.  By  Harry  Sturgeon  Cros- 
sen,  M.D.,  and  Robert  James  Crossen,  M.D.  Sixth 
edition.  Cloth,  979  pages,  illustrated.  Price,  $15. 
St.  Louis,  C.  V.  Mosby  Company,  1948. 

Six  editions  of  this  work  attest  its  usefulness.  It 
is  written  in  a clear  and  concise  style.  It  abounds  in 
good  illustrations  which  are  basic  in  a text  on  op- 
erative gynecology.  Its  principal  defect  is  the  in- 
clusion of  a few  obsolete  procedures  from  the  earlier 
editions.  This  is  especially  true  in  the  sections  on 
uterine  retro-displacements  and  prolapse. 

The  section  on  malignancy  of  the  cervix  is  es- 
pecially well  done.  A thorough  discussion  of  clinical 
features  including  histologic  grading  and  stage  de- 
termination is  presented.  Radiotherapy  is  simply  and 
clearly  discussed  omitting  detailed  radiophysics. 
However,  the  authors  do  not  enter  the  “radium  ver- 
sus radical  surgery”  controversy,  although  a fairly 
satisfactory  technique  for  radical  surgery  is  given. 

Essentially  all  commonly  seen  gynecologic  disor- 
ders are  taken  up  in  well  organized  chapters.  Their 
diagnosis  and  management  are  discussed  in  a thor- 
oughly practical  manner.  As  a further  aid  to  the 
gynecologic  surgeon,  concomitant  conditions  of  close- 
ly related  organ  systems  are  considered  in  detail. 
The  chapters  concerning  the  intestinal  and  urinary 
tracts  are  especially  useful. 

The  section  on  anesthesia  could  well  be  strengthen- 
ed. Infiltration  anesthesia  is  given  undue  promin- 
ence, and  balanced  anesthesia  is  not  discussed  at  ail. 
Curare  is  barely  mentioned. 

A practical  chapter  on  medico-legal  problems  con- 
cludes the  volume.  The  important  points  considered 
are  (1)  consent  to  operation,  (2)  foreign  bodies  left 
in  the  abdomen,  and  (3)  persistence  of  symptoms 
after  operation. 

In  summary,  the  book  is  complete,  well  written, 
and  clearly  illustrated.  It  is  a valuable  adjunct  to  the 
practice  of  good  conservative  surgery  in  gynecology. 

’Coronary  Heart  Disease.  By  A.  Carlton  Ernstene, 
M.  D.,  Chief  of  the  Section  on  Cardiovascular 
Disease,  Cleveland  Clinic,  Cleveland,  Ohio.  Cloth, 
100  pages.  Price,  $2.50.  Springfield,  111.,  Charles 
C.  Thomas,  Publishers,  1948. 

This  delightful  100-page  monograph  of  American 
lectures  on  circulation  brings  to  us,  in  fairly  con- 
densed form,  eight  chapters  full  of  essential  ele- 
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ments  making  up  pathology,  symptoms,  signs,  dif- 
ferential diagnosis,  complications,  prognosis,  and 
treatment  of  various  aspects  of  cardiac  disease,  most 
of  which  have  their  basis  in  disease  of  the  coronary 
arteries. 

Any  clinician  or  general  practitioner  who  sees 
heart  disease  will  do  well  to  read  this  little  book 
from  cover  to  cover,  since  it  contains  material  which 
is  of  benefit  in  every  day  practice. 

The  chapter  headed  “Risk  of  Anesthesia  and  Sur- 
gical Operation  in  Patients  with  Coronary  Heart 
Disease”  should  be  quite  comforting  to  those  sur- 
geons contemplating  operations  on  this  group  of 
patients.  Detailed  methods  of  approach  and  treat- 
ment in  such  cases  are  adequately  covered. 

SA  Manual  of  Pharmacology.  By  Torald  Sollmann, 
M.  D.  Cloth,  seventh  edition,  995  pages.  Price, 
$11.50.  Philadelphia  and  London,  W.  B.  Saunders 
Company,  1948. 

This  is  the  seventh  edition  of  a monumental  work 
on  the  current  knowledge  and  conceptions  of  drug 
actions.  It  includes  the  newer  concepts  of  chemo- 
therapy that  have  developed  since  the  previous  edi- 
tion in  1942.  This  edition  also,  for  the  first  time, 
contains  the  latest  information  on  antithyroid  drugs, 
anticonvulsants,  antihistamine  agents,  anticholine- 
acetylases,  folic  acid,  standardized  curare,  reliable 
digitoxin,  nitrogen,  mustards,  and  so  forth. 

The  format  of  this  volume  has  been  improved  by 
using  two  columns  to  the  page.  This  facilitates  the 
search  for  information.  As  in  previous  editions, 
ordinary  and  small  type  are  used.  Ordinary  type 
presents  material  that  all  searchers  should  use,  and 
small  type  is  for  those  striving  for  more  detailed 
information. 

If  any  criticism  could  be  made  of  this  edition,  it 
is  that  of  the  indexing  of  some  of  the  newer  drugs. 
For  instance,  in  the  body  of  the  book  under  anti- 
malarial  drugs  there  is  a section  on  chloroquine,  but 
in  the  index  this  drug  is  not  listed,  whereas  the  less 
well  known  term  “Aralen”  is. 

All  in  all,  this  is  one  of  the  most  comprehensive 
works  on  pharmacology,  and  should  be  in  every  li- 
brary for  reference  purposes. 

’Ulcer.  By  Donald  Cook,  B.  A.,  M.  D.  Cloth,  187 
pages,  illustrated.  Price,  $2.50.  Chicago,  Medi- 
cal Center  Foundation  and  Fund,  1947. 

This  small  volume  contains  a well  arranged  and 
comprehensive  review  of  the  literature  bearing  upon 
the  cause  and  treatment  of  gastroduodenal  ulcer. 
The  author  first  gives  due  consideration  to  theories 
concerning  the  etiology  as  follows:  chemical,  infec- 
tious, constitutional,  gastritis,  deficiency,  endocrine, 
vascular,  intragastric  mucosal  irritant,  traumatic, 
neurogenic,  deranged  motility,  anomalies,  metabolic 
disturbances,  allergy,  dietary  factors,  and  occupa- 
tional theories.  He  then  expounds  his  own  theory: 
“There  is  an  ulcer-bearing  area  of  the  stomach  and 
of  the  duodenum  which  comprises  that  portion  of 
these  organs  which  may  be  pinched,  rubbed,  or 
pressed  between  the  posterior  surface  of  the  liver 
and  the  ventral  surface  of  the  spine  and  prevertebral 
structures.  These  portions  include  the  lesser  curva- 
ture and  an  elliptical  area  on  each  of  the  adjacent 
ventral  and  dorsal  walls  of  the  stomach  and  ap- 
proximately the  first  two  and  one  half  inches  of 
the  duodenum.” 

Under  “Limbo  of  the  Ridiculous,”  Dr.  Cook  sounds 
a timely  warning  against  vagotomy  in  general,  and 
supradiaphragmatic  section  of  both  vagus  nerves  in 
particular. 

The  book  is  well  arranged,  easy  to  read,  and 
packed  with  wisdom  born  of  experience.  Without 
doubt  it  is  the  most  valuable  contribution  to  the 
subject  that  has  appeared  in  recent  times. 

^Reviewed  by  Edward  P.  Leeper,  M.  D.,  Dallas. 

9Reviewed  by  W.  B.  Russ,  M.  D.,  San  Antonio. 
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Contributions  to  this  department  will  be  appreciated. 
News  should  be  of  general  medical  interest,  such  as  public 
health  activities,  new  hospitals,  personal  items  of  more 
than  local  value,  etc.  News  for  a particular  number  of 
the  Journal  should  be  in  the  hands  of  the  Editor  not 
later  than  the  fifteenth  of  the  preceding  month. 


National  Meetings  to  be  held  soon  include  the  fol- 
lowing: 

American  Association  of  Blood  Banks,  Buffalo, 
N.  Y.,  August  26-28. — Further  information  may  be 
secured  from  Miss  Marjorie  Saunders,  Secretary, 
3301  Junius  Street,  Dallas  1. 

Mississippi  Valley  Medical  Editors’  Association, 
Springfield,  111.,  September  29. — All  ethical  physi- 
cians and  those  interested  in  medical  writing  are  in- 
vited to  attend  a course  in  medical  writing  by  Dr. 
Morris  Fishbein,  Chicago,  editor  of  The  Journal  of 
the  American  Medical  Association,  in  the  afternoon, 
and  a dinnpr  followed  by  addresses  in  the  evening. 
The  meeting  will  be  held  during  the  annual  conven- 
tion of  the  Mississippi  Valley  Medical  Society.  De- 
tails are  available  from  Dr.  Harold  Swanberg,  Sec- 
retary, W.C.U.  Building,  Quincy,  111. 

“Southwest  Medicine,”  official  monthly  publica- 
tion of  the  Southwestern  Medical  Association  and 
El  Paso  County  Medical  Society,  is  being  revived 
with  Dr.  Delphin  von  Briesen,  El  Paso,  as  editor.  Drs. 
Leslie  M.  Smith,  Louis  W.  Breck,  M.  P.  Spearman, 
and  Branch  Craige  comprise  the  editorial  board.  The 
first  issue  appeared  in  July. 

Public  Health  Service  Celebrates. — The  one  hun- 
dred fiftieth  anniversary  of  the  founding  of  the 
United  States  Public  Health  Service  was  observed 
on  July  16.  In  Texas,  the  Marine  Hospital  in  Gal- 
veston and  the  U.  S.  Public  Health  Service  Hospital 
in  Fort  Worth  as  units  of  the  federal  service  were 
especially  concerned  with  the  anniversary.  At  the 
Fort  Worth  hospital  Dr.  R.  B.  Holt,  medical  officer 
in  charge;  Captain  T.  W.  McDaniel,  Jr.,  MC,  USN; 
and  Dr.  R.  T.  Hewitt,  senior  surgeon,  spoke  briefly 
at  a public  program  of  the  history  of  the  Public 
Health  Service,  its  work  with  the  Navy,  and  its  part 
in  the  national  program  of  mental  health.  Excerpts 
from  Dr.  Holt’s  talk  appear  in  the  “Current  Edi- 
torial Comment”  section  of  this  Journal,  page  285. 

The  Veterans  Administration  Hospital  at  Legion 
observed  its  twenty-fifth  anniversary  July  1 with 
special  programs,  parties,  and  entertainment  for  bed 
patients;  recognition  of  long-time  employees;  and 
displays  in  downtown  show  windows  of  the  handi- 
work of  patients  in  manual  arts  classes  and  other 
medical  rehabilitation,  according  to  the  Kerrville 
Mountain  Sun.  The  American  Legion  in  1920  laid 
the  foundations  for  a hospital  which  in  its  early  days 
was  operated  by  the  state  of  Texas.  It  was  then 
taken  over  by  the  federal  government  and  in  1923 
was  placed  under  the  jurisdiction  of  the  Veterans 
Bureau,  forerunner  of  the  Veterans  Administration. 

A Medical  Center  in  Tyler  is  being  planned  in  con- 
junction with  erection  of  a new  county  hospital,  bids 
for  which  will  be  requested  by  the  end  of  the  year, 
reports  the  Tyler  Courier-Times-T elegraph.  The 
East  Texas  Hospital  Association,  comprised  of  busi- 
ness and  professional  men  and  women  of  Smith 
County,  has  donated  a 10-acre  building  site  for  the 
hospital  from  a 35-acre  tract  in  southeast  Tyler.  The 
remainder  of  the  tract  will  be  developed  on  a non- 
profit basis  to  include  a medical  arts  office  building, 
nurses’  school  and  home,  clinics,  space  for  future  ex- 
pansion of  the  hospital,  an  apartment  hotel,  a motel, 
a theater,  and  retail  stores.  The  new  $1,500,000  hos- 
pital will  be  only  one  and  one-half  blocks  from 
Mother  Frances  Hospital  and  three  blocks  from 
Tyler  Junior  College,  at  which  student  nurses  will 
take  part  of  their  training. 


The  Hendrick  Memorial  Hospital  Summer  Clinic 

was  held  in  Abilene  July  15  with  more  than  one 
hundred  West  Texas  physicians  in  attendance,  ac- 
cording to  the  Abilene  Reporter-News.  The  fifth  an- 
nual clinic  sponsored  by  the  Hendrick  Hospital  fea- 
tured talks  by  Dr.  Joe  Kopecky  and  Dr.  Asher  Mc- 
Comb,  both  of  San  Antonio,  and  by  Abilene  physi- 
cians. Visitors  were  guests  of  Hendrick  Hospital  at 
luncheon  in  the  hospital  cafeteria  and  of  Abilene 
physicians  at  a dinner-dance  in  the  Abilene  Country 
Club.  Dr.  Tate  Miller,  Dallas,  President  of  the  State 
Medical  Association  and  speaker  at  the  dinner, 
stressed  the  need  of  continuing  to  fight  the  sociali- 
zation of  medicine  and  to  work  for  passage  of  a 
basic  science  bill  in  the  Texas  Legislature.  Wives  of 
visiting  physicians  were  entertained  during  the  day 
at  the  Abilene  Club. 

The  Over  Twenty  Club  has  been  organized  in  Dal- 
las for  physicians  who  have  been  in  practice  there 
for  more  than  twenty  years.  The  club  will  hold 
monthly  supper  meetings,  informs  the  Dallas  News, 
and  programs  will  be  entertaining  instead  of  scien- 
tific. 

The  M.  D.  Anderson  Hospital  for  Cancer  Research. 

Houston,  has  recently  secured  the  services  of  Dr. 
Horace  Marvin,  formerly  assistant  professor  of 
anatomy  and  of  medicine  in  charge  of  endocrinology 
at  the  University  of  Arkansas  School  of  Medicine, 
as  head  of  the  department  of  biology,  according  to 
the  Houston  Post. 

Dr.  Gordon  W.  Howe  has  been  awarded  a Rosalie 
B.  Hite  postdoctoral  fellowship  for  research  at  the 
M.  D.  Anderson  Hospital,  reports  the  Houston 
Chronicle.  The  fellowship  is  the  first  to  be  awarded 
for  work  at  the  Anderson  Hospital  and  is  financed 
through  funds  provided  by  the  late  Rosalie  B.  Hite 
to  the  University  of  Texas  for  research  into  the 
cause,  prevention,  treatment,  and  cure  of  cancer. 

The  University  of  Texas  Medical  Branch,  Galves- 
ton, has  announced  the  appointment  of  three  new 
staff  members,  according  to  the  Galveston  Tribune. 
Dr.  Jack  Neal,  Salt  Lake  City,  and  Dr.  M.  J.  Cuen, 
El  Paso,  have  been  appointed  directors  of  the  re- 
cently established  Laboratory  of  Industrial  Hygiene, 
and  Dr.  Henry  Hammer,  chief  of  radiology  service 
at  the  Vienna  General  Hospital  prior  to  1938  and 
more  recently  a member  of  the  staff  of  Bellevue 
Hospital,  New  York,  has  been  appointed  assistant 
professor  of  radiology. 

Dr.  Jack  R.  Ewalt,  director  of  the  Galveston  State 
Psychopathic  Hospital  and  professor  of  neuropsy- 
chiatry at  the  Medical  Branch,  will  serve  as  con- 
sultant on  neuropsychiatry  and  hospital  administra- 
tion for  a commission  to  reorganize  the  executive 
branch  of  the  federal  government,  the  Galveston 
Tribune  informs.  The  bipartisan  committee  authoriz- 
ed by  the  Eightieth  Congress  is  made  of  both  con- 
gressmen and  civilians  headed  by  Herbert  Hoover. 
Dr.  Ewalt  as  a member  of  the  federal  medical  serv- 
ice division  will  study  the  medical  functions  of  the 
Veterans  Administration,  U.  S.  Public  Health  Serv- 
ice, Army,  Navy,  and  other  agencies  of  the  execu- 
tive department. 

The  Life  Insurance  Medical  Research  Foundation 
has  granted  $6,300  to  Dr.  George  Emerson,  head  of 
the  pharmacology  laboratories  of  the  Medical  Branch, 
to  continue  studies  on  carnosine  and  its  relation  to 
shock  treatment,  the  Galveston  Tribune  states. 

Dr.  Wilbur  A.  Selle,  professor  of  physiology  at 
the  Medical  Branch,  has  accepted  an  appointment 
for  the  summer  in  the  Health  Physics  Division  of 
the  Oak  Ridge  Laboratory.  Dr.  Selle  plans  to  study 
the  use  of  radioactive  isotopes  in  relation  to  allergic 
conditions. 

Dr.  Truman  G.  Blocker,  Jr.,  professor  of  plastic 
and  maxillo-facial  surgery  at  the  Medical  Branch, 
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has  been  elected  to  membership  in  the  American 
Surgical  Society,  informs  the  Galveston  Tribune. 
Dr.  Blocker  is  the  third  Texas  physician  currently 
holding  membership  in  the  organization,  which  is 
limited  to  200. 

Dr.  Chester  N.  Frazier,  professor  of  dermatology 
at  the  Medical  Branch,  has  been  appointed  Edward 
Wigglesworth  professor  of  dermatology  at  Harvard 
Medical  School  and  chief  consultant  in  dermatology 
to  the  Massachusetts  General  Hospital,  Boston,  with 
a research  grant  from  the  Rockefeller  Foundation. 
He  will  continue  to  supervise  special  research  and 
residency  training  in  Galveston. 

Dr.  Eric  Ogden,  professor  of  physiology,  will  be 
a guest  speaker  at  the  University  College  Hospital, 
London,  in  August  and  will  also  attend  the  Glas- 
gow meeting  of  the  Physiology  Society. 

Personals 

Dr.  Charles  M.  Hendricks,  El  Paso,  chairman  of 
the  Committee  on  Tuberculosis  of  the  State  Medical 
Association  and  past  president  of  the  American  Col- 
lege of  Chest  Physicians,  received  the  annual  award 
for  outstanding  achievement  in  diseases  of  the  chest 
at  the  meeting  of  the  American  College  of  Chest 
Physicians  in  Chicago  on  June  19. 

Dr.  Tinsley  R.  Harrison,  Dallas,  became  president 
of  the  American  Heart  Association  in  June,  accord- 
ing to  The  Journal  of  the  American  Medical  Asso- 
ciation. 

Dr.  C.  J.  Koerth,  formerly  superintendent  of  the 
Kerrville  State  Sanatorium,  has  assumed  the  posi- 
tion of  tuberculosis  director  for  San  Antonio. 

Dr.  Harry  A.  Tubbs,  Fredericksburg,  was  honored 
by  the  Fredericksburg  Junior  Chamber  of  Commerce 
in  July,  being  named  the  outstanding  young  man  of 
the  past  quax-ter  and  receiving  an  award  in  recogni- 
tion of  his  widespread  civic  woi'k,  the  Fredericks- 
burg Standard  repoi’ts. 

Dr.  W.  F.  Shipp,  Lorena,  was  given  a surprise 
party  on  his  seventy-ninth  birthday  July  17  by  the 
townspeople  of  Lorena,  whom  he  has  served  for  more 
than  fifty  years,  reports  the  Waco  Tribune-Herald. 
Dr.  Shipp  was  eulogized  by  a number  of  the  sev- 
eral hundred  persons  who  gathered  in  tribute  to  him, 
and  he  was  presented  with  a variety  of  gifts,  among 
them  an  engraved  wrist  watch. 

Dr.  C.  F.  Culver,  formerly  on  the  staff  of  the  Vet- 
erans Administration  Hospital  at  Legion,  died  July 
5 in  Keri-ville. 

Dr.  Jo  C.  Alexander,  Dallas,  has  returned  from  a 
meeting  of  the  International  College  of  Surgeons  in 
Rome,  Italy,  informs  the  Dallas  News. 

Marriages 

Dr.  Robert  P.  McDonald,  Fort  Worth,  married 
Miss  Dorothy  Cuistion  in  Rochester,  Minn.,  June  26. 

Dr.  Joe  Henry  Roberts,  Irving,  married  Miss 
Jeanne  Caldwell,  Italy,  June  30. 

Births 

To  Dr.  and  Mrs.  Val  C.  Baird,  Houston,  a daugh- 
ter, Mary  Lou,  April  27. 

To  Dr.  and  Mrs.  W.  B.  West,  Fort  Worth,  a son, 
Walter  Billie,  June  20. 

To  Dr.  and  Mrs.  John  E.  Skogland,  Houston,  a 
daughter,  Bonnie  Jean,  May  23. 

To  Dr.  and  Mrs.  Alfred  F.  Knoll,  Houston,  a son, 
Charles  Whitney,  May  13. 
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Bell  County  Society 

June  2,  1948 

(Reported  by  J.  G.  Rodarte,  Secretary) 

Eresiphake  Method  of  Cataract  Extraction  (motion  picture  with 
brief  discussion) — E.  R.  Veirs,  Temple. 

Primary  Hypertensive  Vascular  Disease — T.  J.  Coleman,  Temple. 


The  scientific  program  outlined  was  presented 
when  Bell  County  Medical  Society  met  June  2 in 
Temple  with  forty-one  members  in  attendance.  G.  V. 
Brindley,  Temple,  gave  a brief  report  of  the  pro- 
ceedings of  the  House  of  Delegates  at  the  annual 
session  of  the  State  Medical  Association.  W.  N. 
Powell,  Temple,  gave  a report  for  a committee  which 
had  investigated  the  blood  donor  program  in  Bell 
County,  indicating  that  the  committee  does  not  ap- 
prove the  establishment  of  a Red  Cross  blood  bank  in 
the  county.  Report  of  the  public  health  committee 
was  read.  A letter  from  J.  E.  Bauman,  Temple, 
thanking  the  society  for  its  support  in  the  Texas 
cancer  drive  was  read. 

Application  for  membership  by  three  physicians 
was  approved. 

Lamar  County  Society 
July  1,  1948 

(Reported  by  Thomas  E.  Hunt,  Jr.,  Secretary) 

Neoplasms  of  the  Mouth  (lantern  slides) — Earl  P.  Williams, 

D.  D.  S.,  Dallas. 

Lamar  County  Medical  Society  met  jointly  with 
the  First  District  Dental  Society  in  Paris  on  July  1. 
Thirty-eight  doctors  were  present  to  hear  Earl  P. 
Williams,  D.D.S.,  Dallas,  discuss  neoplasms  of  the 
mouth.  Dr.  Williams  desci'ibed  methods  of  giving 
anesthesia  to  dental  patients.  He  pointed  out  the 
symptoms  of  cancer  of  the  tongue,  emphasized  the 
importance  of  biopsy,  and  showed  slides  demonstrat- 
ing various  types  of  cancer  of  the  mouth  and  lips. 

N.  L.  Barker  and  George  S.  Woodfin  were  unan- 
imously elected  to  membership  upon  application. 

Lubbock-Crosby  Counties  Society 
June  1,  1948 

(Reported  by  Roy  G.  Loveless,  Secretary) 
Cyclopropane  and  Curare  Anesthesia — Olan  Key,  Lubbock. 

Twenty-two  members  and  one  guest  were  present 
for  the  June  1 meeting  of  the  Lubbock-Crosby  Coun- 
ties Medical  Society  in  Lubbock.  Considerable  busi- 
ness was  brought  before  the  group. 

Discussion  of  the  proposed  drafting  of  physicians, 
dentists,  and  veterinarians  under  the  age  of  45  ended 
in  passage  of  a motion  by  Allen  T.  Stewart  that  the 
society  write  its  congressmen,  opposing  the  drafting 
of  physicians  and  proposing  that  physicians  be  pro- 
cui'ed  by  other  physicians  as  they  were  in  Woidd 
War  II. 

Information  concerning  the  Caprock  Medical  So- 
ciety, which  is  establishing  a cooperative  hospital, 
was  presented  by  R.  C.  Douglas.  Representatives  of 
the  Caprock  group  had  met  with  some  of  the  officers 
of  the  Lubbock-Crosby  Counties  Medical  Society,  and 
it  appeai-ed  that  the  hospital  would  operate  accord- 
ing to  the  principles  suggested  by  the  State  Medical 
Association. 

It  was  pointed  out  that  an  act  of  Congress  would 
be  required  to  convert  army  fields  to  tubei’culosis 
hospital  use,  as  had  been  proposed.  Upon  motion  by 
A.  G.  Barsh,  the  society  voted  to  write  Mr.  Philip 
Ovei’ton,  Austin,  State  Medical  Association  attoi’ney, 
inquiring  whether  or  not  it  would  be  worth  while  to 
carry  on  plans  for  such  hospitals. 

Dr.  Barsh,  repoi’ting  for  the  cancer  committee, 
suggested  that  perhaps  the  society  should  train  its 
own  members  in  cancer  detection  rather  than  depend 
on  cancer  detection  clinics,  pointing  out  that  interest 
among  laymen  in  cancer  has  been  created  in  such 
proportion  by  American  Cancer  Society  publicity 
that  the  society  might  need  to  take  steps  to  make 
cancer  detection  more  readily  available. 

Announcement  was  made  of  the  appointment  of  a 
public  relations  committee  consisting  of  James  Hall, 
Glen  Kahler,  and  Mina  D.  Watkins. 
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Olan  Key  presented  a paper  in  which  he  pointed 
out  the  good  results  obtainable  by  using  a combina- 
tion of  cyclopropane  as  a general  anesthesia  and 
curare  to  produce  muscular  quietness  and  relaxation. 

July  6,  1948 

(Reported  by  Roy  G.  Loveless,  Secretary) 

Modern  Aspect  of  Cardiac  Surgery — J.  W.  Duckett,  Dallas. 

Lubbock-Ci’osby  Counties  Medical  Society  mem- 
bers, meeting  July  6 in  Lubbock,  were  urged  by  J. 
W.  Duckett  to  be  careful  in  making  early  diagnosis 
of  cardiac  lesions  amenable  to  surgery. 

Various  communications  were  read,  among  them 
a letter  from  Mr.  Philip  Overton,  Austin,  attorney 
for  the  State  Medical  Association,  expressing  doubt 
that  a tuberculosis  hospital  for  the  Lubbock  area 
could  be  secured  at  this  time.  Upon  motion  by  E.  L. 
Hunt,  seconded  by  J.  T.  Krueger,  the  society  dis- 
charged the  tuberculosis  committee  from  further 
activity  toward  securing  such  a sanatorium. 

James  Hall,  chairman,  listed  fifteen  complaints 
against  the  medical  profession  which  had  been  elicit- 
ed in  a poll  of  laymen  conducted  by  the  public  re- 
lations committee.  Dr.  Hall  discussed  the  merits  and 
demerits  of  the  complaints. 

Upon  motion  by  W.  H.  Gordon,  seconded  by  M. 
M.  Ewing,  the  society  voted  to  buy  a lantern  slide 
projector  and  screen  for  use  of  the  county  society 
and  at  the  district  meeting.  The  president  appointed 
Drs.  Gordon  and  Ewing  to  investigate  the  avail- 
ability and  price  of  such  equipment. 

M.  R.  Snodgrass  and  D.  R.  Rhoades,  Crosbyton, 
were  elected  to  membership  upon  application. 

Medina-Uvalde-Maverick-Val  Verde-Edwards-Real- 

Kinney-Terrell-Zavala  Counties  Medical  Society 
June  18,  1948 

Large  Bowel  Surgery — Carl  Kunath,  San  Angelo,  and  J.  W. 

Nixon,  Asher  McComb,  and  V.  C.  Tucker,  San  Antonio. 

A series  of  papers  on  large  bowel  surgery  by  visit- 
ing physicians  was  presented  for  the  Medina-Uvalde- 
Maverick-Val  V erde  - Edwards  - Real  - Kinney  - Terrell- 
Zavala  Counties  Medical  Society  when  it  met  June 
18  in  Del  Rio.  In  addition  to  the  essayists,  seventeen 
members  and  two  guests  were  present. 

Pecos-Jeff  Davis-Presidio-Brewster  Counties  Society 
July  11,  1948 

(Reported  by  W.  E.  Lockhart,  Secretary) 

Intestinal  Obstruction  (lantern  slidesl* — Asher  McComb,  San  An- 
tonio. 

Folvite  (motion  picture)— Courtesy  of  Lederle  Laboratories. 
Parkinsonism  (motion  picture) — Courtesy  of  Lederle  Laboratories. 

The  scientific  program  outlined  was  presented 
when  nine  members  of  Pecos-Jeff  Davis-Presidio- 
Brewster  Counties  Medical  Society  met  July  11  in 
Fort  Stockton.  Families  of  the  members  and  Mr. 
Bert  Kincaid,  Fort  Stockton  rancher,  and  his  wife 
were  also  guests  at  a barbecue  given  by  Dr.  and  Mrs. 
C.  E.  Oswalt  prior  to  the  meeting. 

A letter  from  George  W.  Cox,  Austin,  State  Health 
Officer,  proposing  formation  of  a four  county  health 
unit  was  read  and  discussed  favorably.  Action  was 
deferred  pending  study  and  report  by  a committee 
appointed  by  the  president  and  consisting  of  M.  V. 
Hill,  chairman,  J.  W.  O’Donnell,  and  W.  E.  Lockhart, 
all  of  Alpine. 

Letters  concerning  a.  proposed  mass  chest  x-ray 
survey,  already  approved  by  the  society,  were  read. 

Upon  motion  by  J.  H.  Blackwell,  seconded  by  Dr. 
Hill,  the  society  unanimously  voted  to  send  a letter 
of  tribute  to  the  family  of  Dr.  Louis  A.  Lavanture, 
Marfa,  recently  deceased. 

Randall-Deaf  Smith-Parmer-Castro-Oldham 
Counties  Society 
June  2,  1948 

(Reported  by  M.  W.  Nobles,  Secretary) 

Shock — Carl  Moyer,  Dallas. 


Ten  members  and  eight  guests  were  present  to 
hear  a paper  on  shock  by  Carl  Moyer,  Dallas,  read 
before  the  June  2 meeting  of  Randall-Deaf  Smith- 
Parmer-Castro-Oldham  Counties  Medical  Society  in 
Dimmitt. 

R.  C.  Stokes,  Friona,  made  a brief  report  of  the 
recent  meeting  of  the  State  Medical  Association. 

D.  K.  Robison,  Claude,  was  elected  to  honorary 
membership  in  the  society. 

Refreshments  were  served  following  the  program. 

July  7,  1948 

(Reported  by  M.  W.  Nobles,  Secretary) 

Diagnosis  of  Acute  Abdominal  Disorders — Robert  A.  Neblett, 
Canyon. 

Randall-Deaf  Smith-Parmer-Castro-Oldham  Coun- 
ties Medical  Society  met  July  7 in  Canyon  with  sev- 
en members  and  three  visitors  present.  The  paper- 
named  was  presented. 

Tom  Green-Eight  County  Society 

June  30,  1948 

Public  Relations  Aspects  of  the  Medical  Profession — Mr.  Philip 
Overton,  Austin. 

Public  relations  and  the  medical  profession  was 
discussed  by  Mr.  Philip  Overton,  Austin,  attorney 
for  the  State  Medical  Association,  at  a special  meet- 
ing of  the  Tom  Green-Eight  County  Medical  Society 
in  San  Angelo  on  June  30.  Members  of  the  auxiliary 
were  guests  at  the  meeting. 

Webb-Zapata-Jim  Hogg  Counties  Society 

July  6,  1948 

(Reported  by  M.  Vails,  Secretary) 

Webb-Zapata-Jinr  Hogg  Counties  Medical  Society 
met  July  6 in  Laredo  with  the  vice-president,  G.  E. 
Penny,  presiding.  A letter  from  the  Boys  Club  of 
Laredo  requesting  assistance  from  the  society  was 
tabled  for  consideration  at  a later  meeting.  S.  H. 
Graham,  Jr.,  Laredo,  was  unanimously  accepted  as 
a member  upon  transfer  from  the  Kerr-Kendall- 
Gillespie-Bandera  Counties  Medical  Society. 

M.  L.  Fuller,  newly  appointed  director  of  the 
Laredo-Webb  County  Health  Unit,  was  welcomed  by 
Dr.  Penny  and  spoke  to  the  society. 

Wichita  County  Society 

July  16,  1948 

Wichita  County  Medical  Society  honored  George 
W.  Cox,  Austin,  State  Health  Officer,  with  a barbe- 
cue at  the  Kindel  Paulk  farm,  Wichita  Falls,  on 
July  16.  Dr.  Cox  was  in  Wichita  Falls  inspecting  the 
health  and  sanitation  work  carried  on  by  his  de- 
partment. Special  guests  at  the  barbecue  were 
Wichitans  who  were  active  in  the  local  clean-up  cam- 
paign for  health  and  in  support  of  the  sale  of  bonds 
for  an  addition  to  the  Wichita  General  Hospital. 

Williamson  County  Society 

July  13,  1948 

William  M.  Gambrell  and  David  Wade,  both  of 
Austin,  were  speakers  at  a meeting  of  Williamson 
County  Medical  Society  held  July  13  at  the  Johns 
Ranch  near  Hutto.  Society  members,  their  wives, 
and  several  out-of-countx  visitors  were  guests  at  a 
barbecue  supper  given  by  the  Johns  Clinic. 

Fifth  and  Sixth  Districts  Society 

July  9-10,  1948 

(Reported  by  Charles  W.  Tennison,  Secretary) 

J uly  9 

Address  of  Welcome — Robert  Sigler,  President,  Nueces  County 
Medical  Society,  Corpus  Christi. 

Response — Kleberg  Eckhardt,  President,  Fifth  and  Sixth  Districts 
Medical  Society,  Corpus  Christi. 

Address — Tate  Miller,  Dallas,  President.  State  Medical  Associa- 
tion. 

Diagnosis  and  Treatment  of  Acute  Poliomyelitis — Clifford  G. 

Grulee,  Jr..  University  of  Texas  Medical  Branch,  Galveston. 
Psychosomatic  Fantasies — Coyne  Campbell.  University  of  Okla- 
homa School  of  Medicine,  Oklahoma  City. 
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Luncheon  and  Round-Table  Discussion. 

Allergic  Children  and  Their  Problems  As  Seen  in  Everyday 
Practice — Ralph  Bowen,  Baylor  University  College  of  Medi- 
cine, Houston. 

End  Results  in  428  Fenestration  Operations — La  Verne  B.  Spake, 
University  of  Kansas  Medical  School,  Kansas  City. 
Differentiation  and  Management  of  Various  Types  of  Circulatory 
Failures — Tinsley  R.  Harrison,  Southwestern  Medical  College, 
Dallas. 

July  10 

Biliary  Tract  Surgery — Robert  Moore,  University  of  Texas  Med- 
ical Branch,  Galveston. 

Interpretation  of  Pain  in  the  Chest — Tinsley  R.  Harrison. 
Rationalism  in  Regard  to  Gynecologic  Operations — Willard  R. 

Cooke,  University  of  Texas  Medical  Branch,  Galveston. 

Business  Meeting. 

Luncheon  and  Round-Table  Discussion. 

The  program  outlined  above  was  presented  when 
the  Fifth  and  Sixth  Districts  Medical  Society  met  in 
Corpus  Christi,  July  9-10.  The  192  physicians  reg- 
istered elected  D.  R.  Knapp,  Kerrville,  as  president; 
L.  W.  Feller,  Fredericksburg,  vice-president;  and 
Charles  W.  Tennison,  San  Antonio,  secretary-treasur- 
er. It  was  decided  to  meet  next  in  July,  1949,  in 
Corpus  Christi. 

A dinner-dance,  golf,  and  a fishing  trip  to  Aransas 
Pass  were  provided  for  entertainment  of  visiting  phy- 
sicians and  their  wives. 
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Officers  of  the  Woman’s  Auxiliary  to  the  State  Medical  Asso- 
ciation of  Texas : President,  Mrs.  S.  M.  Hill,  Dallas  ; President- 
Elect,  Mrs.  Joseph  B.  Foster,  Houston  ; First  Vice-President  (Or- 
ganization), Mrs.  O.  W.  Robinson,  Paris;  Second  Vice-Presi- 
dent (Physical  Examination),  Mrs.  Robert  F.  Thompson,  El 
Paso;  Third  Vice-President  (Hygeia),  Mrs.  J.  C.  Terrell, 
Stephenville ; Fourth  Vice-President  (Program),  Mrs.  Edward  W. 
Coyle,  San  Antonio ; Corresponding  Secretary,  Mrs.  Cecil  O. 
Patterson,  Dallas  ; Recording  Secretary,  Mrs.  R.  E.  Clark,  Mem- 
phis ; Treasurer,  Mrs.  V.  M.  Longmire,  Temple ; Publicity  Sec- 
retary, Mrs.  H.  S.  Renshaw,  Fort  Worth  ; Parliamentarian,  Mrs. 
J.  C.  Sharp,  Corpus  Christi. 
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Smith  County  Auxiliary  held  its  final  meeting  of 
the  year  July  7 in  Tyler  at  the  home  of  Mrs.  Glynne 
Brown.  Mrs.  J.  J.  Faust  was  cohostess.  Preceding 
a coffee,  the  Auxiliary  decided  in  business  session 
that  all  money  left  after  Auxiliary  expenses  had 
been  paid  would  go  toward  furnishing  a room  in 
the  new  Smith  County  Hospital.  A report  of  the 
year’s  work  was  read  by  Mrs.  C.  C.  McDonald, 
president. 

The  auxiliary  entertained  members  of  the  Smith 
County  Medical  Society  at  a picnic  July  16. 

Tom  Green-Eight  County  Auxiliary  met  in  the 
home  of  Mrs.  James  N.  White,  San  Angelo,  on  June 
29.  Mrs.  W.  B.  Burner  presided  over  a business  ses- 
sion. Refreshments  were  served  to  sixteen  members. 

Nueces  County  Auxiliary  was  host  to  members  of 
the  Fifth  and  Sixth  Districts  Auxiliary,  which  held 
its  business  meeting  in  Corpus  Christi  July  9-10  in 
conjunction  with  the  District  Medical  Society  meet- 
ing. An  address  by  Mrs.  S.  M.  Hill,  Dallas,  president 
of  the  State  Auxiliary,  highlighted  the  meeting. 
Special  emphasis  was  given  in  her  talk  to  the  re- 
cruitment of  nurses  and  the  promotion  of  good 
health  through  programs  on  cancer,  tuberculosis,  and 
inoculation  against  contagious  diseases.  She  urged  as 
the  primary  objectives  of  medical  auxiliaries  the 
cultivation  of  friendly  relations  and  mutual  under- 
standing between  doctors  and  the  public,  and  the 
self-education  of  members  of  auxiliaries  in  medical 
legislation  to  fit  them  better  for  the  continuous 
fight  against  socialized  medicine  and  compulsory 
health  insurance.  Mrs.  Hill  also  pointed  out  the  need 
for  medical  auxiliaries  to  adjust  their  activities  to 
the  needs  of  their  communities. 

Mrs.  C.  B.  Stewart,  Corpus  Christi,  Nueces  Coun- 
ty Auxiliary  president,  gave  the  welcoming  address, 
and  Mrs.  Thomas  W.  Edwards,  Corpus  Christi,  coun- 


cil woman  for  the  Sixth  District,  who  conducted  the 
meeting,  responded.  The  social  calendar  included  a 
coffee  in  honor  of  Mrs.  Hill  at  the  home  of  Mrs. 
Sterling  B.  Martin,  with  Mesdames  M.  J.  Perkins, 
C.  P.  Jasperson,  A.  J.  Ashmore,  and  L.  W.  0.  Janssen 
in  charge  of  arrangements,  and  a dinner-dance  at 
the  Dragon  Grill  for  doctors  and  their  wives.  In  ad- 
dition there  were  a golf  tournament  and  planned 
fishing  trips. — Mrs.  Foy  H.  Moody,  Press  Reporter. 
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Dr.  Collet  Eugene  Harrington,  Dallas,  Texas,  died 
June  25,  1948,  of  heart  disease. 

Son  of  Dr.  and  Mrs.  M.  V.  Harrington,  Dr.  Har- 
rington was  born  January  12,  1877,  in  White  County, 
Arkansas.  He  attended  the  public  schools  of  Whites- 
borough,  Ark.,  the  Kentucky  School  of  Medicine, 
Louisville,  and  the  College  of  Physicians  and  Sur- 
geons, St.  Louis,  being  graduated  from  the  latter 
institution  in  1907.  He  began  practice  at  Dike,  Hop- 
kins County,  Texas,  moving  to  Dallas  in  1929  and  to 
Sulphur  Bluff  in  1937.  Dr.  Harrington  returned  to 
Dallas  in  1939  to  join  the  staff  of  the  city  emergency 
hospital.  He  was  subsequently  made  superintendent 
of  the  police  emergency  health  department  and  was 
on  the  staff  of  the  County  Health  Department. 

During  most  of  his  professional  career  Dr.  Har- 
rington was  a member  of  the  State  Medical  Asso- 
ciation and  American  Medical  Association,  first 


DR.  C.  E.  HARRINGTON 


through  Hopkins  County  Medical  Society,  then 
through  Hopkins-Franklin  Counties  Medical  Society, 
and  in  1948  through  Dallas  County  Medical  Society. 
He  was  a member  of  the  Christian  Church  and  of 
the  Masonic  Order. 

Survivors  include  Dr.  Harrington’s  wife,  the  form- 
er Miss  Ruby  McFall,  whom  he  married  April  8, 
1908,  in  Hopkins  County;  one  son,  C.  E.  Harrington, 
Jr.,  Paris,  France;  one  daughter,  Mrs.  Robert  L. 
Staring,  Dallas;  one  brother,  B.  L.  Harrington, 
Weslaco;  and  one  sister,  Mrs.  Blanche  Wood,  Dallas. 

Dr.  Bernard  A.  Jansing,  Westphalia,  Falls  Coun- 
ty, Texas,  died  June  17,  1948,  of  heart  disease  in  a 
Marlin  hospital. 
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Born  in  Flatonia  on  October  8,  1879,  Dr.  Jansing 
was  educated  in  the  Westphalia  school  and  the  Col- 
lege of  Physicians  and  Surgeons,  St.  Louis,  from 
which  he  received  his  medical  degree  in  1908.  From 
1908  until  1913  he  practiced  in  Grimes  County.  He 
then  returned  to  Westphalia,  where  he  was  in  prac- 
tice until  his  death.  He  also  operated  a drug  store. 

Continuously  since  1915  Dr.  Jansing  was  a mem- 
ber of  the  Falls  County  Medical  Society,  the  State 
Medical  Association,  and  the  American  Medical  As- 
sociation. He  was  a member  of  the  Catholic  Church. 


DR.  B.  A.  JANSING 


Dr.  Jansing  married  Miss  Katie  Bernsen  in  1906. 
He  is  survived  by  his  wife;  three  daughters,  Mes- 
dames  Joe  L.  Boeselt,  San  Antonio;  Joe  0.  Blackwell, 
III,  Dallas;  and  W.  L.  Beach,  Cherry  Point,  N.  C.; 
two  sons,  Harold  R.  Jansing,  San  Antonio,  and  Gerald 
J.  Jansing,  Westphalia;  three  sisters,  Sister  M. 
Rodriguez,  San  Antonio;  Sister  M.  Sabina,  Houston; 
and  Miss  E.  M.  Jansing,  Galveston;  and  three  broth- 
ers, Andrew,  Herman,  and  George  Jansing,  all  of 
Norman,  Okla. 

Dr.  Emanuel  Toomin,  Beaumont,  Texas,  died  April 
15,  1948,  in  a local  hospital. 

A native  of  Russia,  Dr.  Toomin  was  born  April 
11,  1883,  the  son  of  Mr.  and  Mrs.  Joshua  Toomin.  He 
was  educated  at  an  agricultural  school  in  Woodbine, 
N.  J.,  and  the  College  of  Physicians  and  Surgeons, 
Baltimore,  from  which  he  was  graduated  in  1910.  Dr. 
Toomin  practiced  for  a short  time  in  Cameron,  Texas, 
and  then  for  seven  years  in  Waco,  where  he  was 
city  physician  for  two  years.  He  moved  to  Fort 
Worth,  where  he  was  in  practice  for  ten  years,  and 
then  to  Chicago,  where  he  was  superintendent  suc- 
cessively of  Washington  Park  and  North  Chicago 
Hospitals.  After  eleven  years  he  returned  to  Texas, 
practicing  for  about  a year  and  a half  in  Slaton  and 
Sundown  before  going  to  Beaumont  in  1943. 

For  various  periods  between  1911  and  1929  Dr. 
Toomin  was  a member  of  the  State  Medical  Asso- 
ciation and  American  Medical  Association  through 
the  Milam,  McLennan,  and  Tarrant  Counties  Medical 
Societies.  Since  1943  he  had  held  membership  through 
Jefferson  County  Medical  Society.  He  formerly  was 
a member  of  the  Knights  of  Pythias,  the  Elks  Lodge, 
and  the  Lions  Club,  and  was  a member  of  the 
American  Legion,  having  served  with  the  Medical 


Reserve  during  World  War  I.  He  was  also  a mem- 
ber of  the  Beaumont  Club. 


DR.  EMANUEL  TOOMIN 


Dr.  Toomin  married  Miss  Jennie  Roddy  in  Cameron 
on  September  18,  1910.  He  is  survived  by  his  wife; 
one  daughter,  Mrs.  R.  A.  Rosene,  Chicago;  and  three 
sons,  Hershel  Toomin,  New  York;  David  Toomin, 
Houston;  and  Leonard  A.  Toomin,  serving  with  the 
Army  at  Biloxi,  Miss. 

Dr.  Charles  Elam  Scull,  San  Antonio,  Texas,  form- 
er chairman  of  the  Board  of  Councilors  of  the  State 


DR.  C.  E.  SCULL 


Medical  Association,  died  June  6,  1948,  of  coronary 
occlusion. 

Son  of  J.  Gambia  and  Jennie  (Elam)  Scull,  Dr. 
Scull  was  born  July  18,  1888,  in  LaVernia,  Wilson 
County,  Texas.  He  received  his  academic  education 
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at  Southwestern  University,  Georgetown,  and  his 
medical  degree  from  the  University  of  Texas  Medical 
Branch,  Galveston,  from  which  he  was  graduated  in 
1910.  He  served  an  internship  at  Santa  Rosa  Hos- 
pital, San  Antonio,  and  remained  in  San  Antonio  to 
practice. 

Continuously  throughout  his  professional  career 
Dr.  Scull  was  a member  of  the  Bexar  County  Medi- 
cal Society,  the  State  Medical  Association,  and  the 
American  Medical  Association.  He  served  in  num- 
erous offices  in  the  county  society,  including  the 
presidency,  and  was  councilor  of  the  Fifth  District 
from  1937  until  1947,  being  successively  secretary 
and  chairman  of  the  Board  of  Councilors  of  the  State 
Medical  Association.  He  was  a fellow  of  the  Ameri- 
can College  of  Surgeons  and  a member  of  the  Texas 
Surgical  Society  and  the  Texas  Railway  and  Trau- 
matic Surgical  Association.  He  was  division  surgeon 
for  the  Southern  Pacific  Railway  and  surgeon  for 
the  Pullman  Company.  During  World  War  I he  was 
a member  of  the  Army  Medical  Corps,  holding  the 
commission  of  lieutenant-colonel  upon  his  return 
from  overseas.  He  was  a member  of  the  Methodist 
Church,  the  Masonic  Lodge  of  LaVernia,  and  Alzafar 
Shrine. 

Dr.  Scull  is  survived  by  his  wife,  the  former  Miss 
Alice  Warren,  whom  he  married  December  23,  1911; 
two  sons,  C.  E.  Scull,  Jr.,  LaVernia,  and  Dr.  Jack 
Scull,  San  Antonio;  and  one  daughter,  Miss  Patricia 
Scull,  San  Antonio. 

Dr.  Marvin  Price  Stone,  Dallas,  Texas,  died  June 
22,  1948,  of  arteriosclerosis  and  hypertension  com- 
plicated by  pneumonia. 

Dr.  Stone,  the  son  of  the  Rev.  and  Mrs.  Benjamin 
Franklin  Stone,  was  born  September  12,  1878,  in 
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Columbia,  Tenn.,  but  his  family  moved  to  Texas  in 
1894.  He  attended  high  school  in  Brownwood  and 
Daniel  Baker  College  there.  He  attended  the  Uni- 
versity of  Texas  Medical  Branch  in  Galveston  and 
was  graduated  in  medicine  from  the  University  of 
Pennsylvania,  Philadelphia,  in  1905.  After  serving  a 
one  year  internship  and  a one  year  residency  at  the 
German  Hospital,  Philadelphia,  Dr.  Stone  began  his 


practice  in  Dallas.  He  had  been  active  until  January, 
1947,  when  he  retired  because  of  failing  health. 

A member  of  the  State  Medical  Association  and 
American  Medical  Association  through  Dallas  County 
Medical  Society  since  1908,  Dr.  Stone  was  elected  to 
honorary  membership  in  the  state  association  in  1947. 

Surviving  Dr.  Stone  are  his  wife,  the  former  Mrs. 
Genevieve  Scott  Moss  of  San  Antonio,  whom  he  mar- 
ried December  7,  1931,  in  Madill,  Okla.;  one  sister, 
Mrs.  T.  Clyde  Smith,  Brownwood;  and  one  brother, 
Tom  Stone,  Brady. 

Dr.  Byron  Webster  Wood,  Port  Arthur,  Texas,  died 
May  28,  1948,  of  acute  coronary  thrombosis. 

Born  November  25,  1882,  in  Cerulean  Springs,  Ky., 
Dr.  Wood  was  the  son  of  Mr.  and  Mrs.  0.  G.  Wood. 
He  attended  school  in  Hopkinsville,  Ky.,  and  the 
Bowling  Green  Preparatory  College,  Bowling  Green, 
Ky.  His  medical  education  was  secured  at  the  Hahne- 
mann Medical  College,  Chicago,  and  the  Eclectic 
Medical  College,  Cincinnati,  from  which  he  was  grad- 
uated in  1907.  He  later  did  postgraduate  work  at  Hot 
Springs,  Ark.,  and  at  Charity  Hospital  and  Tulane 
University,  New  Orleans.  Dr.  Wood  practiced  at 
Denison,  Gladewater,  and  Gilmer  before  moving  in 
1922  to  Port  Arthur.  Formerly  specializing  in  urol- 
ogy, Dr.  Wood  in  1941  discontinued  private  practice 
to  become  city  health  officer  and  later  director  of 
the  health  unit. 

From  1915  through  1930  and  again  from  1941  until 
the  time  of  his  death  Dr.  Wood  was  a member  of  the 


DR.  BYRON  W.  WOOD 


State  Medical  Association  and  the  American  Medi- 
cal Association,  first  through  Grayson  County  Medi- 
cal Society,  then  through  Upshur  County  Medical 
Society,  and  more  recently  through  Jefferson  Coun- 
ty Medical  Society.  He  was  a member  of  the  Crippled 
Children’s  Society,  Tuberculosis  Society,  Welfare 
Board,  Chamber  of  Commerce,  Y.M.C.A.,  Port  Arthur 
Roof  Club,  Masonic  Order,  Elks  Lodge,  and  Meth- 
odist Temple.  He  served  as  mayor  of  Gilmer  while  a 
resident  of  that  city. 

Surviving  Dr.  Wood  arp  his  wife,  the  former  Miss 
Vera  Sloan  of  Cincinnati,  whom  he  married  in  New 
Orleans  in  1910,  and  two  sisters,  Mrs.  Nora  E. 
Williamson  and  Mrs.  Alice  Underwood,  both  of  Hop- 
kinsville, Ky. 
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DEVOTED  TO  THE  INTERESTS  OF  THE  MEDICAL  PROFESSION  AND  PUBLIC  HE ALTH  IN  TEXAS 


The  State  Medical  Association  Central  Of- 
fices are  now  in  operation  at  700  Guadalupe 
Street,  Austin,  in  accordance  with  a resolu- 
tion passed  by  the  House  of  Delegates  of  the 
Association  last  April. 

The  building  occupied  by  the  Association 
headquarters  is  a four  story  mansion  built 
about  sixty- 
five  years  ago 
by  Mr.  John 
Bremond,  son 
of  the  founder 
of  the  John 
Bremond  Cof- 
fee Company. 

For  a number 
of  years  the 
house  was 
used  by  the 
Elks  Club  of 
Austin,  and 
during  World 
War  II  the 
Austin  Red 
Cross  was  lo- 
cated there. 

On  a sloping 
lot  at  the 
corner  of 
Seventh  and 

Guadalupe  Streets,  three  blocks  west  of  the 
Stephen  F.  Austin  Hotel,  the  building  is  of 
heavy  stone  construction  with  the  external 
iron  grillwork  and  interior  mahogany  wood- 
work which  characterize  many  of  the  fine 
mansions  of  an  earlier  day.  The  building  is 
not  fireproof  and  of  course  was  not  planned 


State  Medical  Association  Headquarters 
700  Guadalupe  Street,  Austin,  Texas 


for  an  office  and  library,  but  the  steel  desks 
and  filing  cabinets  and  the  rows  of  book- 
shelves and  journal  stacks  have  fitted  into 
the  house  fairly  satisfactorily  and  the  cen- 
tral office  staff  is  prepared  to  go  ahead  with 
its  usual  routine. 

Actual  moving  from  1404  West  El  Paso 

Street,  Fort 
Worth,  the  lo- 
cation which 
had  served 
as  Associa- 
tion head- 
quarters since 
1935,  was  ac- 
complished 
mainly  during 
the  week  of 
August  15, 
when  van  af- 
ter van  of  of- 
fice furniture, 
equipment, 
and  supplies 
rolled  between 
Fort  Worth 
and  Austin 
and  household 
effects  of  the 
staff  were 

transported  from  Fort  Worth  homes  to  the 
houses  and  apartments  secured  in  Austin.  Al- 
most the  entire  personnel  of  the  Fort  Worth 
office  decided  to  stay  with  the  organization, 
only  four  of  the  full  time  employees  deciding 
to  remain  in  Fort  Worth.  While  the  actual 
move  required  a comparatively  short  period. 
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packing  and  unpacking,  rearranging  of 
equipment  and  supplies,  and  necessary  read- 
justments consumed  much  more  time,  and  the 
usual  activities  of  the  office  were  somewhat 
delayed  in  many  instances. 

The  offices  of  the  administrative  assistant, 
with  the  public  relations  department,  reloca- 
tion service,  medical  economics  division,  and 
other  divisions  classified  under  the  heading 
of  the  Medical  Service  Bureau,  and  office 
machines  (addressing  machine,  mimeograph, 
postage  machine,  and  so  forth)  are  on  the 
ground  floor.  The  offices  of  the  Secretary- 
Editor,  the  accounting  division,  the  editorial 
and  advertising  departments  of  the  Journal, 
and  the  main  files  of  the  Association  are 
housed  omthe  first  floor.  The  Library  offices 
and  reading  room,  book  ^md  journal  stacks, 
reprint  files,  and  motion  picture  films  and 
equipment  occupy  the  second  floor.  The  third 
floor  is  being  devoted  primarily  to  storage  of 
older  books,  back  files  of  the  Journal,  and 
other  materials. 

With  the  approval  of  the  Trustees,  the 
printing  of  the  Journal  will  continue  indefi- 
nitely in  the  hands  of  the  Stafford-Lowdon 
Company,  Fort  Worth,  which  has  produced 
the  publication  since  1920  and  is  well  ac- 
quainted with  the  requirements  of  the  As- 
sociation. All  editorial,  advertising,  and  cir- 
culation correspondence  will  be  handled  in 
Austin,  however.  Equipment  for  the  annual 
session  likewise  will  remain  temporarily  in 
Fort  Worth  under  the  supervision  of  Mr.  L. 
E.  Graber,  who  for  many  years  has  handled 
the  technical  exhibit  booths  and  other  phys- 
ical equipment  for  the  meetings ; storage 
space  for  the  equipment  would  have  to  be 
rented  in  Austin  as  the  property  at  700 
Guadalupe  Street  has  insufficient  room  for 
it. 

The  present  quarters  of  the  Association 
have  been  leased  for  three  years,  and  ar- 
rangements are  being  made  for  the  sale  of 
the  Fort  Worth  property.  It  is  anticipated 
that  within  the  next  few  years,  the  Associa- 
tion will  have  its  own  “made  to  order”  build- 
ing in  Austin  on  land  already  donated  by  the 
Travis  County  Medical  Society.  The  lot  on 
Lamar  Boulevard  at  the  corner  where  Nine- 
teenth Street  will  be  cut  through  is  an  attrac- 
tive site  which  promises  sufficient  room  for 
a suitable  building  and  for  parking.  Respon- 
sibility for  drawing  up  building  plans  and 
for  working  out  financial  problems  involved 
in  the  project  was  placed  in  the  hands  of  the 
Trustees  of  the  Association  by  the  House 
of  Delegates. 

The  central  office  staff  invites  the  physi- 
cians of  Texas  to  visit  their  new  headquar- 
ters in  Austin  and  to  make  use  of  the  many 


services  and  facilities  which  are  available 
there. 

The  Southwest  Regional  Cancer  Confer- 
ence will  be  held  at  the  Blackstone  Hotel, 
Fort  Worth,  on  October  12.  Sponsored  by  the 
Tarrant  County  Unit  of  the  Texas  Division 
of  the  American  Cancer  Society  with  the 
cooperation  of  the  Tarrant  County  Medical 
Society,  the  conference  is  being  held  for  the 
second  year  to  provide  scientific  study  for 
physicians  of  Texas  and  the  surrounding 
states  and  to  offer  education  in  this  impor- 
tant disease  for  laymen  of  the  area. 

Drs.  A.  R.  Curreri,  University  of  Wiscon- 
sin, Madison ; Charles  Huggins,  University  of 
Chicago;  James  Barrett  Brown,  St.  Louis; 
Robert  A.  Moore,  Washington  University 
School  of  Medicine,  St.  Louis ; and  Morris  K. 
Barrett,  National  Institute  of  Health,  Be- 
thesda,  Mel.,  will  be  presented  in  morning  and 
afternoon  sessions  and  an  open  forum  lun- 
cheon for  physicians  and  in  an  evening  ses- 
sion open  to  the  public.  The  public  addresses 
will  be  especially  designed  to  appeal  to  the 
interest  and  understanding  of  laymen. 

The  first  annual  Southwest  Regional  Can- 
cer Conference  received  favorable  comment 
from  many  quarters.  The  1948  conference 
is  already  attracting  interested  inquiries 
from  physicians  and  has  been  designated  by 
the  Texas  Division,  American  Cancer  Society, 
as  one  of  its  scientific  conferences  for  the 
year.  Among  the  subjects  to  be  discussed 
are  the  place  of  the  general  practitioner  in 
early  diagnosis  and  management  of  terminal 
cancer ; exfoliative  cytology ; chemotherapy 
of  cancer;  the  solution  of  the  cancer  prob- 
lem; and  discussions  of  various  forms  of 
cancer  including  cancer  of  the  face,  mouth, 
stomach,  prostate,  and  testis. 

No  registration  fee  will  be  collected  for 
participation  in  the  cancer  conference,  and 
physicians  of  the  region  are  cordially  invited 
by  the  committee  in  charge  to  take  advant- 
age of  this  one  day  program.  Cancer  is  a sub- 
ject of  tremendous  importance  to  physicians 
and  laymen  alike,  and  such  an  opportunity 
for  receiving  information  at  first  hand  from 
distinguished  clinicians  and  teachers  in  the 
field  should  not  be  overlooked. 

The  Second  North  Texas-Southern  Okla- 
homa Fall  Clinical  Conference  will  be  spon- 
sored by  the  Wichita  County  Medical  So- 
ciety in  Wichita  Falls  on  October  20  with 
four  distinguished  speakers  from  out  of  the 
state.  Drs.  W.  Wayne  Babcock,  Philadel- 
phia, surgery;  E.  R.  Hayes,  University  of 
Minnesota,  Minneapolis,  medicine ; L.  A. 
Calkins,  University  of  Kansas,  Kansas  City, 
obstetrics;  and  Hardy  A.  Kemp,  Wayne  Uni- 
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versity,  Detroit,  tropical  medicine,  will  be 
featured  in  the  one-day  meeting. 

Plans  are  being  made  for  morning  and 
afternoon  lecture  sessions,  a noon  luncheon, 
and  evening  dinner,  all  of  which  activities 
will  be  covered  by  a registration  fee  of  $6. 
The  conference  will  be  held  at  the  Wichita 
Falls  Country  Club.  Visiting  ladies  will  be 
entertained  in  a special  program  provided  by 
the  Woman’s  Auxiliary  to  the  Wichita  Coun- 
ty Medical  Society. 

Interested  physicians  may  secure  addition- 
al information  about  the  conference  from  Dr. 
Charles  H.  Brown,  Chairman,  316  Hamilton 
Building,  Wichita  Falls. 

The  Wichita  County  Medical  Society  by 
providing  annual  postgraduate  clinical  con- 
ferences conducted  by  outstanding  author- 
ities is  performing  a real  service  to  physi- 
cians of  north  Texas  and  southern  Oklahoma 
who  wish  to  keep  abreast  of  late  develop- 
ments in  medicine  but  who  find  it  difficult 
to  leave  their  practices  to  attend  courses  in 
centers  at  greater  distances.  It  is  to  be 
hoped  that  members  of  the  profession  in  the 
area  will  continue  to  support  the  venture 
which  made  such  a good  beginning  last  year. 

Intern  Placement.* — The  House  of  Dele- 
gates of  the  American  Medical  Association 
in  its  meeting  at  Chicago  in  June  of  this  year 
took  action  on  a great  many  problems  facing 
the  medical  profession  of  America.  Among 
these  was  the  intern  problem  which  has  been 
under  study  by  a special  committee  appoint- 
ed for  this  purpose. 

The  plan  for  intern  placement  adopted  by 
the  House  of  Delegates  upon  recommenda- 
tion of  this  special  committee,  headed  by  Dr. 
William  Bates,  Philadelphia,  consisted  of 
specific  rules  for  the  use  of  senior  medical 
students,  medical  school  officials,  and  hos- 
pitals throughout  the  nation.  These  were  as 
follows : Senior  medical  students  may  apply 
for  internships  only  through  the  office  of  the 
dean  of  their  school.  These  applications  and 
credentials  may  be  released  to  the  hospitals 
on  October  15  for  internships  beginning  July 
1 of  the  following  year.  The  hospital  admin- 
istration may  not  commit  the  hospital  or  ob- 
ligate the  applicant  before  November  15  and 
no  appointments  may  be  made  before  that 
date.  Applicants  must  accept  or  reject  hos- 
pital appointments  before  midnight  of  No- 
vember 18. 

In  connection  with  the  intern  and  resident 
problem,  the  committee  recommended  in  the 
interest  of  promoting  general  practice  and 

♦Editor’s  Note:  This  is  the  first  of  a series  of  articles  on 
the  Transactions  of  the  House  of  Delegates  of  the  American 
Medical  Association  and  activities  of  the  various  councils,  com- 
mittees, and  bureaus  of  the  A.M.A.  which  are  destined  to  exert 
an  influence  on  the  practice  of  medicine  and  the  improvement 
of  the  public  health  of  this  nation. 


of  better  preparing  physicians  to  choose  a 
specialty,  that  all  specialty  boards  require  at 
least  one  year  of  approved  rotating  intern- 
ship before  allowing  a physician  to  start  his 
specialty  training.  It  was  pointed  out  that  an 
approved  rotating  internship  should  be  of 
one  or  two  years’  duration  and  should  include 
training  in  medicine,  both  organic  and  func- 
tional, obstetrics,  and  surgery,  with  special 
emphasis  on  diagnosis,  under  the  supervision 
of  a qualified  educational  director  of  interns. 
It  was  suggested  that  more  internships  be  for 
a term  of  two  years  and  that  specialty  boards 
should  be  requested  to  give  credit  toward 
certification  for  work  in  their  respective 
fields  during  the  second  year. 

The  House  agreed  that  hospitals  at  present 
approved  for  internships  should  be  reap- 
praised on  the  basis  of  their  educational  pro- 
gram for  interns  and  that  hospitals  which  do 
not  provide  adequate  educational  training 
programs  for  interns  may  be  approved  for 
general  residencies  for  graduates  who  have 
completed  an  approved  rotating  internship 
of  at  least  one  year. 

The  Council  on  Medical  Education  and 
Hospitals  of  the  A.M.A.  was  instructed  to 
begin  immediate  implementation  of  the  rec- 
ommendations of  the  committee  and  to  in- 
vestigate and  take  appropriate  action  against 
hospitals  and  medical  schools  which  do  not 
cooperate  with  the  plan  of  uniform  intern 
placement. 

This  seems  to  be  a step  forward  in  making 
the  distribution  of  interns  in  the  various 
hospitals  approved  for  internships  more 
equitable  and  should  go  a long  way  in  im- 
proving the  training  of  interns  in  this 
country. 

Individual  Membership  in  the  World  Medi- 
cal Association  has  been  provided  for  physi- 
cians interested  in  promoting  worldwide  co- 
operation among  the  medical  profession.  A 
United  States  committee  to  aid  the  work  of 
the  World  Medical  Association  has  been  es- 
tablished, and  physicians  of  this  country  may 
become  affiliated  with  the  committee  and  be- 
come Founder  Sustaining  Members  of  the 
World  Medical  Association  by  payment  of  an- 
nual dues  of  $10,  which  also  entitles  them 
to  receive  the  Bulletin  of  the  Association. 

The  World  Medical  Association,  described 
in  some  detail  in  the  May,  1948,  issue  of  the 
Journal  (page  8) , has  been  endorsed  by  the 
House  of  Delegates  of  the  American  Medical 
Association,  and  various  reputable  profes- 
sional groups  within  this  country  are  organ- 
izational members  of  the  Association.  Dr. 
Louis  H.  Bauer,  trustee  of  the  A.M.A.,  is 
secretary-general  of  the  Association.  The 
national  medical  societies  of  twenty-six  na- 
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tions  are  already  members,  and  sixteen 
others  have  applications  pending. 

Many  of  the  great  medical  and  pharmaceu- 
tical industries  have  expressed ’their  approv- 
al of  the  World  Medical  Association  by  sub- 
stantial contributions,  but  the  Association 
cannot  be  established  on  a firm  footing  with- 
out the  interest  and  cooperation  of  individual 
physicians  around  the  world.  As  an  editorial 
in  The  Journal  of  the  American  Medical  As- 
sociation (July  24,  1948,  issue,  page  1133) 
said : 

“The  promotion  of  closer  ties  among-  the 
national  medical  organizations  and  the  physi- 
cians of  the  world,  the  maintenance  of  the 
honor  and  dignity  of  the  medical  profession, 
mutual  consideration  of  professional  problems 
of  the  medical  profession  in  the  different 
countries,  and  exchange  of  information  on 
matters  of  interest  to  the  medical  profession, 
the  establishment  of  proper  relations  with 
similar  groups  (such  as  the  World  Health 
Organization,  the  United  Nations  Educational, 
Scientific,  and  Cultural  Organization),  im- 
provement of  health  throughout  the  world, 
and  the  promotion  of  world  peace  are  aims 
which  merit  support  of  every  physician.” 

Physicians  who  wish  to  support  the  World 
Medical  Association  may  write  its  permanent 
office  at  2 East  103rd  Street,  New  York  City, 
for  additional  information  or  may  simply 
send  their  dues  for  one  or  more  years  to  that 
address. 

CURRENT  EDITORIAL  COMMENT* 
Treatment  of  Epilepsy — The  first  real  at- 
tempt to  direct  treatment  of  epilepsy  to  the 
nervous  system  was  made  in  1857  by  Sir 
Charles  Laycock,  who  introduced  bromides 
on  the  hypothesis  that  a sedative  would  de- 
crease the  number  of  attacks.  In  the  early 
part  of  the  twentieth  century  Hauptmann, 
following  the  same  line  of  thought,  substi- 
tuted phenobarbital  for  bromides.  The  next 
major  advance  was  made  by  Putnam  and 
Merritt,  who  introduced  dilantin  sodium  in 
1937.  Since  then  in  rapid  succession  have 
come  glutamic  acid,  tridione,  and  mesantoin. 

With  the  advent  of  these  new  medicines 
there  has  been  a revival  of  interest  in  treat- 
ment as  well  as  renewed  effort  to  find  the 
basic  cause  of  epilepsy.  At  present  the  out- 
look for  epileptic  patients  is  decidedly  bet- 
ter; approximately  one-half  of  those  ade- 
quately treated  with  one  or  more  of  the 
anticonvulsant  drugs  can  be  completely  free 
of  attacks  as  long  as  the  treatment  is  ad- 
ministered regularly  every  day.  In  an  ad- 
ditional 25  per  cent  the  seizures  are  greatly 

♦This  department  of  the  Journal  presents  editorial  comments 
on  current  items  pertaining  to  the  science,  art  and  practice  of 
medicine,  contributed  by  members  of  the  State  Medical  Associa- 
tion and  scientists  closely  associated  with  the  medical  profession 
of  Texas.  Invitation  is  hereby  extended  to  any  member  of  the 
State  Medical  Association  of  Texas  to  submit  such  discussions 
for  this  department.  The  discussions  should  not  be  more  than 
500  words  in  length. 


reduced  in  frequency.  The  remaining  25  per 
cent  require  special  supervision  in  most  of 
their  activities. 

The  most  common  causes  of  failure  in  the 
treatment  of  epilepsy  are  not  taking  the  pre- 
scribed dose  of  medicine  regularly  and  in- 
adequate doses  of  the  anticonvulsive  drug. 

Frequently  patients  who  have  been  well 
controlled  and  free  of  seizures  for  several 
months,  with  or  without  the  consent  of  their 
physician  begin  reducing  their  dose  or  start 
skipping  whole  doses.  This  practice  may  re- 
sult in  a reappearance  of  their  attacks. 

Unfortunately  it  has  been  the  custom  to  try 
to  give  the  patient  as  little  medicine  as  pos- 
sible to  control  his  attacks,  leaving  him  with 
such  small  margin  of  safety  that  any  un- 
usual event  such  as  an  intercurrent  febrile 
illness  or  a moderately  severe  hangover  will 
induce  a convulsion.  The  trend  now  is  to 
give  the  patient  maximum  protection  by  in- 
creasing' his  medication  until  he  just  reaches 
the  toxic  level,  then  reducing  the  amount 
slightly  so  that  he  will  be  free  of  toxic 
symptoms.  Of  course  this  method  requires 
careful  observation  on  the  part  of  the  patient, 
family,  and  physician,  but  certainly  the  free- 
dom from  attacks  makes  this  a worth-while 
procedure. 

Another  common  cause  of  recurrence  of 
seizures  is  changing  abruptly  from  one  medi- 
cine to  another.  If  for  any  reason  it  is  be- 
lieved that  the  medication  should  be  changed, 
this  should  be  done  gradually  over  a period 
of  several  months. 

Finally,  if  the  physician  is  to  be  successful 
in  treating  epilepsy,  he  must  be  willing  to 
give  more  than  just  medicine.  The  utmost  pa- 
tience and  „ understanding  are  required  in 
dealing  with  the  multitude  of  social,  psycho- 
logic, and  economic  problems  with  which  an 
epileptic  person  is  faced.  Epilepsy  is  apt 
to  aggravate  feelings  of  dependency  and  in- 
security plus  humiliation  and  anxieties  fos- 
tered by  public  prejudice.  It  is  often  those 
nearest  the  patient  who  create  most  of  his 
problems.  Successful  reeducation  of  relatives 
sometimes  means  the  difference  between  suc- 
cess and  failure  in  the  treatment  of  an 
epileptic  patient. 

John  L.  Otto,  M.D., 

Assistant  Professor  of  Neuro-Psychiatry, 
Director  of  the  Epileptic  Clinic, 
University  of  Texas,  Medical  Branch, 
Galveston,  Texas. 


OBSTETRIC-GYNECOLOGIC  PRIZE 
The  South  Atlantic  Association  of  Obstetricians 
and  Gynecologists  has  announced  the  establishment 
of  “The  Foundation  Prize.”  Authors  of  papers  on 
obstetrical  or  gynecological  subjects  desiring  to  com- 
pete for  the  prize  may  obtain  information  from  Dr. 
E.  D.  Colvin,  Secretary-Treasurer,  1259  Clifton  Road, 
N.  E.,  Atlanta,  Ga. 
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CLINICAL  VALUE  AND  LIMITATIONS 
OF  ELECTROENCEPHALOGRAPHY 

MARTIN  L.  TOWLER,  M.  D. 

GALVESTON,  TEXAS 

Like  many  of  the  other  organs,  the  brain 
has  more  or  less  rhythmic  variations  in 
electrical  potential.  Electroencephalography 
is  a means  of  recording  and  studying  this 
activity  and  during  the  past  ten  or  twelve 
years  sufficient  data  have  been  accumulated 
to  correlate  variations  in  this  activity  with 
physiologic  as  well  as  pathologic  changes  in 
the  brain.  Without  detailed  consideration  of 
the  technique  or  theoretical  aspects  of  elec- 
troencephalography, it  is  the  purpose  of  this 
discussion  to  indicate  the  present  clinical 
value  and  limitations  of  this  diagnostic  pro- 
cedure. 

The  recording  of  the  minute  electrical 
potentials  from  the  brain  (roughly  .01  that 
obtained  from  the  heart  with  electrocardi- 
ography) is  accomplished  by  the  application 
of  small  electrodes  to  the  scalp  without  pain 
or  discomfort  to  the  patient.  Through  a se- 
ries of  highly  sensitive  but  powerful  ampli- 
fiers this  electrical  activity  is  transmitted 
to  a writing  pen  which  makes  a continuous 
record  of  the  amplitude,  frequency,  and  pat- 
tern of  the  electrical  activity  of  the  brain. 

It  is  generally  believed  that  the  activity  re- 
corded originates  in  the  individual  neuron 
but  represents  the  synchronous  and  simul- 
taneous discharge  of  a mass  of  cells.  The 
postulation  that  the  synchronization  of  this 
cellular  activity  results  from  a centrally  lo- 
cated pace-making  center2  seems  probable. 

It  is  significant  to  mention  at  this  point  that 
the  activity  recorded  arises  only  from  active 
or  living  neurons  and  that  neurons  com- 
pletely destroyed  by  disease  or  injury  no 
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Fig.  1.  Normal  electroencephalographs  tracing.  Regular  well  organized  11  per 
second  rhythm. 

longer  contribute  to  the  rhythm.  In  an  old 
or  quiescent  process,  it  is  therefore  possible 
to  have  a focus  of  destruction  of  neurons 
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(without  associated  disturbance  in  the 
physiologic  activity  in  the  surrounding  tis- 
sue) or  rather  extensive  diffuse  cortical  de- 
struction without  significant  disturbance  in 
the  electroencephalogram. 

The  criteria  for  a normal  tracing  have 
been  reasonably  well  established  by  the  study 
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Fig.  2.  Electroencephalographic  changes  in  typical  petit  mal 
seizure  of  approximately  20  seconds  duration.  The  figure  is  a 
continuous  record  of  the  seizure  demonstrating  the  paroxysmal 
change  of  the  electrical  activity  of  the  brain  and  typical  spike 
and  3 per  second  slow  waves.  The  patient  was  a white  man, 
age  23,  with  onset  of  momentary  “black-out  spells”  at  the  age 
of  20,  later  occurring  at  all  times  of  the  day  on  an  average  of 
two  times  daily.  He  had  one  grand  mal  seizure  with  tonic  and 
clonic  movements  and  loss  of  sphincter  control.  He  was  asympto- 
matic between  attacks.  Clinical  diagnosis : petit  mal  and  grand 
mal  epilepsy. 

of  a large  number  of  presumably  normal 
persons.3  Like  all  other  laboratory  studies, 
there  are  considerable  variations  within  the 
limits  of  normal  and  no  clearly  defined  line 
should  be  drawn  between  normal  and  those 
with  minimal  abnormality. 
Furthermore,  a small  percent- 
age of  persons  with  known 
cerebral  dysfunction  will  have 
normal  tracings,  and  some 
presumably  normal  persons 
will  have  rhythms  outside  the 
limits  of  normal. 

Similarly  there  are  known 
physiologic  and  biochemical 
factors  that  produce  altera- 
tions in  the  electrical  activity 
of  the  brain,  all  of  which  should  be  known 
and  taken  into  consideration  when  the  trac- 
ing is  interpreted.  The  most  significant  of 
these  factors  include  age,  degree  of  con- 
scious awareness,  factors  known  to  alter 
cerebral  metabolism  such  as  blood  sugar 
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level,  and  drugs  that  stimulate  or  depress 
cerebral  function.  The  normal  adult  pattern 
is  usually  established  by  the  age  of  13  or  14 ; 
prior  to  that  age  there  is  a variable  but 
gradually  decreasing  amount  of  high  voltage 
slow  wave  activity.  Ideally,  the  most  satis- 
factory tracings  are  obtained  when  the  sub- 
ject is  relaxed  with  the  eyes  closed  but  not 


drowsy.  Increased  conscious  awareness 
such  as  that  associated  with  emotional  ten- 
sion, intense  mental  effort,  or  visual  stimu- 
lation decreases  the  amplitude,  regularity, 
and  synchronization  of  the  brain  rhythm  while 
decreased  conscious  awareness  such  as 
drowsiness  or  actual  sleep  causes  the  dis- 
appearance of  the  normal 
rhythm,  which  is  replaced  by 
irregular  slow  waves  and 
later  mixed  fast  and  slow 
waves  of  increased  voltage. 

Decreased  blood  sugar  or  oxy- 
gen tension  decreases  the  fre- 
quency as  well  as  the  regu- 
larity of  the  pattern.  Gener- 
ally speaking,  cerebral  stimu- 
lants increase  the  frequency 
while  depressants  or  sedatives 
decrease  the  frequency.  Fail- 
ure to  recognize  the  significance  of  these 
factors  may  lead  to  erroneous  interpretation. 

CONVULSIVE  DISORDERS 

Since  irregularly  recurring  disturbances 
in  consciousness  or  conscious  awareness  with 
or  without  associated  motor,  sensory,  and 
behavior  phenomena  may  result  from  a large 
number  of  etiologic  factors,  it  is  extremely 
important  from  a therapeutic  and  prognostic 


standpoint  to  establish  as  clearly  as  possible 
the  pathologic  basis  for  such  symptoms.  Up 
to  the  present  time  the  use  of  electroenceph- 
alography in  such  diagnostic  problems  has 
proved  to  be  of  more  practical  clinical  value 
than  in  any  of  its  other  applications.  In  the 
majority  of  instances  of  persons  suffering 
from  various  types  of  convulsive  seizures, 
the  history,  observation  of 
seizures  and  associated 
symptoms,  course  of  the  ill- 
ness and  ordinary  clinical 
examination  serve  to  es- 
tablish the  diagnosis  and 
the  electroencephalogram 
serves  only  as  confirmatory 
data.  In  a significant  num- 
ber of  such  problems,  how- 
ever, the  above  data  may 
leave  considerable  doubt 
not  only  with  regard  to  the 
nature  and  degree  of  the 
disturbance  in  conscious- 
ness but  also  with  regard 
to  the  cause  for  such  symp- 
toms. It  is  in  this  latter 
category  that  the  electro- 
encephalographic  findings 
may  be  very  helpful. 

The  characteristic  find- 
ing in  persons  with  known 
convulsive  disorders  is  that  of  a sudden  or 
paroxysmal  change  in  frequency,  voltage, 
and  pattern  formation  (fig.  2 and  3).  Less 
characteristic  and  less  significant  findings 
are  those  of  frequencies  that  fall  above  or 
below  the  normal  range  of  from  8 to  13  per 
second. 


In  an  extensive  survey  of  1,000  normal 
adult  controls  and  1,260  known  epileptic 
patients  of  all  ages  Gibbs  and  others3  have 
shown  that  abnormal  tracings  are  found  in 
87  per  cent  of  known  epileptics  as  compared 
with  15.8  per  cent  of  the  normal  controls. 
In  the  control  group  87.3  per  cent  of  the 
abnormal  tracings  represented  minimal  ab- 
normality while  only  29  per  cent  of  the 
abnormal  tracings  in  the  epileptic  group  fell 
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Fig.  3.  Paroxysmal  2 to  3 per  second  slow  wave  activity  with  associated  sharp  wave 
and  scattered  spike  components.  The  patient  was  a 17  month  old  infant  with  normal 
delivery,  no  serious  illnesses,  and  normal  development  but  with  recent  onset  of  fleeting 
spells  of  “staring  off  into  space”  during  which  time  his  attention  could  not  be  attracted. 
Clinical  diagnosis : petit  mal  epilepsy. 
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Fig.  4.  Abnormally  slow,  diffusely  irregular,  and  poorly  organized  activity  with  a 
great  deal  of  4 to  7 per  second  rhythm  and  relatively  little  normal  activity.  The 
patient  was  a 22  year  old  man  with  both  grand  mal  and  petit  mal  seizures  since 
childhood. 
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into  this  category.  The  investigators  found 
that  paroxysmal  dysrhythmias  occurred  in 
38  per  cent  of  the  epileptic  patients  and  in 
only  0.9  per  cent  of  the  controls.  In  other 
words,  paroxysmal  dysrhythmia  is  thirty- 
three  times  more  common  in  epileptics  than 
normal  adults.  Either  very  slow  or  very  fast 
abnormal  frequencies  (fig.  4 and  5)  were 
found  in  20  per  cent  of  the  epileptics  as 
compared  with  1 per  cent  in  the  controls; 
moderately  abnormal  activity  (fig.  6)  in  29 
per  cent  of  the  epileptics  as  compared  with 
13.8  per  cent  in  the  controls, 
and  only  13  per  cent  normal 
in  the  epileptics  as  contrasted 
with  84.2  per  cent  normal  in 
the  control  group. 

These  statistical  data  are 
informative  but  may  be  of 
little  or  no  practical  value  in 
the  individual  cases.  Obvious- 
ly, the  moderately  abnormal 
activity,  although  it  occurs 
slightly  more  than  two  times 
as  frequently  in  convulsive 
states  as  in  controls,  may  serve  only  to  cloud 
the  issue  in  the  individual  patient.  Such  is 
the  case,  however,  with  most  laboratory 
procedures  and  in  such  instances  repeated 
studies  should  be  made.  Experience  has 
shown  that  patients  with  convulsive  dis- 
orders may  have  reasonably  normal  tracings 
on  one  occasion,  moderately  abnormal  ac- 
tivity on  other  occasions,  and  definitely  ab- 


normal paroxysmal  dysrhythmia  on  still 
other  occasions.  Repeatedly  normal  tracings, 
however,  would  not  serve  to  exclude  posi- 
tively the  presence  of  a convulsive  state.  Not 
infrequently  patients  with  hysterical  syncope 
or  fainting  will  state  during  the  examina- 
tion that  they  just  had  a “spell.”  The  absence 
of  coincident  change  in  the  brain  rhythm  at 
that  time  serves  to  eliminate  the  possibility 
of  a convulsive  state  or  syncope  from  other 
causes. 


Patients  whose  histories  include  episodes 
of  loss  of  consciousness,  fleeting  impairment 
of  consciousness,  transient  alterations  in  be- 
havior, or  symptoms  suggestive  of  Jack- 
sonian seizures  should  be  studied  by  electro- 
encephalography unless  the  diagnosis  is 
otherwise  clearly  established.  In  the  major- 
ity of  such  instances  the  additional  data 
obtained  from  the  electroencephalogram  are 
sufficient  to  clarify  the  diagnosis  as  far  as 
the  presence  of  cerebral  dysfunction  is  con- 
cerned. In  patients  with  a strongly  sugges- 


tive history  of  a convulsive  disorder,  a single 
normal  tracing  should  not  be  accepted  as  evi- 
dence to  the  contrary.  Repeated  studies 
should  be  made.  The  finding  of  bisynchro- 
nous paroxysmal  dysrhythmia  can  be  ac- 
cepted as  positive  laboratory  evidence  of  a 
convulsive  disorder,  very  slow  or  fast  activ- 
ity as  strongly  suggestive  laboratory  evi- 
dence, and  moderately  slow  or  fast  activity 
as  questionable  laboratory  evi- 
dence of  the  presence  of  con- 
vulsive seizures.  These  data 
are  then  utilized  in  the  light  of 
other  clinical  and  laboratory 
findings.  The  clinical  diag- 
nosis of  a convulsive  state  is 
never  arrived  at  on  the  basis 
of  the  electroencephalograph- 
ic  findings  alone. 

Some  effort  has  been  made 
to  use  the  electroencephalo- 
gram as  an  index  to  the  ef- 
fectiveness of  anticonvulsant 
therapy.  In  my  experience  the 
electroencephalogram  adds  little  if  anything 
to  the  data  obtained  from  clinical  observation. 

FOCAL  EXPANDING  INTRACRANIAL 
LESIONS 

In  the  hands  of  a skilled  technician,  the 
electroencephalogram  may  aid  significantly 
in  the  diagnosis  and  localization  of  focal 
expanding  supratentorial  lesions.  Tumor  tis- 
sue or  that  destroyed  by  an  abscess  is  elec- 
trically inactive  but  the  focal  abnormality 
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Fig.  5.  Abnormally  fast  dysrhythmia.  This  tracing  was  made  up  almost  entirely  of 
20  to  30  per  second  spike  and  fast  wave  activity  and  contained  relatively  little  normal 
rhythm.  The  patient  was  a 33  year  old  man  with  grand  mal  epilepsy  and  ' amnesic 
attacks”  since  childhood. 
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Fig.  6.  Moderately  abnormal  tracing  with  an  11  per  second  dominant  activity  and 
scattered  5 to  7 per  second  slow  wave  activity  in  all  leads.  The  patient,  age  23,  had 
had  “dizzy  spells”  and  “black-outs”  since  childhood ; there  was  a positive  family 
history  for  epilepsy.  Clinical  diagnosis : petit  mal  and  grand  mal  epilepsy.  In  Gibbs 
series,  tracings  of  this  category  were  found  to  be  present  in  29  per  cent  of  the 
known  epileptics  and  13.8  per  cent  of  the  normal  control  group.  Repeated  studies 
should  be  made  in  such  cases. 
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results  from  disturbance  in  activity  of  the 
adjacent  tissue. 

Focal  lesions  usually  give  rise  to  a high 
voltage  slow  wave  focus  (fig.  7)  and  the 
degree  of  abnormality  roughly  parallels  the 
acuteness  or  intensity  of  the  disturbance 
created  by  the  lesion  in  the  surrounding  tis- 
sue. Lesions  accompanied  by  increased  in- 
tracranial pressure  or  secondary  vascular 
disturbances  may  give  rise  to  diffuse  changes 
as  well  as  false  localizing  signs.  Deep  or  cen- 
trally located  lesions  usual- 
ly give  rise  to  a diffuse  dis- 
turbance in  cortical  activ- 
ity. 

When  focal  expanding 
lesions  are  suspected,  the 
elect  roencephalographer 
should  be  so  advised  prior 
to  the  examination  in  order 
that  additional  electrodes 
may  be  applied.  Unless 
electrodes  are  applied  with 
sufficient  proximity  to  the 
focal  lesion,  only  normal 
activity  may  be  recorded 
and  the  lesion  overlooked. 

When  the  hazards  and 
discomfort  associated  with 
the  two  procedures  are  con- 
sidered, the  advantages  of 
electroencephalography 
over  pneumoencephalog- 
raphy are  obvious.  As  yet, 
electroencephalography  has  not  replaced 
pneumoencephalography  but  the  persistence 
of  a slow  wave  focus  in  keeping  with  clinical 
signs  and  symptoms  can  be  accepted  as 
strongly  positive  evidence  of  a focal  lesion 
and  may  eliminate  the  need  for  pneumoen- 
cephalography or  ventriculography.  Little 
if  any  data  can  be  obtained  from  the  electro- 
encephalogram with  regard  to  the  nature 
of  the  focal  lesion,  that  is,  neoplastic,  in- 
flammatory, traumatic,  or  vascular. 

HEADACHES 

Generally  speaking,  electroencephalo- 
graphs studies  on  patients  with  headaches 
of  undetermined  origin  add  little  to  infor- 
mation obtained  by  other  studies.  Since  most 
chronic  headaches  are  either  psychogenic  or 
result  from  fleeting  vascular  changes,  the 
tracings  in  the  vast  majority  of  such  pa- 
tients will  be  normal.  The  finding  of  mini- 
mal or  even  moderate  diffuse  abnormality 
in  such  instances  may  have  no  relationship 
to  the  clinical  symptoms.  The  use  of  elec- 
troencephalography in  psychoneurotic  pa- 
tients serves  some  useful  purpose  in  that  it 
satisfies  their  need  for  thorough  physical 


investigation  and  affords  them  what 
amounts  to  a false  sense  of  security.  In  rare 
instances  patients  with  convulsive  variants 
will  present  themselves  with  the  complaint 
of  periodic  headaches  and,  without  specific 
inquiry,  no  mention  of  the  associated  fleet- 
ing disturbances  in  consciousness  may  be 
made.  In  such  cases,  the  finding  of  a pa- 
roxysmal dysrhythmia  is  helpful  in  estab- 
lishing the  diagnosis  and  points  to  the  proper 
therapeutic  approach.  Engel,  Ferris,  and 


Romano1  have  shown  that  a slow  wave  focus 
develops  in  the  occipital  pole  on  the  involved 
side  during  the  prodromal  stage  of  migraine. 
This  finding  is  present  only  as  long  as  the 
associated  fleeting  neurologic  signs  (sco- 
toma) persist  and  is  therefore  of  little  clin- 
ical value.  Electroencephalographic  studies 
on  patients  with  known  migraine  at  other 
times  reveals  normal  findings. 

HEAD  INJURIES 

Although  head  injuries  are  accompanied 
by  electroencephalographic  changes,  there 
has  not  been  sufficient  correlation  between 
these  changes  and  the  patient’s  condition  to 
be  of  any  real  clinical  value.  Information 
relative  to  the  extent  and  reversibility  of 
the  damage  is  much  more  readily  and  accu- 
rately obtained  by  other  clinical  and  lab- 
oratory studies.  A record  of  electroenceph- 
alographic changes  immediately  following  a 
head  injury  with  subsequent  reversal  to  nor- 
mal may  be  of  some  medicolegal  value  but 
is  of  no  clinical  value.  Persons  with  exten- 
sive traumatic  brain  damage,  even  to  the 
extent  of  leading  to  a posttraumatic  psy- 
chosis or  deterioration,  may  have  normal 
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Fig.  7.  Focal  abnormality  in  the  right  temporal  region  without  significant  generalized 
disturbance.  The  patient  had  a pulmonary  abscess  but  no  neurologic  signs  or  symptoms 
except  bitemporal  headache  at  the  time  of  this  study.  Subsequent  surgical  exploration 
failed  to  reveal  an  abscess  but  at  postmortem  a large  abscess  was  found  in  the  right 
temporal  region  as  well  as  multiple  smaller  abscesses  elsewhere  in  the  brain. 
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tracings  after  the  acute  effects  of  the  injury 
have  subsided.  There  is  no  correlation  be- 
tween the  common  subjective  complaints  of 
posttraumatic  encephalopathy  and  electro- 
encephalographic  changes  except  in  those 
with  posttraumatic  convulsive  states  (fig. 
8) . It  has  been  shown  that  focal  abnormality 
is  four  times  more  common  in  posttraumatic 
epilepsy  than  in  unselected  epileptics.4  This 
may  be  of  some  clinical  value  in  that  Jasper 
and  Penfield5  have  shown  that  surgical  ex- 
cision of  a clearly  defined  epileptogenic 
focus  in  carefully  selected  cases  gives  com- 
plete freedom  from  seizures  or  definite  im- 
provement in  71  per  cent  of  the  cases.  I have 
had  no  experience  with  such  a therapeutic 
approach ; however,  in  view  of  the  large 
number  of  focal  penetrating  head  injuries 
incurred  during  the  recent  war  and  poten- 
tial convulsive  states  resulting  therefrom, 
electroencephalographic  studies  with  such  a 
procedure  in  mind  are  worthy  of  considera- 
tion. 

The  electroencephalographic  changes  in 
subdural  hematoma  are  as  variable  as  the 
clinical  picture  and  may  add  little  if  any 
differential  diagnostic  data  to  the  problem 
at  hand.  The  findings  may 
vary  from  a slight  differ- 
ence in  voltage  and  pat- 
tern recorded  from  the 
two  sides  to  that  of  a 
gross  and  diffuse  abnor- 
mality in  a comatose  pa- 
tient with  increased  intra- 
cranial pressure  and  sec- 
ondary vascular  changes. 

MISCELLANEOUS 
CONDITIONS 

Meningitis,  encephalitis, 
vascular  disturbances,  and 
toxic  reactions  giving  rise 
to  delirium  or  disturb- 
ances in  consciousness 
are  all  accompanied  by 
changes  in  the  electroen- 
cephalogram; however, 
these  changes  are  nonspe- 
cific and  do  not  add  sig- 
nificantly to  the  clinical 
diagnosis.  As  the  disease  process  subsides  or 
becomes  quiescent,  the  electroencephalogram 
usually  resumes  a normal  pattern  and  is  no 
index  to  the  amount  of  residual  damage. 
Occasionally  the  electroencephalogram  may 
be  helpful  in  differentiating  acute  toxic- 
organic  reactions  from  acute  psychotic  dis- 
orders that  give  rise  to  stupor  or  mutism. 
In  the  latter  group  of  disorders  the  electro- 
encephalogram would  be  normal.  During  the 


acute  phase  of  a cerebrovascular  accident 
electroencephalographic  changes  are  evident 
in  the  form  of  a focal  abnormality  or  a dif- 
fuse irregularity  depending  upon  the  nature 
and  extent  of  the  lesion  and  the  associated 
generalized  disturbance.  Usually  within  a 
few  weeks  a normal  rhythm  is  reestablished 
even  when  there  are  evident  residual  neuro- 
logic signs.  This  fact  may  be  helpful  in  dif- 
ferentiating vascular  from  focal  expanding 
lesions  in  older  persons.  In  the  latter  in- 
stance the  focus  would  persist.  The  electro- 
encephalographic changes  in  conditions  such 
as  hypertensive  encephalopathy  do  not  dif- 
fer from  those  found  in  any  condition  giving 
rise  to  a generalized  disturbance  in  cerebral 
activity  including  trauma,  inflammatory  re- 
actions, or  space  occupying  lesions  with  as- 
sociated increase  in  intracranial  pressure 
and  vascular  changes. 

PSYCHIATRIC  DISORDERS 

In  a study  of  delirious  patients  it  has  been 
shown6  that  there  is  a close  correlation  be- 
tween the  degree  of  electroencephalographic 
abnormality  and  the  degree  of  disturbance 
in  consciousness ; however,  there  was  no  cor- 


relation between  the  electroencephalographic 
changes  and  the  patient’s  behavior  or  con- 
tent of  thought.  Although  a great  deal  of 
literature  has  accumulated  relative  to  elec- 
troencephalographic changes  in  psychoneu- 
rotic disorders,  psychopathic  personalities, 
behavior  disorders  in  children,  and  the  va- 
rious types  of  functional  or  psychogenic 
psychoses,  there  is  no  clear  or  conclusive 
evidence  that  disorders  of  this  type  are  re- 
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Fig.  8.  Diffusely  irregular  and  poorly  organized  activity  with  paroxysmal  bursts  of 
high  voltage  slow  wave  activity  which  is  recorded  simultaneously  from  both  hemispheres. 
The  patient  was  a 26  year  old  man  who  sustained  a severe  head  injury  with  a twenty-four 
hour  loss  of  consciousness  at  the  age  of  20  and  started  having  grand  mal  seizures  at  the 
age  of  22.  He  was  otherwise  asymptomatic  at  the  time  of  this  study.  Clinical  diagnosis : 
posttraumatic  encephalopathy  with  grand  mal  seizures. 
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lated  to  abnormal  changes  in  the  electrical 
activity  of  the  brain. 

SUMMARY 

Electroencephalography  is  a diagnostic 
procedure  that  has  all  of  the  limitations 
common  to  any  laboratory  procedure  and 
cannot  be  expected  to  replace  sound  clinical 
judgment.  At  the  present  time  its  most  im- 
portant clinical  application  has  to  do  with 
the  diagnosis  or  differential  diagnosis  of 
conditions  that  give  rise  to  transitory  dis- 
turbances in  consciousness.  In  some  instances 
of  focal  cerebral  disorders,  electroencepha- 
lography may  replace  pneumoencephalog- 
raphy or  ventriculography.  Inflammatory, 
vascular,  traumatic,  or  degenerative  dis- 
orders of  the  cerebrum  are  usually  accom- 
panied by  changes  in  the  electroencephalo- 
gram but  these  data  have  little  if  any  prac- 
tical clinical  value.  In  only  occasional  in- 
stances, information  obtained  from  electro- 
encephalography is  helpful  in  understanding 
the  cause  for  chronic  headaches.  There  is  no 
clearly  established  correlation  between  ab- 
normal changes  in  the  electroencephalogram 
and  psychogenic  disorders. 
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ABSTRACT  OF  DISCUSSION 

Dr.  William  W.  McKinney,  Houston:  Electro- 
encephalography, as  stated  by  Dr.  Towler,  is  purely 
a laboratory  test  and  is  to  be  used  as  a diagnostic 
aid  only.  There  are  many  factors  which  will  cause 
variations  in  the  normal  tracings.  An  intelligent  in- 
terpretation of  these  records  can  be  made  only  in 
the  light  of  an  accurate  history  and  clinical  exami- 
nation. 

Electroencephalography  is  useful  in  diagnosing  all 
types  of  tumors  involving  the  cerebral  cortex.  Mid- 
line tumors  and  posterior  fossae  tumors  tend  to  pro- 
duce such  generalized  disturbances  that  no  accurate 
localization  can  be  made.  Brain  tumors  in  silent 
areas,  such  as  the  frontal  lobe,  may  produce  no 
abnormal  neurologic  signs.  The  presence  of  a tumor 
may  be  suspected  on  evidence  so  meager  that  it 
does  not  seem  to  warrant  the  discomfort  involved 
in  pneumoencephalography.  Electroencephalographic 
tracings  can  be  made  without  discomfort  and  at  no 
risk  to  the  patient  and  can  be  of  considerable  aid 
in  diagnosis. 

During  the  next  few  years,  I believe  that  physi- 
cians will  see  a large  number  of  posttraumatic  con- 
vulsive disorders  that  have  been  produced  by  pene- 
trating head  injuries  incurred  during  the  recent 
war.  Many  of  these  cases  can  be  benefitted  by  ex- 
cision of  the  cortical  scar.  Fairly  accurate  localiza- 
tion of  the  epileptogenic  focus  can  be  made  by 
electroencephalography. 
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Salicylates  are  probably  the  most  common 
drugs  prescribed  at  the  present  time.  Or- 
dinarily physicians  regard  these  extremely 
valuable  components  of  the  therapeutic 
armamentarium  as  being  almost  without 
harm  to  their  patients.  Few  realize  that  as 
little  as  20  grains  of  acetylsalicylic  acid 
taken  orally  have  been  demonstrated  repeat- 
edly to  produce  albuminuria  in  man  and  in 
experimental  animals.  In  addition,  urinary 
suppression,  hematuria,  and  other  signs  of 
renal  irritation  are  extremely  common  in  in- 
stances where  the  ordinary  therapeutic  doses 
of  salicylates  are  employed  in  the  treatment 
of  acute  rheumatic  fever.7  In  most  cases 
these  manifestations  of  salicylism  in  addition 
to  nausea  and  epigastric  distress  are  not  of 
serious  consequence.  Hypersensitivity  to 
salicylates,  on  the  other  hand,  may  produce 
drastic  manifestations  and  may  even  become 
fatal.  The  total  dosage  required  to  produce 
these  manifestations  in  the  hypersensitive 
patient  is  extremely  variable.  One  of  the  seri- 
ous complications  may  result  from  a dis- 
turbance in  the  normal  acid-base  and  elec- 
trolyte balances  of  the  body.  In  such  cases 
the  initial  manifestation  of  salicylate  intoxi- 
cation is  usually  hyperpnea  of  the  “air- 
hunger”  type,  followed  by  fever,  tinnitus, 
and  mental  confusion.  Occasionally  a toxic 
dermatitis  consisting  of  a diffuse  maculo- 
papular  eruption  not  unlike  that  seen  in  cases 
of  bromide  intoxication  is  noted.  These 
symptoms  may  come  on  with  alarming  rap- 
idity ; consequently  any  delay  in  diagnosis  is 
fraught  with  considerable  danger.  The  fol- 
lowing case  report  is  given  primarily  to  illus- 
trate this  point. 

CASE  REPORT 

J.  H.,  21  year  old  Negro  woman,  was  admitted  to 
the  Medical'  Service  of  the  Hermann  Hospital  on 
June  30,  1946,  with  a typical  attack  of  acute  rheu- 
matic fever.  No  previous  episodes  of  a similar  nature 
had  ever  been  noted. 

The  physical  examination  at  the  time  of  admis- 
sion revealed  an  acutely  ill  Negro  woman  lying 
quietly  in  bed.  The  oral  temperature  was  101  F., 
the  pulse  rate  125  per  minute,  and  the  respirations 
22  per  minute.  The  blood  pressure  was  130/80  in 
each  arm.  A few  enlarged  and  tender  submandibular 
lymph  glands  were  palpable.  The  lungs  were  clear 
to  percussion  and  auscultation.  The  cardiac  borders 
were  found  to  be  within  normal  limits  to  percussion 
and  neither  ventricle  was  over-accessible.  A soft 
systolic  murmur  was  present  at  the  apex.  The  pul- 
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monary  second  sound  was  accentuated  over  the  aortic 
second  sound.  The  abdomen  was  essentially  normal. 
No  evidence  of  recent  or  old  infection  was  demon- 
strable in  the  pelvis.  The  right  knee,  ankle,  and 
wrist  were  found  to  be  inflamed  and  acutely  pain- 
ful upon  slight  manipulation. 

The  leukocyte  count  was  16,900,  and  a heavy  trace 
of  albumin  and  from  8 to  10  white  blood  cells  per 
high  power  field  were  observed  in  the  urine.  The 
sedimentation  rate  was  30  mm.  at  the  end  of  one 
hour  by  the  Cutler  method.  The  Kline  and  Kolmer 
tests  were  negative.  The  electrocardiogram  was 
within  normal  limits. 

Following  the  patient’s  admission  sodium  sali- 
cylate in  doses  of  30  grains  four  times  daily  was 
prescribed  orally  and  methyl  salicylate  was  applied 
locally  to  the  involved  joints.  The  next  morning, 
after  a total  of  60  grains  of  sodium  salicylate  had 
been  administered,  the  patient  complained  of  diffi- 
culty in  breathing  and  ringing  in  both  ears.  Definite 
mental  confusion  appeared  and  the  respirations  be- 
came deep  and  regular.  The  superficial  veins  of  the 
arms  and  neck  became  distended  and  the  cardiac  rate 
increased  to  140  beats  per  minute.  Tenderness  was 
noted  in  the  right  upper  quadrant  of  the  abdomen, 
but  the  liver  was  not  palpable  and  there  was  no  evi- 
dence of  pulmonary  or  peripheral  edema.  Early  right 
sided  cardiac  failure  was  suspected  and  Lanatoside- 
C was  administered  orally  in  doses  of  3 mg.  im- 
mediately and  1 mg.  every  six  hours  for  four  doses. 
The  mental  confusion  increased  to  the  point  of  de- 
lirium by  the  following  day,  and  the  patient  became 
dehydrated  and  appeared  extremely  toxic.  The 
breathing  continued  regular,  deep,  and  rapid.  The 
possibility  of  salicylate  intoxication  was  then  con- 
sidered and  salicylate  therapy  was  discontinued.  Up 
to  that  time  the  patient  had  received  a total  of  120 
grains  of  sodium  salicylate  during  thirty-six  hours. 
The  carbon  dioxide  combining  power  of  the  blood 
was  33  volumes  per  cent  and  the  blood  salicylate 
level  was  28.5  mg.  per  100  cc.  The  body  temperature, 
which  had  returned  to  normal  the  day  following  ad- 
mission, rose  to  102  F.  Moist  rales  were  noted  in 
both  lung  bases  posteriorly  and  a pleural  friction 
rub  was  heard  on  the  right.  The  liver  enlarged  to 
2 cm.  below  the  right  costal  margin  and  became 
tender. 

Definite  improvement  was  noted  on  the  fourth 
hospital  day,  two  days  after  salicylate  therapy  was 
discontinued.  The  gallop  rhythm  heard  the  day  pre- 
vious disappeared  and  the  respiration  approached 
normal  depth  and  rate.  A discrete  maculopapular 
eruption  was  observed  over  the  chest  and  both  arms. 
These  lesions  varied  in  size  from  1 to  4 mm.  and 
contained  a thin  serous  fluid.  Cultures  of  this  ma- 
terial showed  no  growth  of  bacteria.  Several  blood 
cultures  were  likewise  negative.  On  the  fourth  day 
after  cessation  of  salicylate  therapy  the  patient  was 
considerably  improved  and  the  carbon  dioxide  com- 
bining power  of  the  blood  was  46  volumes  per  cent. 
The  breathing  became  normal  on  the  sixth  day  post 
salicylate  therapy  and  the  sensorium  was  definitely 
clear.  The  following  day  therapy  was  again  insti- 
tuted in  the  form  of  acetylsalicylic  acid,  10  grains 
two  times  daily  with  an  equal  amount  of  sodium 
bicarbonate.  The  joint  manifestations,  which  had 
become  aggravated  during  the  interval  in  which 
therapy  was  withheld,  promptly  subsided  the  second 
day  after  treatment  was  resumed.  The  dose  of 
acetylsalicylic  acid  was  gradually  increased  to  60 
grains  daily  without  any  untoward  reactions.  The 
pulse  rate,  sedimentation  rate,  and  body  tempera- 
ture returned  to  normal  and  no  evidence  of  cardiac 
damage  was  present  on  the  nineteenth  hospital  day 
at  the  time  of  dismissal.  The  rash  disappeared 
slowly  but  was  completely  gone  at  the  time  of  the 
patient’s  discharge  from  the  hospital. 

She  has  been  observed  in  the  Out-Patient  Depart- 


ment on  several  occasions  following  the  above  ad- 
mission and  signs  of  salicylate  intoxication  have 
not  been  present  in  spite  of  the  fact  that  she  has 
continued  to  take  60  grains  of  acetylsalicylic  acid 
daily. 

DISCUSSION 

This  patient  had  received  only  60  grains  of 
sodium  salicylate  at  the  time  of  the  onset  of 
her  symptoms.  The  rapidity  with  which  the 
symptoms  progressed  serves  again  to  em- 
phasize the  importance  of  the  early  recogni- 
tion of  salicylate  intoxication  in  order  that 
serious  and  even  fatal  consequences  may  be 
avoided.  This  patient  was  .critically  ill  for 
several  days,  but  recovery  was  remarkably 
rapid  following  withdrawal  of  the  offending 
agent.  Whether  or  not  the  cardiac  failure 
which  preceded  the  signs  of  salicylism  was 
precipitated  by  the  reaction  to  the  drug  is 
problematical.  Certainly  digitalization  did 
not  produce  the  beneficial  results  that  are 
expected  ordinarily  in  cases  of  acute  right 
and  left  sided  cardiac  decompensation.  It 
was  postulated,  therefore,  that  the  failure  of 
the  heart  occurred  because  of  the  disturb- 
ances in  the  acid-base  equilibrium,  super- 
imposed upon  an  already  damaged  myocar- 
dium. No  evidence  of  cardiac  failure  was 
noted  after  the  patient  had  recovered  from 
the  effects  of  salicylate  intoxication. 

Salicylate  intoxication  has  become  a sub- 
ject of  much  interest  in  recent  years,  par- 
ticularly since  the  advent  of  the  use  of  mas- 
sive doses  both  intravenously  and  orally  in' 
the  therapy  of  acute  rheumatic  fever,  as  ad- 
vocated by  Coburn  and  his  coworkers.4  The 
mechanisms  involved  in  the  various  manifes- 
tations of  salicylism  are  poorly  understood 
at  present,  despite  much  investigative  work. 
True  hypersensitivity  to  salicylate  com- 
pounds occurs  rather  infrequently,  as  shown 
by  Gardner  and  Blanton.0  However,  in  a 
large  series  of  cases  studied  at  the  Mayo 
Clinic  Prickman  and  Buchstein2  found  that 
10  per  cent  of  all  persons  with  an  allergy  of 
the  respiratory  system  were  sensitive  to 
salicylates  in  one  form  or  another.  While 
these  figures  do  not  agree  with  other  work- 
ers it  is  worth  bearing  in  mind  that  people 
suffering  from  bronchial  asthma  may  react 
violently  to  salicylates.  Anaphylactic  shock 
and  exaggeration  of  the  asthmatic  symptoms 
are  the  serious  reactions  that  may  occur. 

The  total  dose  required  to  produce  toxic 
manifestations  is  variable  in  different  per- 
sons. Nausea,  epigastric  distress,  vomiting, 
tinnitus,  and  mental  confusion  are  the  out- 
standing symptoms  which  precede  the  onset 
of  the  serious  reactions.  Gastro-intestinal 
symptoms  are  common  during  both  oral  and 
intravenous  therapy.  Recent  studies  on  gas- 
tric secretions  and  gastroscopic  examinations 
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during  periods  of  intoxication  have  tended  to 
disprove  the  idea  that  local  gastric  irritation 
is  the  basis  for  these  symptoms.  No  salicylic 
acid  or  evidence  of  gastric  irritation  was 
found  by  Paul11  and  by  Caravati  and  Cos- 
grove3 in  studying  patients  taking  massive 
doses  of  salicylates.  Hyperpnea  is  another 
common  manifestation  of  salicylate  intoxica- 
tion. A direct  stimulation  of  the  respiratory 
center  in  the  brain  by  the  drug  is  thought  to 
be  the  mechanism  involved.  The  degree  of 
hyperpnea  is  practically  always  out  of  pro- 
portion to  the  decrease  in  the  carbon  dioxide 
tension  of  the  blood.  Also,  hyperventilation 
not  infrequently  persists  for  some  time  after 
the  carbon  dioxide  combining  power  of  the 
blood  has  Been  restored  to  normal  levels.  As 
a rule,  hyperventilation  does  not  occur  until 
the  blood  salicylate  level  has  reached  400 
micrograms  per  100  cc.  of  blood.  The  exces- 
sive loss  of  carbon  dioxide  through  prolonged 
hyperventilation  results  in  a decrease  in  the 
alkali  reserve  of  the  blood.  It  might  be  as- 
sumed that  a period  of  compensatory  apnea 
would  follow  the  diminished  carbon  dioxide 
tension  of  the  blood.  However,  the  fact  that 
this  does  not  occur  is  further  proof  that  the 
hyperpnea  results  from  a direct  stimulus  to 
the  brain  by  the  drug. 

The  metabolic  disturbances  are  by  far  the 
most  important  features  of  salicylism.  The 
initial  alkalosis  resulting  from  the  excessive 
loss  of  carbon  dioxide  is  quickly  followed  by 
a ketosis  according  to  some  workers.  Others 
are  of  the  opinion  that  the  picture  is  one  of 
acidosis  from  the  onset  and  that  the  salicy- 
late effect  upon  the  blood  electrolyte  pattern 
counteracts  the  effect  of  the  hyperventila- 
tion. A rapid  depletion  of  liver  glycogen  and 
an  increase  in  the  lactic  acid  content  of  the 
blood  in  salicylism  has  been  demonstrated 
experimentally  by  Lutwak-Mann10  and  by 
Dodd  and  her  coworkers.5  These  studies  re- 
veal that  salicylates  in  “toxic”  doses  suppress 
tissue  oxidation  and  certain  enzymatic  re- 
actions in  the  cells  of  the  liver.  This  results 
in  an  accumulation  of  lactic  acid,  sodium  lac- 
tate, phosphates,  and  certain  fixed  acids  in 
the  blood.  In  an  attempt  to  compensate  for 
the  decrease  in  concentration  of  the  bicar- 
bonate ions,  the  lactic  acid  is  broken  down  to 
yield  carbon  dioxide.  A decrease  in  the  level 
of  the  serum  sodium  and  potassium  has  been 
demonstrated  by  Rapoport  and  Guest.8  This 
is  due,  probably,  to  the  combination  of  these 
substances  with  the  fixed  acids  in  the  blood 
and  a consequent  loss  in  the  urine.  Transient 
acetonuria  occurs  rather  frequently  and  may 
persist  for  some  time  in  cases  of  severe  in- 
toxication. 

These  same  workers13  stated  that  in  cases 


of  experimentally  produced  salicylism  there 
is  a lowering  of  carbon  dioxide  tension  of  the 
blood,  a decrease  in  the  serum  sodium  and 
potassium,  and  an  elevation  of  the  chloride 
content  of  the  blood.  They  found  that  in  the 
early  stages  the  total  electrolyte  pattern  of 
the  blood  is  maintained  within  normal  limits 
by  the  elevation  of  the  serum  chloride.  In  the 
later  stages,  however,  the  chloride  ion  is 
unable  to  compensate  for  the  loss  of  the  bi- 
carbonate ion  and  acidosis  ensues.  These  ex- 
periments also  demonstrated  that  salicylates 
in  toxic  doses  tend  to  augment  the  untoward 
or  convulsive  side  reactions  of  barbiturates 
and  opiates  in  animals. 

Hypermetabolism,  as  evidenced  by  an  in- 
crease in  the  basal  metabolic  rate,  is  a con- 
stant finding  in  salicylism.  Dodd  and  her  co- 
workers3 have  stressed  this  point  in  an  at- 
tempt to  explain  the  rapid  depletion  of  liver 
glycogen.  These  workers  have  suggested  a 
specific  effect  on  carbohydrate  metabolism 
by  salicylates,  resulting  in  incomplete  oxida- 
tion and  the  formation  of  ketone  bodies  and 
other  organic  acids.  Albuminuria  and  an  in- 
creased urinary  output  are  also  common  and 
have  been  considered  by  some  to  represent 
the  results  of  a direct  toxic  effect  on  the 
kidneys  by  salicylates.  Others  believe  that 
these  findings  are  the  result  of  excessive  ex- 
cretion of  electrolytes,  namely,  sodium  and 
potassium.  Hematuria  and  granular  casts  are 
often  noted  in  severe  cases,  in  addition  to 
albuminuria. 

Occasionally  a diffuse  papular  acne-form 
rash  is  noted  in  cases  of  salicylate  intoxica- 
tion.18 These  lesions  usually  appear  on  the 
second  or  third  day  following  the  onset  of 
symptoms  and  disappear  promptly  as  the 
other  manifestations  subside.  Recently  cases 
of  hemorrhagic  encephalitis  due  to  salicylate 
intoxication  have  been  reported.1  A specific 
effect  upon  the  vascular  system  of  the  brain 
similar  to  that  noted  in  instances  of  arsenical 
reactions  is  apparently  the  basis  of  this  com- 
plication of  salicylate  therapy.  There  does 
not  seem  to  be  any  correlation  in  these  cases 
between  the  prothrombin  concentration  of 
the  blood  and  the  hemorrhagic  manifesta- 
tions in  the  brain.  The  effect  of  salicylates  on 
the  erythrocyte  sedimentation  rate  and  the 
prothrombin  concentration  of  the  blood  is 
still  unsettled.  A rapid  fall  in  the  erythrocyte 
sedimentation  rate  with  the  onset  of  salicy- 
late therapy  has  been  noted  on  numerous  oc- 
casions and  is  explained  on  the  basis  of  a de- 
crease in  the  level  of  the  serum  fibrinogen, 
which  is  thought  to  be  directly  related  to 
the  sedimentation  rate  of  the  red  blood  cells. 
However,  others,  notably  Jager  and  Alvary,9 
have  commented  on  a distinct  rise  in  the 
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sedimentation  rate  in  several  of  their  cases 
of  acute  rheumatic  fever  with  the  onset  of 
therapy.  Quick12  was  the  first  to  demon- 
strate the  decrease  in  the  prothrombin  con- 
centration of  the  blood  during-  salicylate 
therapy. 

SUMMARY 

The  clinical  manifestations  of  salicylate 
intoxication  are  hyperpnea,  tinnitus,  mental 
confusion,  and  fever.  At  the  onset  there  is 
an  alkalosis  of  the  carbon  dioxide  deficit  type 
due  to  the  extreme  hyperventilation  as  a re- 
sult of  a direct  stimulus  to  the  respiratory 
center  by  salicylates.  This  is  rapidly  follow- 
ed by  a severe  acidosis  which  if  not  recogniz- 
ed promptly  may  terminate  in  convulsions, 
coma,  and  death.  These  events  may  transpire 
within  a period  of  from  thirty-six  to  forty- 
eight  hours  in  the  patient  who  is  hypersensi- 
tive to  salicylate  preparations.  While  this 
condition  is  not  common,  it  is  worth  while  to 
emphasize  the  importance  of  being  aware  of 
the  potential  hazards  when  these  drugs  are 
used. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Charles  T.  Stone,  Galveston:  This  paper  is 
timely  and  important  because  of  the  frequency  with 
which  salicylates  are  employed  in  treatment,  par- 
ticularly in  rheumatic  states,  and  because  serious 
and  at  times  fatal  intoxication  may  result  from 
their  use.  Salicylate  intoxications  have  been  notably 
much  more  frequent  since  the  employment  of  mas- 
sive salicylate  therapy  in  rheumatic  fever  regardless 


of  whether  the  drug  is  given  orally  or  intravenously, 
but  especially  so  when  the  intravenous  route  is  used. 

Most  clinicians  now  agree  that  a high  level  of 
plasma  salicylate,  that  is,  between  35  and  40  mg. 
per  100  cc.  of  blood  is  most  effective  in  controlling 
the  features  of  acute  rheumatic  fever  such  as  pain, 
fever,  tachycardia,  leukocytosis,  and  increased  ery- 
throcyte sedimentation  rate.  However,  there  is  wide- 
spread disagreement  with  Coburn’s  advocacy  of  ad- 
ministering from  10  to  20  Gm.  of  sodium  salicylate 
intravenously  daily.  Equally  as  high  blood  levels  can 
be  obtained  by  the  oral  administration  of  the  drug 
with  a marked  lessening  in  the  incidence  of  toxic 
reactions.  Furthermore,  many  cases  of  acute  rheu- 
matic fever  respond  as  favorably  to  from  5 to  7 Gm. 
of  sodium  salicylate  daily  as  they  do  to  the  larger 
doses  recommended  by  Coburn  and  others.  Ad- 
mittedly the  exceptional  case  will  not  be  controlled 
with  the  smaller  doses.  Patients  vary  greatly  in 
their  ability  to  concentrate  the  drug  in  the  blood 
after  both  oral  and  intravenous  administration.  A 
recent  contribution  by  Dry,  Butt,  and  Scheifley  has 
shown  that  unsatisfactory  blood  levels  may  be  in- 
creased to  desirable  levels  by  the  concomitant  ad- 
ministration of  24  Gm.  of  para-aminobenzoie  acid 
daily  along  with  the  salicylates. 

With  regard  to  the  so-called  acidosis  that  com- 
plicates salicylate  therapy,  and  which  was  present 
in  the  case  reported  by  Drs.  Bernard  and  Wilkerson, 
the  mechanism  is  apparently  as  follows:  In  sus- 
ceptible persons  a considerable  concentration  of 
salicylate  in  the  blood  acts  as  a stimulant  to  the 
respiratory  center  in  the  medulla.  This  causes  hy- 
perventilation with  a consequent  loss  of  carbon 
dioxide,  and  in  this  condition  more  carbonic  acid  is 
blown  off  through  the  lungs  than  Bicarbonate.  Th.s 
results  in  the  finding  of  a diminished  blood  carbon 
dioxide  but  a rise  in  the  hydrogen  ion  concentration 
in  the  blood.  This  state  has  been  called  a “respira- 
tory alkalosis.”  Thus  there  arises  the  somewhat 
anomalous  situation  in  which  there  is  an  increase  in 
the  alkalinity  of  the  blood  with  a diminished  blood 
carbon  dioxide,  which  is  the  common  clinical  measure 
of  acidosis. 

In  treating  this  condition,  the  obvious  thing  to  do 
is  to  recognize  it  early  and  discontinue  salicylate 
therapy  promptly,  at  least  temporarily.  In  those  in- 
stances in  which  the  hyperventilation  continues,  the 
best  course  is  to  employ  a remedy  which  will  inhibit 
the  respiratory  center  and  for  that  purpose  morphine 
sulfate  is  the  drug  of  choice. 

In  the  case  reported,  the  authors  were  fortunate 
in  being  able  to  continue  salicylate  therapy  by  sub- 
stituting acetyl  salicylic  acid  for  sodium  salicylate. 
They  did  not  furnish  figures  on  the  salicylate  level 
after  acetylsalicylic  acid  treatment,  but  the  obvious 
conclusion  is  that  the  level  was  lower  than  the  level 
obtained  when  sodium  salicylate  was  employed  and 
that  it  was  below  the  level  of  toxicity  for  that  par- 
ticular patient. 

I would  like  to  emphasize  that  the  salicylates  in 
rheumatic  fever  constitute  largely  empiric  therapy. 
Their  action  is  analgesic  and  antipyretic,  and  they 
have  a tendency  to  limit  the  exudative  features  of 
the  disease.  They  do  not  affect  the  incidence  of 
carditis  except  perhaps  indirectly  by  shortening  the 
course  of  the  acute  manifestations  of  rheumatic 
fever.  Since  rheumatic  fever  affects  predominantly 
mesenchymal  structures,  the  principal  substrate  of 
which  is  hyaluronic  acid,  it  is  important  to  note 
that  the  salicylates  have  been  proved  to  inhibit  the 
action  of  hyaluronidase,  which  favors  the  diffusion 
of  the  toxic  agent  of  rheumatic  fever  into  the  in- 
volved structures.  An  advance  in  the  knowledge  of 
these  enzyme  systems  may  have  an  important  bear- 
ing in  the  future  therapy  not  only  in  rheumatic 
fever  but  many  other  diseases  caused  by  bacteria 
and  perhaps  by  other  ultramicroscopic  agents. 
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ADVANCES  IN  INFANT  NUTRITION 
J.  P.  GIBSON,  M.  D. 

ABILENE,  TEXAS 

One  of  the  many  bright  spots  in  medical 
progress  is  the  increased  knowledge  we  now 
have  of  proper  nutrition  for  infants  and 
children.  This  paper  will  give  a brief  resume 
of  some  of  the  most  outstanding  and  prac- 
tical advances  in  nutritional  knowledge  that 
have  been  described  in  recent  pediatric  lit- 
erature. 

In  the  feeding  of  premature  infants,  it  has 
long  been  believed  that  human  milk  was  the 
most  desirable  food.  The  mother  of  the  pre- 
mature infant  cannot  often  furnish  breast 
milk  and  it  is  difficult  or  expensive  to  obtain 
it  otherwise.  But  in  a recent  study'5  of  122 
premature  infants  comparing  the  results  ob- 
tained with  cow’s  milk  and  human  milk,  it 
was  found  that  partially  skimmed  cow’s  milk 
is  superior,  especially  for  the  smaller  pre- 
mature infants.  This  is  attributed  to  the 
greater  protein  and  mineral  content  of  cow’s 
milk  as  compared  to  human  milk.  Since  par- 
tially skimmed  cow’s  milk  is  always  avail- 
able, this  is  a valuable  aid  in  solving  the 
feeding  problems  of  premature  infants. 

Also  in  premature  infants  or  in  other  in- 
fants who  are  not  gaining  well,  it  has  been 
found7  that  the  giving  of  human  blood 
plasma  orally  is  of  great  value  and  actually 
amounts  to  giving  an  “oral  transfusion.” 
The  giving  of  plasma  orally  was  suggested 
by  the  similarity  of  colostrum  to  plasma.  If 
Nature  provides  this  human  protein  solu- 
tion for  newborn  infants,  physicians  also  can 
give  it  orally  in  the  form  of  plasma  when  in- 
dicated. 

For  acutely  ill  infants  who  can  take  no 
food  orally,  it  is  now  possible  to  provide  ade- 
quate nutrition  intravenously.  Not  only  may 
carbohydrates  be  given  in  the  form  of  glu- 
cose solution  and  proteins  in  the  form  of 
amino  acids,  but  fats  have  been  given  intra- 
venously also.  In  1944,  a report4  was  made 
of  1 infant  whose  entire  caloric  needs  were 
met  by  intravenous  feeding  for  five  days. 
The  intravenous  fat  given  consisted  of  a 
homogenized  emulsion  of  olive  oil  and 
lecithin. 

A practice  that  is  becoming  obsolete,  I 
hope,  is  the  routine  prescribing  of  formulas 
for  newborn  infants.  The  loss  of  weight  that 
occurs  during  the  first  few  days  of  life  is 
physiologic  and  is  the  result  essentially  of 
the  loss  of  fluids  in  the  urine,  feces,  and 
perspiration.  When  a formula  is  given  to  a 
newborn  infant,  he  is  not  given  a chance  to 
become  hungry.  He  does  not  nurse  at  the 
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breast  vigorously.  Since  vigorous  nursing  by 
a hungry  infant  is  the  greatest  stimulus  to 
breast  milk  production  it  is  important  not 
to  remove  this  powerful  and  natural  stimulus 
by  satisfying  the  infant’s  appetite  with  a 
formula.  Physicians  can  compensate  for  ex- 
cessive weight  loss  by  giving  adequate  fluids 
orally  or  subcutaneously,  and  prescribe 
formulas  only  in  those  unusual  cases  where 
the  need  actually  exists. 

A rigid  feeding  schedule  is  no  longer  ad- 
vised. No  clock  knows  when  a baby  is  ready 
to  nurse.  The  baby  should  be  fed  when  he  is 
hungry.  He  should  be  left  alone  when  he  is 
contented  or  asleep.  The  baby  will  soon  de- 
velop his  own  schedule,  which  will  be  rea- 
sonably regular.  This  “self-demand”  schedule 
works  beautifully  and  is  natural. 

Neither  is  it  advisable  to  prescribe  a time 
limit  for  feeding.  Some  babies  nurse  rapidly 
and  others  slowly.  The  sucking  instinct  is 
more  pronounced  in  some,  and  if  they  are  not 
allowed  to  nurse  until  they  are  ready  to  stop, 
they  are  likely  to  develop  the  habits  of 
thumb  and  finger  sucking11  as  a compensa- 
tory mechanism. 

MILKS 

Of  the  various  milks  available,  breast  milk 
still  ranks  first.  Every  mother  should  be  en- 
couraged to  nurse  her  baby.  The  mother  who 
offers  some  trivial  excuse  for  not  wanting  to 
nurse  her  baby  may  often  be  persuaded  to 
nurse  the  baby  “for  only  the  first  month.” 
Then  she  can  be  counted  on  to  continue 
breast  feedings  after  the  first  month  because 
she  wants  to. 

Next  to  breast  milk,  cow’s  milk  is  the  most 
valuable,  while  goat’s  milk  has  only  a limited 
use  in  certain  allergic  infants.  The  anemia 
that  is  associated  with  the  use  of  goat’s  milk 
may  be  prevented  or  cured  by  the  use  of  iron 
and  liver.9  For  the  family  that  does  not 
have  a refrigerator  or  cannot  be  depended 
upon  for  careful  preparation  of  the  formula, 
lactic  acid  milk  is  the  safest.  Pathogenic 
bacteria  will  not  multiply  in  lactic  acid  milk, 
and  lactic  acid  milk  does  not  require  re- 
frigeration.13 

Several  trends  are  apparent  in  the  con- 
struction of  cow’s  milk  formulas.  One  trend 
consists  in  the  inclusion  in  the  milk  of  the 
necessary  vitamins.  The  daily  vitamin  D re- 
quirement of  an  infant  is  from  400  to  800 
international  units,  with  twice  that  amount 
required  by  premature  infants  during  the 
first  year.1-  Furthermore,  since  rickets  has 
been  found  in  about  45  per  cent  of  children 
up  to  the  age  of  15,  it  is  now  recommended 
that  all  children  up  to  15  years  old  receive 
their  daily  vitamin  D requirements.2  If  the 
daily  requirements  of  vitamin  A and  D are 
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included  in  the  milk  in  a readily  assimilated 
form,  the  child  will  automatically  get  the 
vitamins  even  when  the  mother  becomes  for- 
getful. Vitamins  A and  D are  included  in 
many  evaporated  milks,  while  one  brand  has 
in  addition  vitamins  Bj  and  C plus  iron  and 
other  minerals.  There  are  many  suitable 
multi-vitamin  preparations  that  may  be 
added  to  any  formula.  Vitamins  should  be 
started  by  the  second  month  and  given  con- 
sistently. 

Another  trend  in  the  prescribing  of  formu- 
las is  the  reduction  and  early  elimination  of 
the  carbohydrates  added  to  the  formula. 
Some  have  even  advised  never  adding  sugar 
in  any  form  to  the  formula,8  claiming  that 
the  children  develop  better,  are  not  so  fat, 
stand  hot  weather  better,  and  are  more  ac- 
tive. The  evidence  submitted  would  support 
this  view. 

It  has  been  demonstrated6  that  infants  as 
young  as  6 weeks  have  tolerated  strained 
meat  added  to  the  formula.  One  ounce  of 
strained  meat  added  to  each  day’s  formula 
increases  the  protein  intake  by  25  per  cent. 
This  checks  the  usual  drop  in  the  hemoglobin 
level  and  promotes  the  formation  of  hemo- 
globin and  red  blood  cells. 

Still  another  trend  that  may  help  in  pre- 
venting allergic  rashes  is  the  prescribing  of 
ascorbic  acid  instead  of  orange  juice  during 
the  early  months  of  infancy.  In  early  in- 
fancy, the  intestinal  tract  is  more  permeable 
to  various  substances  and  may  admit  pro- 
teins that  are  allergenic.  By  giving  ascorbic 
acid  rather  than  orange  juice,  many  cases 
of  orange  juice  allergy  may  be  avoided. 
For  the  same  reason,  precautions  must  be 
taken  in  the  feeding  of  egg.  Since  egg  white 
is  more  allergenic  than  egg  yolk,  only  the 
yolk  is  permitted  in  early  infancy.  Later, 
toward  the  end  of  the  first  year,  whole  egg 
may  be  allowed. 

SOLID  FOODS 

It  is  now  customary  to  start  solid  foods  by 
the  second  or  third  month.  Most  infants  will 
receive  fruit  sauces  well  but  many  will  re- 
ject cereals.  Since  the  feeding  process  should 
always  be  pleasant  for  the  baby  and  the 
mother,  I give  fruit  sauce  first,  starting  with 
small  amounts  and  gradually  increasing 
them.  Another  advantage  of  fruit  sauce 
over  complex  foods  such  as  cereal  mixtures 
is  that  fruit  sauce  is  a single  substance  rath- 
er than  a mixture  of  many  substances.  This 
is  important  when  an  allergic  rash  makes  it 
necessary  to  identify  the  offending  factor. 
New  foods  should  always  be  introduced  one 
at  a time  and  in  small  amounts  which  may 
be  gradually  increased.  After  a food  has  been 
given  for  five  days  in  liberal  amounts  and 


no  allergic  rash  has  appeared,  it  is  unlikely 
that  the  child  will  have  any  allergic  diffi- 
culty with  that  food.  He  is  then  ready  for 
the  trial  of  one  other  new  food,  but  only  one 
at  a time. 

Sooner  or  later  a food  will  be  introduced 
that  displeases  the  child  and  he  will  spit  and 
gag.  Such  a food  should  be  withdrawn 
promptly  as  no  one  food  is  worth  a fight.  If 
that  same  food  is  offered  some  weeks  later, 
especially  at  a time  when  he  is  hungry,  it 
may  be  eagerly  accepted  not  only  then  but 
thereafter. 

Solids  should  be  given  first  at  a mealtime 
before  the  baby  gets  his  milk.  After  6 
months  of  age  solids  will  play  an  increasing- 
ly important  role  and  the  milk  consumption 
will  be  automatically  reduced  to  a pint  and 
a half  or  less  per  day.  The  addition  of  cream 
cheese  to  the  diet  at  this  time  will  prevent 
any  deficit  in  calcium  and  phosphorus  in- 
take. The  dairies  of  the  country  have  sold 
most  mothers  on  the  idea  that  every  infant 
and  child  should  have  at  least  one  quart  of 
milk  daily.  To  counteract  this  propaganda, 
specific  limitations  must  be  prescribed  on 
the  milk  intake ; otherwise  some  children  who 
love  their  milk  will  almost  limit  their  diet 
to  milk  alone  and  will  develop  into  anemic, 
flabby  children. 

It  is  important  at  the  ages  of  7 to  9 months 
to  shift  from  the  pureed  vegetables  and 
fruits  to  the  coarser  foods.  If  this  change  is 
not  made  early  enough,  many  children  with 
a sensitive  gag  reflex  will  resist  the  coarser 
foods  effectively.  The  junior  chopped  foods 
are  designed  to  meet  this  need.  However, 
many  children  will  accept  table  foods  better 
than  the  junior  chopped  foods.  To  sit  at  the 
table  and  eat  with  the  family  is  a delightful 
social  experience  for  almost  any  child.  When 
foods  are  mashed  a little  with  a fork  or  spoon, 
they  will  swallow  and  digest  almost  any- 
thing within  reason.  They  will  eat  more  and 
better  if  they  are  allowed  to  feed  them- 
selves.1 

Another  well  established  principle  that  is 
useful  in  the  feeding  of  the  child  of  1 year 
and  older  is  the  “self-selection”  of  foods.1 
Appropriate  foods  are  offered  in  variety  and 
the  child  is  allowed  to  choose  what  he  wishes 
to  eat  and  to  eat  as  much  of  any  food  as  he 
desires.  Although  this  results  in  unpredict- 
able variations  from  day  to  day,  the  over-all 
food  intake  is  invariably  well  balanced.  The 
child  thrives  and  enjoys  his  meals.  Today, 
he  may  eat  two  bananas  and  three  eggs,  while 
tomorrow  he  may  fill  up  on  meat  and  cereals. 
Adults  should  allow  for  children  as  they  do 
for  themselves  a variability  of  appetite  for 
foods  both  as  to  selection  and  quantity. 
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When  suitable  foods  are  offered  in  variety, 
it  is  advised  that  a child  be  allowed  to  choose 
what  he  wants  to  eat  and  how  much  he  wants 
to  eat.  This  will  result  in  a good  diet,  a 
happy  child,  and  eating  habits  free  from 
complexes. 

“RUNABOUT”  CHILDREN 

Finally,  I wish  to  consider  the  problem  of 
the  child  of  runabout  age  who  has  a poor 
appetite.  This  problem  is  made  more  acute 
if  the  child  is  an  only  child  with  an  over- 
solicitous  mother.  Something  can  be  done  in 
the  way  of  preventive  therapy  if  the  mother 
is  told  during  the  child’s  early  infancy  that 
his  appetite  will  be  much  decreased  after  the 
first  year?  that  this  is  a physiologic  process 
since  the  child  does  not  triple  his  weight 
each  year  as  he  has  the  first ; and  that  his 
increase  in  height  added  to  his  slower  gain 
in  weight  will  make  him  appear  slim  or  even 
skinny;  that  what  food  he  does  eat  goes  to 
stature  and  activity,  rather  than  to  weight. 
Since  one  quart  of  milk  will  supply  at  least 
half  of  his  caloric  needs,  it  is  advisable  to  cut 
the  milk  intake  to  one  pint  daily,  and  even 
this  pint  may  be  partially  skimmed.5  Since 
it  has  been  established  that  one  glass  of  milk 
between  meals  does  not  impair  appetite  at 
mealtime,14  this  pint  may  be  given  between 
meals,  leaving  the  stomach  at  mealtime  free 
for  the  intake  of  solid  muscle  building  foods. 

There  are  several  things  that  can  be  done 
to  encourage  a child  to  eat  better.  In  addi- 
tion to  prescribing  that  vitamin  B be  given 
to  the  child  for  the  mother’s  benefit,  I sug- 
gest that  she  refrain  from  undesirable  ac- 
tivities at  mealtime  such  as  persuading, 
bribing,  coaxing,  or  forcing  her  child  to  eat. 
Only  small  portions  are  to  be  served  the  child 
and  if  the  food  is  refused  it  is  to  be  removed 
without  comment  or  apparent  disappoint- 
ment. Most  children  prefer  only  two  or  three 
foods  at  a meal.* 1  If  the  child  is  an  only  child, 
the  mother  could  form  a working  agreement 
with  other  mothers  of  only  children  and  let 
their  children  have  meals  together.  Children 
always  eat  better  in  the  company  of  other 
children,  especially  if  the  meal  is  served  pic- 
nic style.  Reasonable  allowance  should  be 
made  for  a child’s  preferences  for  foods,  and 
if  he  wants  ice  cream  for  breakfast,  it  may 
be  served.  If  the  child  wants  fried  foods, 
these  may  be  served  since  it  has  been  estab- 
lished that  properly  fried  foods  are  not 
harmful  to  children.10  Fresh  fruit  given  be- 
tween meals  actually  increases  the  mealtime 
appetite.1 

Nearly  all  children  love  hamburgers.  If 
the  ingredients  are  selected  and  prepared  at 
home,  a nutritious  meal  can  be  incorporated 
into  a hamburger  containing  lean  meat,  sliced 


tomatoes,  lettuce,  mayonnaise,  relish,  shred- 
ded cabbage,  and  carrots.  One  juicy  ham- 
burger with  a glass  of  milk  is  a wonderful 
meal.  The  protein  foods  such  as  lean  meat, 
cheese,  and  eggs  are  extremely  valuable  for 
growing  children  and  are  usually  well  taken. 
With  patience  and  forethought,  the  “run- 
about” child  can  be  encouraged  to  eat  well 
and  enjoy  it. 

SUMMARY 

1.  Pediatric  literature  in  recent  years 
has  been  full  of  practical  suggestions  for  the 
improvement  of  nutrition  of  infants  and 
children. 

2.  By  following  these  suggestions,  physi- 
cians can  make  life  happier  for  their  little 
patients,  their  mothers,  and  themselves. 
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202  Grape  Street. 

ABSTRACT  OF  DISCUSSION 

Dr.  J.  R.  Lemmon,  Amarillo:  Since  I am  a clinician 

I shall  confine  my  remarks  to  clinical  application  of 
nutrition.  The  knowledge  and  teaching  of  pediatric 
nutrition  has  improved  remarkably  since  I was  a 
student.  However,  there  is  still  much  to  be  attained 
in  the  teaching  field.  More  stress  should  be  given  to 
nutritional  deficiency  symptoms  and  simple  correc- 
tion of  faulty  diets  in  infants  and  children.  For  ex- 
ample, during  the  past  two  years  I have  hospitalized 
several  infants  with  definite  clinical  scurvy  in  which 
the  physicians  had  completely  missed  the  diagnosis 
and  the  mother  finally  in  desperation  consulted  a 
pediatrician.  The  painful  limbs  had  even  been  treat- 
ed for  rheumatic  fever  in  one  case  and  in  no  case 
had  a diet  history  been  taken.  The  physician  had  not 
thought  of  a nutritional  deficiency  but  was  thinking 
in  terms  of  diseases. 

The  regular  feeding  patients  are  scarcely  ever 
acutely  ill  in  a well  controlled  pediatric  practice. 
Hypochromic  anemia  is  the  most  common  condition 
found  in  nutritional  deficiency  cases.  In  my  exper- 
ience breast  feeding  has  almost  disappeared  and  the 
infant  has  suffered  as  a result.  Pediatricians  are 
often  blamed  for  artificial  feeding — but  do  we  not 
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find  that  most  infants  have  already  been  weaned 
from  the  breast  when  the  mothers  finally  consult 
us  as  a last  resort  for  poor  nutrition?  With  the 
wealth  of  usable  information  at  our  command  we 
should  be  better  feeders  and  at  least  think  of  nutri- 
tional deficiencies  and  thus  solve  a lot  of  simple 
problems  in  every  day  practice. 

Dr.  Gibson  mentioned  the  premature  infant.  Breast 
milk  is  still  the  first  choice.  Dryco  is  an  old  stand-by 
and  is  safe  because  of  its  lower  fat  content.  A 
dangerous  tendency  in  feeding  a premature  infant  is 
to  try  to  get  too  rapid  a gain  in  weight.  A premature 
infant  should  not  be  pushed  too  fast  on  caloric  feed- 
ing and  essential  vitamins  should  be  added  early. 
A child  should  not  be  fed  by  the  clock,  as  Dr.  Gibson 
has  stated.  The  old  Army  dictum  of  “come  and  get 
it  and  take  it  or  leave  it”  is  good  to  follow  in  an- 
orexia and  some  nutritional  problems. 

The  vitamin  racket  is  not  as  bad  as  it  was  a decade 
ago.  However,  the  detail  man  still  presses  physi- 
cians too  much  with  samples  and  pseudoscientific 
data  aimed  chiefly  at  boosting  sales.  The  young 
physician  should  carefully  consider  all  claims  made- 
before  adopting  a vitamin  product.  Simplicity  and 
adherence  to  basic  rules  of  nutrition  will  save  a 
lot  of  trouble  and  promote  better  development  of 
young  patients. 


USE  OF  GAMMA  GLOBULIN 
IN  PEDIATRICS 

CLINICAL  OBSERVATION 

J.  T.  FRAWLEY 

PASADENA,  TEXAS 

Clinical  and  experimental  investigation  in 
the  use  of  immune  serum  for  virus  infections 
is  remarkably  limited  and  the  results  have 
been  to  a large  extent  disappointing.  This 
unsatisfactory  state  is  possibly  due  to  the 
general  difficulties  attending  virus  research 
such  as  inability  to  grow  the  virus  easily 
and  abundantly  so  that  hyperimmune  serums 
could  be  produced,  the  low  titer  of  viral  anti- 
bodies in  the  serum  following  a natural  in- 
fection, limited  supplies  of  immune  serum, 
and  difficulty  of  early  diagnosis  of  the  nat- 
ural disease.  Despite  these  handicaps  and 
despite  the  general  concept  that  antiviral 
immune  serums  are  valueless,  it  has  been  my 
belief  that  the  study  of  the  effect  of  immune 
serum  should  continue. 

The  evaluation  of  its  worth  can  be  finally 
ascertained  for  the  most  part  only  by  tabula- 
tion of  clinical  results.  The  chief  aim  in  this 
paper,  therefore,  is  to  keep  open  the  consid- 
eration of  the  value  of  immune  bodies  in  the 
prophylaxis  and  treatment  of  diseases  known 
to  be  caused  by  virus,  and  other  diseases  in 
which  the  agent  is  still  somewhat  obscure. 
Another  aim  is  to  offer  cases  indicating  that 
the  belief  that  cells  already  parasitized  by 
virus  are  beyond  any  help  from  serum 
therapy  is  not  entirely  accurate  if  a suf- 
ficiently potent  source  of  immune  bodies  is 
used. 

Read  before  the  Section  on  Pediatrics,  State  Medical  Associa- 
tion of  Texas,  Annual  Session,  Houston,  April  28,  1948. 


What  is  immune  serum  globulin  or,  as  it  is 
perhaps  better  known,  gamma  globulin? 
Blood  is  composed  of  cells  and  plasma  which 
can  be  readily  separated  by  such  simple  phy- 
sical means  as  centrifugation.  About  6.5  per 
cent  of  the  plasma  is  protein.  It  is  this  ele- 
ment which  is  chiefly  responsible  for  the 
benefits  obtained  in  plasma  transfusions. 
The  protein  in  plasma  is  a mixture,  chiefly 
of  albumin,  fibrinogen,  and  alpha,  beta,  and 
gamma  globulins.  These  proteins  differ  in 
molecular  size  and  structure  and  in  physical 
and  therapeutic  properties.  The  separation, 
concentration,  and  drying  of  the  different 
components  of  plasma  by  the  use  of  physio- 
chemical  methods  was  accomplished  first  by 
Edwin  J.  Cohn2  at  Harvard  University  in 
1947. 

Gamma  globulin  makes  up  about  11  per 
cent  of  the  total  proteins  of  plasma.  Its 
therapeutic  value  is  due  to  the  fact  that  all 
antibodies  against  infectious  diseases  which 
are  present  in  plasma  appear  to  be  concen- 
trated in  gamma  globulin.  Antibodies  against 
disease  are  manufactured  by  the  body  not 
only  if  the  disease  is  actually  contracted  but 
also  following  exposure  to  the  disease;  they 
remain  in  the  blood  stream  for  varying 
periods  of  time.  It  should  be  emphasized  that 
the  process  of  fractionation  not  only  sep- 
arates but  also  concentrates  the  antibodies. 
The  concentration  of  antibodies  in  the  gamma 
globulin,  thus  prepared,  is  approximately 
twenty-five  times  that  of  normal  pooled 
plasma. 

A brief  reconstruction  of  the  probable  be- 
havior of  the  virus  in  the  susceptible  host 
may  throw  more  light  on  what  may  be  ex- 
pected from  specific  treatment.  Viruses  dif- 
fer fundamentally  from  bacteria  in  that  they 
are  intracellular  parasites.  This  property  has 
long  been  thought  to  make  this  infectious 
agent  immune  to  therapeutic  measures.  In 
practically  all  other  respects,  however,  virus 
infection  and  immunity  to  virus  infection 
are  comparable  to  bacteria  infections  and 
immunity.  As  T.  M.  Rivers  said,  “There  is 
nothing  peculiar  about  immunity  in  virus 
diseases.  Principles  that  hold  in  other  fields 
operate  also  in  the  virus  domain.”5  The  in- 
fectious agent  enters  the  body  through  one  or 
more  portals  of  entry  and  invades  body  cells. 
Multiplication  of  virus  in  these  body  cells 
takes  place.  The  virus  after  a period  of  time 
escapes  and  is  transmitted  through  one  or 
more  pathways  to  other  cells  of  the  body. 
The  virus  may  invade  adjacent  cells,  it  may 
invade  the  blood  and  lymph  stream,  or  it  may 
extend  along  nerve  fibers.  The  method  of 
spreading  probably  varies  considerably  in  dif- 
ferent infections  and  may  play  an  important 
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part  in  determining  the  efficacy  of  any  spe- 
cific therapy.  Such  continued  spreading  and 
multiplication  must  be  progressive  until  the 
maximum  extent  of  cellular  invasion  occurs. 
Therefore,  there  are  certain  salient  facts 
which  must  be  reviewed  briefly  in  order 
that  specific  prophylaxis  or  treatments  can 
be  judiciously  considered: 

1.  Virus  infections  are  followed  by  a 
variable  amount  of  antiviral  substances  in 
the  blood  stream.  Although  not  demonstrat- 
ed conclusively,  it  appears  possible  from  the 
facts  now  available  that  either  apparent  or 
unapparent  infection  with  the  more  common 
viruses  in  childhood  or  early  adult  life  ef- 
fects a slowly  developing  permanent  im- 
munity ter  such  infection  in  the  greater  part 
of  the  general  population. 

2.  For  a serum  to  be  effective  it  must 
be  rich  in  viral  antibodies.  The  pooling  of 
plasma  from  hundreds  or  thousands  of  adult 
blood  donors,  while  of  only  quantitative  value 
in  the  separation  of  such  plasma  components 
as  albumin,  may  be  and  usually  is  of  great 
qualitative  value  in  respect  to  gamma 
globulin. 

3.  Immune  serum  can  neutralize  extra- 
cellular virus  in  transit  and  at  the  site  of 
parasitized  cells  in  the  body. 

4.  Immune  serum  surrounding  suscep- 
tible cells  will  probably  prevent  infection  of 
these  cells  by  virus  if  it  is  present  in  suf- 
ficient potency. 

5.  In  some  diseases  if  the  virus  has  in- 
vaded cells  the  presence  of  immune  serum 
subsequently  may  prevent  the  growth  and 
multiplication  of  virus  in  those  cells. 

The  material  used  in  the  following  cases 
was  from  two  sources.  A comparatively  small 
portion  was  prepared  by  and  purchased  from 
the  Cutter  laboratories.  The  other  larger  por- 
tions were  prepared  by  Squibb  from  plasma 
obtained  from  the  blood  banks  sponsored  by 
the  American  Red  Cross.  The  source  of 
globulin  probably  has  a considerable  bearing 
on  the  results  obtained  because,  as  Stokes'5 
has  pointed  out,  the  large  size  of  the  plasma 
pools  developed  by  the  Red  Cross  tends  to  as- 
sure a surprisingly  uniform  titer  of  anti- 
bodies against  infectious  agents  endemic  to 
the  geographical  area  in  which  the  blood 
donors  reside.  There  were  no  planned  con- 
trols in  this  series  as  the  gamma  globulin 
was  given  to  patients  seen  in  a routine  office 
practice  and  the  results  obtained  were  not 
anticipated.  In  all,  the  cases  studied  totaled 
over  280  seen  in  a period  of  approximately 
a year  and  half. 

MEASLES 

In  measles  the  data  have  been  reviewed 
previously  by  a number  of  workers  and  their 


reports  indicate  that  gamma  globulin  repre- 
sents the  most  satisfactory  biological  as  yet 
developed  for  passive  protection  of  exposed 
susceptibles  or  for  attenuation  of  this  disease. 
It  would  be  redundant  on  my  part  to  report 
anything  other  than  that  gamma  globulin 
was  given  to  70  exposed  susceptibles  and 
the  results  were  approximately  the  same  as 
reported  elsewhere.  No  effort  was  made  to 
treat  patients  in  this  series. 

MONONUCLEOSIS 

In  line  with  reports  given  by  Drs.  J.  H. 
Park4  and  David  Greer3  in  1947  on  the  suc- 
cessful use  of  plasma  transfusions  as  a means 
of  therapy  in  mononucleosis  and  virus  pneu- 
monia, gamma  globulin  was  given  to  11  pa- 
tients who  presented  the  clinical  and  labora- 
tory findings  of  infectious  mononucleosis.  Of 
these,  8 received  2.5  cc.  and  3 needed  twice 
that  amount  on  successive  days  before  clinical 
response  was  noted.  This  clinical  response 
consisted  of  a rather  prompt  return  of  temp- 
erature to  the  normal  and  cessation  of  symp- 
toms. No  follow-up  laboratory  work  was  done 
after  the  initial  diagnostic  studies. 

PRIMARY  ATYPICAL  VIRUS  PNEUMONIA 

In  the  past  year,  35  patients  who  present- 
ed history,  symptoms,  and  findings,  both  phy- 
sical and  laboratory,  of  primary  atypical 
pneumonia  were  seen.  Their  ages  ranged 
from  6 weeks  to  18  years.  The  duration  of 
symptoms  varied  from  one  week  to  three 
weeks  before  serum  therapy  was  instituted. 
The  majority  were  given  2.5  cc.  of  gamma 
globulin  on  two  successive  days ; occasionally 
a third  dose  of  2.5  cc.  was  necessary.  In  all 
cases  the  temperature  curve  began  to  decline 
in  from  twenty-four  to  thirty-six  hours  fol- 
lowing the  first  injection  and  subsequent  im- 
provement was  rapid.  In  evaluation  of  the 
results  it  should  be  pointed  out  that  none  of 
these  cases  could  be  considered  even  mod- 
erately severe,  but  gamma  globulin  did  seem 
to  shorten  the  expected  course. 

MUMPS 

Globulin  was  used  in  5 cases  of  mumps 
without  any  demonstrable  effect.  This  re- 
sult was  to  be  expected  as  evidence  is  avail- 
able that  in  amounts  up  to  50  cc.  gamma 
globulin  from  plasma  pools  derived  from  the 
general  population  is  not  usually  effective  in 
protecting  exposed  susceptibles  against 
mumps. 

HOMOLOGOUS  SERUM  JAUNDICE 

A 21/2  months  old  infant  with  a furuncu- 
losis was  given  two  ampules  of  globulin  plus 
surgical  drainage  and  penicillin.  Rapid  re- 
covery followed,  but  two  weeks  later  he  was 
again  hospitalized  for  jaundice,  died,  and 
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was  given  an  autopsy.  The  clinical  and 
anatomic  diagnosis  was  “homologous  serum 
jaundice”  probably  contracted  because  of 
plasma  transfusions  given  when  he  was  1 
week  of  age. 

VARICELLA 

Immune  serum  was  given  as  a prophylac-  * 
tic  measure  against  varicella  to  11  children, 
of  whom  6 were  sibling  contacts,  and  5 were 
living  and  attending  nursery  school  in  an 
area  in  which  chickenpox  was  rampant.  The 
sibling  contacts  did  not  contract  the  disease. 
As  far  as  it  could  be  ascertained,  the  other 
5 did,  but  were  apparently  protected  for  a 
period  of  about  six  weeks  before  developing 
the  typical  rash. 

UPPER  RESPIRATORY  INFECTION 

The  greatest  number  of  cases  in  which 
gamma  globulin  was  used  in  the  present 
series  consisted  of  various  types  of  infections 
of  the  upper  respiratory  tract.  An  effort  was 
made  to  ascertain  from  history  and  physical 
findings  and  by  laboratory  means  the  pres- 
ence of  a preexisting  allergy.  No  effort  was 
made  to  evaluate  the  worth  of  gamma  glob- 
ulin as  a prophylactic  agent  in  these  condi- 
tions although  Adams  and  Smith1  in  1947 
concluded  that  human  serum  gamma  glob- 
ulin given  in  arbitrarily  selected  doses  re- 
duces the  incidence  of  attacks  of  acute  res- 
piratory disease  in  adults  by  about  40  per 
cent  with  a parallel  reduction  in  the  severity 
of  the  individual  cases.  In  this  series  it  was 
assumed  that  symptoms  of  a rhinitis  existing 
for  a period  longer  than  two  weeks  was  due 
either  to  a nasal  allergy  or  sinusitis  or  both, 
and  an  effort  was  made  to  classify  the  dis- 
ease before  treatment  was  instituted. 

One  ampule  of  gamma  globulin  was  given 
to  about  75  patients  with  symptoms  and 
signs  of  a disease  of  the  upper  respiratory 
tract  in  which  the  presence  of  allergy  as  a 
complicating  factor  was  not  demonstrable. 
The  ages  of  the  patients  varied  from  2 weeks 
to  19  years.  The  duration  of  symptoms,  which 
were  either  repeatedly  recurrent  or  almost 
continuous,  varied  from  two  weeks  to  two 
months.  Fifty  patients  were  relieved  of  their 
symptoms  in  thirty-six  hours  or  less,  19  were 
considered  improved,  and  in  the  remaining  6 
there  was  either  no  reduction  of  symptoms 
or  contact  with  them  was  lost. 

Ten  patients  who  had  been  treated  by  my- 
self and  others  for  recurrent  acute  suppura- 
tive otitis  media  were  seen  toward  the  end 
of  the  winter  of  1947-1948.  Repeated  courses 
of  penicillin  and  sulfonamides  were  given  to 
each,  with  transitory  improvement  in  every 
case.  Globulin  was  given  as  a last  resort, 
even  during  an  acute  phase.  In  all  10  pa- 


tients so  treated  2.5  cc.  of  globulin  produced 
a cessation  of  suppuration  and  no  recurrence 
to  date. 

Fifty  patients  in  whom  allergic  rhinitis 
was  believed  to  be  the  underlying  condition 
were  given  globulin  during  the  period  of  an 
acute  exacerbation.  The  results  in  this  group 
appeared  to  be  directly  proportional  to  the 
degree  of  their  allergic  control.  In  those 
children  in  whom  the  offending  allergen  was 
known  and  eliminated,  the  infectious  phase 
of  their  respiratory  difficulty  was  improved 
by  a single  injection  of  globulin.  In  those  in 
whom  all  the  allergens  were  not  known  or  in 
whom  control  was  poor  50  per  cent  showed 
considerable  improvement  for  a period  of 
about  one  month  and  the  remainder  received 
no  discernible  improvement. 

PREMATURE  INFANTS 

Gamma  globulin  was  given  to  15  prema- 
ture infants  with  the  hope  that  early  fortifi- 
cation with  antibodies  would  lessen  the  like- 
lihood of  infection.  The  series  was  too  small, 
the  results  too  varied  to  draw  any  conclu- 
sions ; however,  Sweet  studied  the  prophy- 
lactic use  of  globulin  in  a large  series  of  pre- 
mature infants  and  concluded  that  it  did  not 
materially  affect  incidence  of  infection  or  the 
gradient  of  the  weight  curve. 

PERTUSSIS 

Hyperimmune  human  serum  globulin, 
which  is  prepared  by  inoculating  prospective 
donors  with  pertussis  vaccine,  was  given  as 
a therapeutic  measure  to  20  patients  with 
pertussis.  The  ages  of  these  patients  ranged 
from  3 weeks  to  6 years;  duration  of  symp- 
toms before  institution  of  therapy  was  from 
three  to  six  weeks.  The  results  were  uni- 
formly good,  but  were  directly  proportional 
to  the  ratio  between  the  amount  given  and 
the  weight  of  the  patient  and  duration  of  the 
disease.  The  average  total  dose  in  these  cases 
was  5 cc.  or  2 ampules. 

COMMENT 

The  case  of  homologous  serum  jaundice  is 
included  in  this  paper  because  gamma  glob- 
ulin has  been  suggested  as  a prophylactic 
agent  in  such  conditions  and  also  because,  so 
far  as  I know,  the  3 month  old  patient  is  the 
youngest  on  record  proved  to  have  this 
disease. 

If  the  physician  reviews  the  literature  on 
such  diseases  as  primary  atypical  or  virus 
pneumonia  and  the  various  forms  of  disease 
of  the  upper  respiratory  tract,  he  becomes 
aware  of  the  paucity  of  help  offered  other 
than  palliative  treatment  in  these  common 
conditions.  Gamma  globulin,  although  cer- 
tainly not  a specific,  seems  to  offer  a more 
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direct  method  of  attack  at  these  compara- 
tively mild  but  distressing  conditions. 

It  is  realized  that  from  a purely  scientific 
viewpoint,  the  results  observed  in  this  series 
are  questionable  because  of  the  lack  of  con- 
trol studies,  but  from  the  standpoint  of  a 
private  practitioner  immune  serum  prophy- 
laxis and  therapy  seems  to  offer  a weapon 
the  true  worth  of  which  should  be  consider- 
ed. It  is  hoped  that  more  controlled  studies 
will  be  done  by  those  in  a better  position  to 
do  so  than  a pediatrician  in  private  practice. 

SUMMARY 

1.  A plea  is  made  for  more  studies  on 
the  value  of  immune  serum  globulin  in  pro- 
phylaxis and  treatment  of  certain  infectious 
diseases. 

2.  A brief  definition  and  the  probable 
prophylactic  and  therapeutic  action  of  gam- 
ma globulin  are  given. 

3.  A resume  of  the  probable  behavior  of 
viruses  in  a susceptible  host  is  presented. 

4.  Observations  are  made  on  the  use  of 
gamma  globulin  in  more  than  280  patients 
seen  in  a private  pediatric  practice  within  a 
period  of  a year  and  a half. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Sidney  R.  Kaliski,  San  Antonio:  We  are  living 
in  an  era  of  dramatic  and  romantic  therapeutic  ad- 
vances, among  which  the  use  of  blood  fractions  for 
the  prevention  and  treatment  of  disease  is  among 
the  most  important.  Dr.  Frawley’s  report  is  indeed 
advanced  and  provocative  in  that  it  includes  the  use 
of  gamma  globulin  in  diseases  for  which  this  sub- 
stance has  not  as  yet  had  general  application  and 
in  which  its  efficacy  must  be  proved  or  disproved 
by  many  well-controlled  cases  subjected  to  critical 
analysis. 

Of  particular  interest  are  Dr.  Frawley’s  observa- 
tions in  infections  of  the  upper  respiratory  tract 
and  otitis  media,  because  the  capricious  course  of 
these  infections  makes  evaluation  of  treatment  es- 
pecially difficult.  It  is  to  be  hoped  that  the  essayist’s 
plea  for  more  studies  on  the  use  of  immune  globulin 
for  those  infections  in  which  it  has  not  heretofore 
had  wide  application  will  rapidly  widen  our  ex- 
perience and  put  immune  globulin  on  a firm  basis. 

The  pioneer  observations  of  Drs.  Park  and  Greer, 
employing  pooled  serum  for  infectious  mononu- 
cleosis, and  Dr.  Frawley’s  observation  that  immune 
globulin  acts  similarly  are  valuable  forward  steps. 
Since  globulin  is  administered  intramuscularly,  it 
may  well  be  that  it  will  prove  superior  to  the  intra- 
venously administered  serum  because  the  possibility 
of  homologous  serum  jaundice  will  thereby  be 
avoided. 
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The '“infectious  encephalitides,”  a designa- 
tion recommended  for  all  neurotropic  virus 
diseases  until  an  etiologic  diagnosis  has  been 
made,  embrace  a number  of  nosologic  entities 
which  often  constitute  a perplexing  problem 
for  the  medical  practitioner.  The  present  re- 
port is  concerned  with  the  clinical,  epidemio- 
logic, and  laboratory  aspects  of  one  of  these 
diseases. 

A number  of  descriptive  terms  including 
acute  serous  meningitis,  idiopathic  menin- 
gitis, acute  benign  lymphocytic  meningitis, 
and  others  have  been  used  to  designate  a 
form  of  meningitis  usually  characterized  by 
a lymphocytosis  in  a spinal  fluid  free  from 
bacteria.  In  1925,  Wallgren17  first  described 
the  clinical  features  of  this  disease  and  sug- 
gested the  name  “acute  aseptic  meningitis.” 
Little  advance  was  made  until  1934  when 
Armstrong  and  Lillie2  isolated  an  agent  from 
the  brain  of  a patient  who  presumably  had 
suffered  a fatal  attack  of  St.  Louis  encepha- 
litis. The  same  agent,  which  they  labeled 
“the  virus  of  experimental  lymphocytic 
choriomeningitis,”  was  later  recovered  from 
the  spinal  fluid  of  a laboratory  worker,  and 
has  since  been  isolated  by  a number  of  inves- 
tigators.10 It  is  clearly  evident,  therefore, 
that  a viral  agent  is  the  cause  of  at  least 
some  cases  of  so-called  “acute  aseptic  men- 
ingitis.” 

CLINICAL  ASPECTS 

Lymphocytic  choriomeningitis,  now  recog- 
nized as  a distinct  clinical  entity,  is  an  acute 
infectious  disease  which  presents  a remark- 
ably variable  clinical  picture.  The  meningeal 
form,  which  may  or  may  not  be  preceded  by  a 
“grippe-like”  disease,  is  characterized  by  the 
appearance  of  fever  and  meningeal  symptoms 
such  as  headache,  stiff  neck,  vomiting,  and 
positive  Kernig  and  Brudzinski’s  signs.  The 
cerebrospinal  fluid,  which  is  usually  clear  and 
free  from  bacteria,  shows  a pleocytosis  rang- 
ing from  a few  cells  to  from  2,500  to  3,000 
cells,  predominantly  lymphocytes.  The  pro- 
tein in  the  spinal  fluid  is  usually  slightly  in- 
creased, but  the  sugar  and  chloride  content 
does  not  vary  from  normal.  The  disease, 
which  is  self-limited,  lasts  from  several  days 
to  about  one  month,  and  recovery  takes  place 
without  any  residual  effects.  The  virus  of 
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lymphocytic  choriomeningitis  may  affect  not 
only  the  central  nervous  system  but  other 
tissues  as  well.  Widespread  serologic  sur- 
veys have  indicated  that  approximately  11 
per  cent  of  blood  sera  from  about  2,000  indi- 
viduals selected  at  random  from  various  parts 
of  the  United  States  contained  antibodies  spe- 
cific for  the  virus  of  lymphocytic  chorio- 
meningitis.18- 19  These  studies  indicated  the 
existence  of  a type  of  infection  which  leads 
to  specific  immunity  but  without  producing 
central  nervous  system  symptoms,  since 
many  of  those  whose  sera  contained  anti- 
bodies denied  a history  of  any  central  nerv- 
ous system  disease.  Subsequently,  Armstrong 
and  Hornibrook1  reported  the  first  proved 
case  of  systemic  type  of  lymphocytic  chorio- 
meningitis virus  infection.  The  patient  was 
a laboratory  worker  engaged  in  lymphocytic 
choriomeningitis  research  at  the  National  In- 
stitute of  Health.  Lepine  and  his  associates8 
had  previously  demonstrated  that  human  be- 
ings inoculated  with  a strain  of  lymphocytic 
choriomeningitis  virus  isolated  from  mice  do 
not  always  develop  meningeal  signs  although 
they  do  develop  antiviral  antibodies  in  their 
serum  on  recovery. 

EPIDEMIOLOGY 

The  virus  of  lymphocytic  choriomeningitis 
has  been  demonstrated  under  natural  condi- 
tions in  man,  monkeys,  gray  mice,  albino 
mice,  and  dogs.  The  widespread  occurrence 
of  the  virus,  together  with  the  absence  of  evi- 
dence of  the  communicability  of  the  disease 
from  person  to  person,  suggested  the  exis- 
tence of  some  animal  reservoir  from  which 
man  may  be  infected.  Armstrong  and  his  as- 
sociates3 have  presented  well-documented  evi- 
dence to  show  that  the  gray  mouse  may  serve 
as  a reservoir  for  the  infection.  The  virus  was 
isolated  from  pooled  emulsion  of  liver  and 
spleen  of  mice  trapped  in  households  where 
patients  with  the  disease  had  lived.  These  ob- 
servations have  been  confirmed  by  other  in- 
vestigators.7 More  recently,  Dalldorf  and  his 
colleagues6  reported  cases  of  choriomeningitis 
among  residents  of  a multiple  family  dwelling 
which  harbored  infected  mice.  According  to 
these  investigators,  the  incidence  of  lym- 
phocytic choriomeningitis  virus  carriers 
among  house  mice  in  greater  New  York  was 
found  to  be  approximately  4 per  cent. 

The  disease  in  man  has  been  character- 
ized by  sporadic  occurrence,  that  is,  single 
cases  without  evidence  to  support  infection 
by  contact.  Infection  by  contact  or  feeding, 
however,  was  suggested  by  the  demonstra- 
tion that  virus  is  present  in  the  urine  and 
nasal  secretions.  The  natural  route  for  the 
transfer  of  the  agent  from  animals  to  man  is 
unknown.  The  epidemiologic  data  referred 


to  above  which  suggest  an  association  be- 
tween many  of  the  proved  cases  and  house 
mice  point  to  the  mouse  excreta  as  the  source 
responsible  for  the  transfer  of  the  virus  to 
man. 

No  vector  has  been  found  which  harbors 
or  transmits  the  virus  of  lymphocytic  chorio- 
meningitis under  natural  conditions.  Experi- 
mentally, however,  it  has  been  shown  that 
mosquitoes,  ticks,  and  bed  bugs  can  trans- 
mit the  infection.5- 9-  11  Since  the  majority  of 
cases  occur  during  the  winter  and  spring 
months  of  the  year,  both  the  mosquito  and 
the  tick  can  be  excluded  as  possible  natural 
reservoirs  because  of  their  limited  seasonal 
occurrence.  Syverton  and  his  colleagues16 
recently  showed  that  the  parasitic  nematode 
Trichinella  spiralis  may  serve  as  an  effec- 
tive vehicle  for  the  experimental  transmis- 
sion of  lymphocytic  choriomeningitis  virus 
from  one  host  to  the  next.  They  do  not  claim, 
however,  that  their  experimental  data  have 
any  practical  implication  in  the  epidemiology 
of  human  lymphocytic  choriomeningitis  but 
speculate  that  the  virus  probably  has  a 
rodent  reservoir  of  cosmopolitan  distribution 
comparable  to  that  of  Trichinella.  The  role 
that  a parasitic  nematode  can  play  during 
inter-epidemic  periods  as  a reservoir  for  the 
maintenance  of  a virus  under  both  experi- 
mental and  natural  conditions  has  been  thor- 
oughly investigated  by  Shope,12  and  has  been 
reviewed  in  this  Journal  by  one  of  us.15 

DIAGNOSIS 

In  differential  diagnosis  the  physician 
must  take  into  consideration  a number  of 
diseases  which  may  present  similar  clinical 
manifestations : ( 1 ) acute  aseptic  meningitis, 
a disease  similar  to  lymphocytic  choriomen- 
ingitis but  of  unknown  etiology;  (2)  tuber- 
culous meningitis;  (3)  influenza;  (4)  syph- 
ilitic meningitis;  (5)  torula  histolytic  men- 
ingitis; (6)  poliomyelitis;  (7)  postinfec- 
tious  encephalitis;  (8)  other  virus  encepha- 
litides. 

Since  lymphocytic  choriomeningitis  in  its 
various  clinical  forms  may  simulate  these 
other  ailments,  an  etiologic  diagnosis  must 
depend  upon  specialized  laboratory  proce- 
dures. This  may  involve  either  recovery  of 
the  virus  by  inoculation  of  suitable  labora- 
tory animals  with  blood  or  spinal  fluid  drawn 
early  in  the  disease,  or  by  immunologic  tests 
carried  out  on  blood  serum  obtained  during 
the  early  stages  of  the  disease  and  again 
after  recovery  of  the  patient.  The  presence 
of  specific  neutralizing  or  complement-fixing 
antibodies  is  of  particular  significance  if 
blood  specimens  taken  during  the  acute 
phase  are  negative  and  become  positive  dur- 
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ing  convalescence  of  the  patient.  Because  of 
the  specialized  nature  of  these  procedures, 
they  have  not  been  recommended  for  use  in 
the  general  laboratory. 

The  virus  of  lymphocytic  choriomeningitis 
is  most  readily  recovered  from  the  spinal 
fluid  or  blood  drawn  during  the  height  of 
the  attack.  The  agent  has  been  occasionally 
isolated  from  the  patient’s  urine  and  nasal 
discharges.  Inoculation  of  susceptible  ani- 
mals must  be  carried  out  promptly,  but  if 
delay  is  unavoidable,  specimens  may  be  kept 
in  a deep-freeze  storage  cabinet.  Virus 
neutralizing  antibodies  are  usually  not 
demonstrable  in  the  blood  before  eight  to 
ten  weeks'  following  the  onset  of  symptoms, 
and  under  rare  circumstances  may  not  ap- 
pear. However,  once  neutralizing  antibodies 
appear  in  the  serum  they  tend  to  persist 
for  months  or  even  years.  Complement-fix- 
ing antibodies,  on  the  other  hand,  make  their 
appearance  earlier  and  tend  to  be  less  per- 
sistent than  neutralizing  antibodies. 

CASE  REPORT 

R.  P.,  a 4 year  old  white  boy,  was  admitted  to 
Parkland  Hospital  on  June  20,  1947.  He  had  been 
well  until  twenty-four  hours  prior  to  admission.  At 
that  time  he  started  whining  and  complaining  of 
pain  in  the  roof  of  his  mouth.  During  the  night  he 
developed  fever  and  vomited  three  times.  He  became 
drowsy  and  seemed  to  doze  off  but  could  easily  be 
awakened.  Upon  examination  the  patient  was  a 
well-nourished  child  apparently  not  seriously  ill.  The 
neck  was  rigid  and  the  Kernig  sign  was  positive. 
The  deep  and  superficial  reflexes  were  present  and 
equal  on  the  two  sides.  The  patellar  reflexes  were 
hyperactive.  There  was  a moderate  hamstring  spasm. 
The  temperature  was  102.4  F.  on  admission.  The 
leukocyte  count  was  9,200  with  8 bands,  48  segmented 
cells,  and  44  lymphocytes.  There  were  12.3  Gm.  of 
hemoglobin.  Urine  was  normal.  A lumbar  punc- 
ture showed  an  initial  pressure  of  150  mm.  The 
spinal  fluid,  though  clear,  contained  783  cells  per 
cubic  millimeter,  99  per  cent  of  which  were  lympho- 
cytes. No  organisms  were  seen  on  microscopic  ex- 
amination and  aerobic  and  anaerobic  cultures  were 
subsequently  negative.  The  Pandy  reaction  was 
slightly  positive.  The  total  protein  was  69  mg.  per 
100  cc.,  sugar  was  56  mg.  per  100  cc.,  and  chlorides, 
119.4  mg.  per  100  cc.  The  Wassermann  reaction  was 
negative. 

The  patient  improved  quickly  following  the  initial 
spinal  puncture.  The  temperature  returned  to  nor- 
mal within  three  days.  Twenty-four  hours  after 
admission  the  spinal  fluid  contained  765  cells,  ap- 
proximately 95  per  cent  of  which  were  lympho- 
cytes. A spinal  fluid  specimen  obtained  on  the  day 
of  admission,  which  showed  no  organisms  on  micro- 
scopic examination  and  by  aerobic  and  anaerobic 
culture,  was  stored  in  the  deep  freeze  storage  cab- 
inet at  — 76  C.  for  subsequent  vix-us  study.  Twelve 
days  after  admission  the  child  was  discharged  from 
the  hospital  in  good  condition  and  entirely  free  from 
symptoms.  The  spinal  fluid  at  the  time  of  dis- 
charge was  negative.  Three  blood  specimens  fox- 
serologic  analysis  were  obtained  on  the  day  of  ad- 
mission, nine  days  later,  and  three  and  one-half 
months  after  the  onset  of  the  disease. 

On  June  21,  1947,  the  spinal  fluid  l-eferred  to 
above  was  inoculated  intrapei-itoneally,  intracere- 
bi-ally,  and  subcutaneously  into  each  of  4 Swiss 


albino  mice.  Six  days  later  1 animal  became  ill 
with  evidence  of  central  nervous  system  symptoms 
and  was  killed  for  serial  passage  of  brain  tissue.  Two 
mice  became  ill  eight  days  after  inoculation  with 
evidence  of  central  nex-vous  system  symptoms.  These 
animals  were  killed  and  the  bi-ains  were  stored  in 
the  deep  freeze  storage  cabinet.  The  fourth  mouse 
developed  no  symptoms  and  was  discarded  after  an 
obsei-vation  period  of  one  month.  None  of  the  ani- 
mals which  received  intx-aperitoneal,  intracex-ebral, 
and  subcutaneous  injection  of  hepai-inized  blood  ob- 
tained on  the  day  of  admission  developed  signs  ox- 
symptoms  of  encephalitis.  The  agent  which  caused 
symptoms  in  the  first  mouse  six  days  after  inocu- 
lation was  passed  through  six  serial  passages  in  white 
Swiss  mice  by  intracerebral  inoculation.  With  each 
passage,  aerobic  and  anaei-obic  cultures  proved  nega- 
tive. Identification  of  the  agent  as  the  virus  of 
lymphocytic  choriomeningitis  was  made  by  neutrali- 
zation tests  with  the  serum  of  monkeys  immunized 
with  known  strains  of  this  virus.  Most  of  the  ani- 
mals showed  symptoms  of  tremor  and  staring  coat 
from  five  to  six  days  after  inoculation,  while  some 
animals  developed  convulsions  and  died  from  seven 
to  nine  days  following  inoculation.  In  some  in- 
stances characteristic  extension  and  rigidity  of  the 
hind  legs  was  noticed  at  the  time  of*  death.  To 
identify  the  agent  fux-ther,  cross  protection  tests 
were  conducted  using  the  W.  E.  and  J.  P.  strains  of 
lymphocytic  choriomeningitis  virus,  kindly  provided 
by  Dr.  Gregory  Shwai-tzman  and  Dr.  Albei-t  Milzer, 
respectively. 

The  presumptive  clinical  diagnosis  of  acute  lymph- 
ocytic choriomeningitis  was  confirmed  in  the  virus 
laboi-atory  by  demonstrating  the  presence  of  neutral- 
izing and  complement-fixing  antibodies  in  blood 
serum  obtained  during  convalescence.  The  inter- 
vals from  the  onset  of  symptoms  to  bleeding  for 
convalescent  serum  were  nine  days  and  thi-ee  and 
one-half  months.  The  antigen  for  the  complement- 
fixation  test  was  prepared  from  infected  mouse 
spleen  according  to  the  method  of  Snxadel  and  his 
associates.14  The  neutralization  tests  were  pei-formed 
according  to  the  method  described  by  Simmons  and 
Gentzkow.13  The  W.  E.  strain  of  lymphocytic  chorio- 
meningitis virus  was  used  in  these  expei-inxents.  The 
intracerebral  route  of  inoculation  was  used.  The  con- 
valescent phase  serum  specimen  obtained  nine  days 
after  onset  of  the  disease  showed  a neutralizing 
index*  of  16,  while  the  specimen  obtained  three  and 
one-half  months  after  onset  showed  an  exceedingly 
high  neutralizing  index,  less  than  200.  The  serum 
obtained  nine  days  after  onset,  in  a dilution  of  1:32 
fixed  complement  in  the  presence  of  antigen  pre- 
pared with  the  W.  E.  strain.  The  serum  obtained 
three  and  one-half  months  after  onset  when  mixed 
with  antigen  prepared  from  the  same  strain  fixed 
complement  in  a serum  dilution  of  1:8. 

SUMMARY 

1.  The  clinical,  epidemiologic,  and  labo- 
ratory aspects  of  lymphocytic  choriomenin- 
gitis are  presented. 

2.  There  is  reported  the  case  of  a 4 year 
old  boy  in  which  the  clinical  diagnosis  of 
acute  lymphocytic  choriomeningitis  was  con- 
firmed by  recovery  of  the  virus  and  by  im- 
munologic tests  carried  out  on  blood  serum 
obtained  during  the  early  stages  of  the  dis- 
ease and  again  after  recovery  of  the  patient. 

♦The  neutralizing:  index  refers  to  the  amount  of  antibody  in 
the  serum  being  tested  which  is  sufficient  to  reduce  the  titer 
of  the  virus,  as  compared  with  the  virus  titer  in  the  presence 
of  normal  control  serum  or  serum  obtained  during  the  acute 
phase  of  the  disease. 
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3.  Since  lymphocytic  choriomeningitis 
in  its  various  clinical  aspects  may  simulate 
other  ailments,  an  etiologic  diagnosis  must 
depend  upon  specialized  laboratory  proce- 
dures. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Elias  Strauss,  Dallas:  It  has  been  my  experi- 
ence that  the  clinical  diagnosis  of  lymphocytic 
choriomeningitis  is  made  too  frequently.  In  1925 
Wallgren  proposed  the  term  “acute  aseptic  menin- 
gitis” to  cover  cases  of  acute  meningitis  of  nonbac- 
terial  origin,  characterized  by  a mononuclear  cellular 
reaction  in  the  spinal  fluid  and  a good  prognosis. 
The  virus  of  lymphocytic  choriomeningitis  produces 
an  illness  of  this  type  but  it  is  by  no  means  the  only, 
or  the  most  common,  agent  which  does  so.  The  clin- 
ical diagnosis  of  lymphocytic  choriomeningitis  is 
too  often  made  when,  in  fact,  the  only  justifiable  clin- 
ical diagnosis  that  can  be  made  is  “acute  aseptic 
meningitis  of  unknown  etiology.”  Only  by  appro- 
priate laboratory  tests  can  an  etiologic  diagnosis  be 
established.  Unfortunately,  such  diagnostic  proce- 
dures are  still  beyond  the  scope  of  routine  diagnostic 
laboratories. 

In  addition  to  lymphocytic  choriomeningitis,  a 
considerable  number  of  other  viruses  produce  an  ill- 
ness falling  into  the  general  clinical  classification  of 
acute  aseptic  meningitis.  Among  these  may  be  men- 


tioned mumps,  infectious  mononucleosis,  lympho- 
pathia  venereum,  herpes  simplex,  poliomyelitis, 
equine  and  St.  Louis  encephalitis.  Epidemiologic 
considerations  and  associated  clinical  findings  are 
helpful  in  pointing  the  way  toward  a correct  etio- 
logic diagnosis  in  some  instances.  In  addition  to  all 
of  these  agents,  however,  there  are  still  unknown 
agents,  presumably  viruses,  which  cause  the  clinical 
picture  of  acute  aseptic  meningitis.  In  the  experi- 
ence of  a number  of  laboratories  (Dr.  Sulkin  and  I 
at  Southwestern  Medical  College  have  had  a similar 
experience)  an  etiologic  diagnosis  cannot  be  made 
in  the  majority  of  the  sporadic  cases  of  acute  asep- 
tic meningitis  even  after  elaborate  laboratory  study. 
In  the  past  year  12  sporadic  cases  of  acute  aseptic 
meningitis  were  studied;  in  almost  every  case  the 
clinical  diagnosis  of  lymphocytic  choriomeningitis  had 
been  made,  yet  in  only  3 of  the  12  cases  was  this 
diagnosis  confirmed.  In  the  other  9 cases  no  etio- 
logic diagnosis  could  be  established. 

Are  there  any  clinical  features  which  might  en- 
able physicians  to  suspect  lymphocytic  choriomen- 
ingitis and  separate  it  from  the  larger  group  of 
aseptic  meningitides  ? In  the  descriptions  of  proved 
cases  of  lymphocytic  choriomeningitis,  three  features 
stand  out:  (1)  There  is  sometimes  a recognized  as- 
sociation with  ordinary  house  mice,  although  actual 
handling  or  contact  with  mice  is  rare.  (2)  There 
is  often  a prodromal  febrile  illness  of  nonspecific 
“grippe-like”  nature  lasting  from  one  to  two  weeks 
followed  by  a period  of  one  or  two  days  of  well- 
being which  precedes  the  onset  of  meningeal  symp- 
toms. (3)  The  cell  count  in  the  spinal  fluid  is  often 
600  or  more  per  cubic  millimeter.  I do  not  wish  to 
state  that  these  are  invariable  features  of  lympho- 
cytic choriomeningitis,  but  they  are  more  likely  to 
occur  in  proved  infections  with  this  virus  than  in  the 
larger  group  of  unknown  etiology.  If  the  physician 
restricts  the  clinical  diagnosis  of  lymphocytic  chorio- 
meningitis to  cases  with  one  or  more  of  these  fea- 
tures, he  will  make  the  clinical  diagnosis  less  fre- 
quently but  will  be  more  likely  to  have  his  diagnosis 
confirmed  by  the  laboratory. 

Dr.  J.  P.  Gibson,  Abilene:  Which  is  preferable, 
blood  or  spinal  fluid  examination? 

Dr  Orion  Thompson,  Tyler:  What  is  the  treat- 
ment? 

Dr.  Brooksaler,  closing:  Both  spinal  fluid  and  blood 
should  be  submitted  for  laboratory  study.  There  is 
no  specific  treatment. 


ARTIFICIAL  KIDNEY 

An  artificial  kidney  developed  by  three  researchers 
of  Toronto,  Canada,  Gordon  Murray,  M.D.,  Edmund 
DeLorme,  M.D.,  and  Newell  Thomas,  is  described  in 
the  August  28  issue  of  The  Journal  of  the  American 
Medical  Association. 

The  apparatus,  which  will  reproduce  the  function 
of  the  kidney  and  will  remove  many,  if  not  all,  of  the 
toxic  substances  in  the  blood,  has  been  successfully 
used  on  patients  and  several  days  of  treatment  cause 
no  ill  effects,  the  researchers  report. 

The  artificial  kidney  operates  by  means  of  a cellu- 
lose membrane  which  filters  the  blood,  separating 
large  particles  from  small  ones.  This  membrane  is 
placed  in  a chemical  bath  containing  sodium  chloride, 
other  chlorides,  sodium  phosphate,  sodium  carbon- 
ate, and  dextrose.  A pump  removes  blood  from  the 
large  trunk  vein  of  the  body  which  provides  circu- 
lation to  the  legs  and  passes  it  into  a tube,  through 
the  membrane,  and  into  the  opposite  vein  of  the 
flank.  As  the  blood  of  a patient  circulates  through 
this  route,  the  toxic  substances  fall  out  through  small 
openings  of  the  membrane.  Large  molecules  such 
as  proteins  and  hormones  are  carried  back  into  the 
blood  stream. 
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PATHOLOGIC  CONDITIONS  OF  THE 
NASOPHARYNX 

DIAGNOSIS  AND  TREATMENT 

HERBERT  H.  HARRIS,  M.D. 

HOUSTON,  TEXAS 

No  area  in  the  upper  respiratory  system 
has  had  more  attention  than  the  nasopharynx 
in  the  last  decade.  Before  this  period  it  was 
one  of  the  most  neglected,  probably  because 
of  its  inaccessibility  to  examination.  This 
region  is  subjected  to  all  the  changes  in 
temperature  and  changes  in  humidity  as 
well  as  purulent  secretions  that  flow  over  it 
when  nasal  disease  or  dysfunction  is  present. 

In  1938,  Carmody2  read  a stimulating 
paper  entitled  “The  Epipharynx— The  Al- 
most Unknown  in  Oto-Laryngology”  which 
must  have  acted  as  the  spark  plug,  ior  in- 
creasing interest  in  this  field  of  research 
and  literature  has  manifested  itself.  Crowe3 
and  his  associates  have  further  stimulated 
interest  by  their  introduction  of  the  com- 
paratively simple  method  of  dealing  with 
hypertrophied  lymphoid  tissue  about  the 
eustachian  orifices. 

DIAGNOSIS 

The  problems  encountered  in  diagnosis  of 
disease  in  the  nasopharynx  are  not  really 
great,  but  skill,  patience,  and  persistence  are 
required  sometimes.  I dare  say  most  of  the 
errors  in  diagnosis  of  disease  in  the  naso- 
pharynx lie,  not  in  the  ignorance  of  disease 
in  this  location,  but  rather  in  carelessness  of 
examination.  In  a routine  examination  of 
the  ear,  nose,  and  throat  the  problems  en- 
countered sometimes  in  visualization  of  the 
nasopharynx  encourage  its  examination  to 
be  foregone  until  another  day  and  forgotten. 

It  might  be  said  that  any  symptoms  above 
the  shoulders  may  be  a direct  or  indirect  re- 
sult of  disease  within  the  confines  of  the 
nasopharyngeal  region.  Symptoms  relative  to 
such  disease  therefore  are  many5 : the  burn- 
ing sore  throat  occurring  with  the  onset  of 
an  acute  rhino-pharyngeal  infection ; the 
localized  nasopharyngeal  infection  with  pyo- 
genic organisms  producing  ulceration;  the 
diphtheritic  sore  throat  uncommonly  limited 
to  this  region;  the  tertiary  syphilitic  sore 
throat  also  uncommon;  stopped  ears  due  to 
benign  and  malignant  tumors,  enlarged  ad- 
enoids, or  edema  about  the  eustachian  orifice ; 
nasal  obstruction  due  to  congenital  or  ac- 
quired atresia  of  the  chonae,  atresia  of  the 
nasopharynx,  nasopharyngeal  polypi,  tumors, 
both  benign  and  malignant,  hypertrophied 
adenoids,  and  cysts.  Hemorrhage  from  the 
nasopharynx,  while  rare,  may  indicate  a 
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malignancy.  Extension  of  malignant  tumors 
into  the  base  of  the  cranium  may  be  mani- 
fested by  involvement  of  the  second,  third, 
and  fourth  nerves,  both  the  second  and  third 
branches  of  the  fifth  nerve,  the  sixth  cranial 
nerve,  the  gasserian  ganglion,  and  the  sella 
tursica  producing  pain  in  the  eye,  trifacial 
neuralgia,  and  other  symptoms  depending  on 
the  nerve  or  organ  involved.  Invasion  may 
extend  to  the  foramen  lacerum  and  the  jugu- 
lar foramen  involving  the  ninth,  tenth, 
eleventh,  and  twelfth  cranial  nerves  to  pro- 
duce paralysis  of  the  corresponding  half  of 
the  ’palate,  tongue,  pharynx,  larynx,  the 
sterno-cleido-mastoid,  and  the  trapezius 
muscle.  The  juvenile  type  of  fibroma  usually 
causes  nasal  obstruction.  The  pressure  exert- 
ed by  their  growth  may  erode  bone  and  ex- 
tend into  the  orbit  and  cause  proptosis,  and 
even  sometimes  into  the  cranium,  producing 
some  of  the  above  symptoms  and  terminating 
fatally  in  meningitis. 

Local  manifestations  in  the  nasopharynx 
occur  in  systemic  disorders.  There  is  no 
definite  diagnostic  criteria  but  the  physician 
cannot  help  but  be  impressed  when  he  finds 
disease  without  a local  explanation.  While 
vitamin  deficiency  may  be  tremendously  ex- 
aggerated, I am  convinced  of  its  importance 
in  some  recurrent  and  frequent  attacks  of 
nasopharyngitis.  Allergy  of  the  nasopharynx, 
while  rare,  does  occur,  but  it  is  more  fre- 
quently associated  with  nasal  allergy.  I 
know  of  no  better  way  to  make  the  diagnosis 
than  by  the  usual  method  of  elimination.  As 
in  all  other  allergies  it  is  important  to  con- 
vince the  patient  of  the  procedure  necessary 
and  secure  his  utmost  cooperation  or  the 
diagnostician  will  surely  fail.  Faulty  diges- 
tion due  to  the  lack  of  some  of  the  juices  in 
the  stomach,  principally  hydrochloric  acid, 
seems  to  cause  considerable  disturbance  in 
both  the  nose  and  nasopharynx.  I have  seen 
some  startling  results  when  this  condition 
was  corrected. 

Nasopharyngitis  secondary  to  nasal  dis- 
ease, such  as  the  crusting  associated  with 
ozena  or  atrophic  rhinitis,  and  pharyngitis 
sicca  are  more  likely  to  be  part  of  the  disease 
than  a complication. 

Because  of  the  variety  of  these  symptoms, 
findings,  and  diseases  the  nasopharynx  must 
be  examined  carefully  on  every  patient  who 
presents  himself  with  symptoms  in  relation 
to  the  ear,  nose,  and  throat.  A good  study  of 
the  nasopharynx  can  be  made  in  a few  sec- 
onds on  the  majority  of  patients  by  using  a 
small  mirror  placed  in  the  back  of  the  throat. 
I find  myself  frequently  trying  to  examine 
the  nasopharynx  with  a dull  mirror.  After 
being  boiled  several  times,  mirrors  always 
become  dull,  and  the  contrast  and  clearness 
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of  vision  is  remarkable  when  a new  one  is 
used.  When  a nasopharynx  can  be  examined 
well  with  a small  mirror,  there  is  nothing 
that  can  take  its  place,  not  even  the  naso- 
pharyngoscope ; yet  there  is  nothing  that  can 
take  the  place  of  the  nasopharyngoscope 
when  a patient  has  a shallow  nasopharynx,  a 
palate  close  back  against  the  posterior  wall, 
or  an  unruly  gag  reflex.  While  a good  mirror 
study  will  give  a rather  complete  picture,  the 
study  is  never  complete  until  the  nose  is  well 
shrunk  and  the  nasopharynx  seen  through 
anterior  rhinoscopy.  With  a little  pontocain 
spray,  a little  patience,  and  perseverance,  I 
believe  a good  study  of  the  nasopharynx  can 
be  made  in  all  adults  and  most  children  more 
than  5 or  6 years  of  age  with  mirrors  or  the 
nasopharyngoscope.  A biopsy  specimen  must 
be  taken  at  times  to  complete  a diagnosis, 
and  most  are  not  difficult  to  secure.  They 
can  be  taken  through  the  nose  sometimes 
when  they  occur  in  the  region  under  direct 
vision  by  anterior  rhinoscopy,  and  from  the 
lateral  walls  and  the  lower  part  of  the  naso- 
pharynx by  elevating  the  palate  with  the 
Love  retractor  or  the  Yankhauer  speculum. 

My  greatest  problem  in  making  diagnosis 
of  lesions  in  the  nasopharynx  is  in  children 
less  than  4 or  5 years  of  age.  Most  of  them 
are  not  cooperative  and  I almost  never  feel 
that  I have  a good  visual  picture  until  the 
patient  has  been  examined  under  a general 
anesthetic.  Of  the  less  complicated  proce- 
dures, I believe  that  I learn  more  from  an- 
terior rhinoscopy  when  the  nose  is  well 
shrunk  than  from  any  other  single  proce- 
dure. It  is  imperative  to  have  a strong  light 
with  parallel  rays  and  a nose  exceptionally 
well  open.  Fortunately,  about  the  only  dis- 
eases found  in  children  are  acute  infections, 
hypertrophy  of  the  adenoids,  congenital  de- 
fects of  the  posterior  nares,  and  juvenile 
fibroma.  Holinger  has  devised  a new  scope 
with  a distal  lighting  to  be  used  through  the 
mouth  which  has  some  advantages.  The 
Yankhauer  speculum  and  other  similar  in- 
struments offer  about  the  only  method  of 
examination  short  of  general  anesthetic. 
Digital  examination  in  infants  up  to  3 or  4 
years  of  age  gives  some  information,  but  it 
does  not  take  the  place  of  visual  study. 

TREATMENT 

The  problem  of  treating  diseases  of  the 
nasopharynx  is  not  always  simple.  Many 
cases  call  for  purely  medical  treatment.  All 
laryngologists  have  pet  treatments  for  the 
early  acute  condition  of  the  nasopharynx 
recognized  more  by  the  symptom  known  as 
the  “hot  spot”  in  the  throat  than  any  other 
way.  Usually  this  is  due  to  drying  of  the 
pharyngeal  mucosa  and  the  physiologic 


function  may  be  reestablished  before  the  in- 
fection is  well  developed  by  some  mild 
counter  irritant  and  saline  nose  drops.  The 
ulcerative  nasopharynx,  practically  always 
due  to  pyogenic  organisms,  responds  well  to 
the  sulfa  drugs  and  penicillin;  the  diphther- 
itic lesion  to  antitoxin ; and  the  syphilitic 
lesions  to  neosalvarsan  and  the  more  modern 
treatment  of  penicillin. 

Nasopharyngeal  lesions  secondary  to  nasal 
disease  usually  cannot  be  improved  until  the 
nasal  physiology  has  been  reestablished. 
Atrophic  conditions  of  the  nasopharynx 
usually  occurring  along  with  ozena  and 
atrophic  rhinitis  are  best  relieved  by  giving 
large  doses  of  estrogenic  hormone.  Only 
temporary  improvement,  and  hardly  that, 
can  be  expected  by  the  local  application  of 
estrogen  in  olive  oil. 

The  treatment  of  an  allergic  nasopharynx 
(incidentally,  nearly  all  have  secondary  in- 
fection) lies  primarily  in  the  diagnosis.  Of 
course  the  best  treatment  is  the  removal  of 
the  allergen  from  the  environment  of  the  pa- 
tient. I am  convinced  that  there  are  certain 
foods  which  in  some  persons  cause  an 
allergic  nasopharyngitis  not  accompanied  by 
the  usual  allergic  rhinitis.  I know  of  no  bet- 
ter way  than  to  begin  with  the  more  common 
foods  which  are  known  to  be  responsible  for 
most  allergies  and  eliminate  them  one  at  a 
time,  the  proof  finally  being  the  recurrence 
of  the  symptoms  when  the  food  is  eaten  in 
substantial  quantities.  I cannot  pass  without 
mentioning  those  cases  of  nasopharyngitis 
due  to  drugs  such  as  the  common  nose  drops, 
penicillin,  and  streptomycin.  I have  2 pa- 
tients in  whom  the  nasopharynx  becomes 
much  worse  after  the  use  of  ictholdine,  pre- 
sumably because  of  a sensitivity  to  the  iodine. 

Nasopharyngeal  polypi  offer  no  particular 
problem  although  I have  seen  it  necessary  to 
do  a submucous  resection  to  get  at  the  attach- 
ment in  the  middle  meatus.  Nearly  all  of 
these  polypi  arise  from  the  maxillary  an- 
trum, are  single,  often  firm  and  fill  the  naso- 
pharynx. Rarely,  if  ever,  have  I tried  to  re- 
move one  by  using  a snare  in  the  naso- 
pharynx. I find  it  much  easier  to  cut  the  at- 
tachment in  the  nose  and  remove  the  poly- 
pus either  through  the  nose  or  if  it  is  too 
large,  with  curved  forceps  by  way  of  the 
mouth. 

Juvenile  fibromas  of  the  nasopharynx  are 
notorious  for  their  capacity  to  bleed  severely, 
sometimes  almost  uncontrollably,  when  at- 
tempts have  been  made  to  remove  them  sur- 
gically. The  use  of  radium  needles,  radon 
seed,  and  electrocoagulation  seems  to  be  ef- 
fective. If  a reasonably  positive  diagnosis 
can  be  made  without  biopsy,  it  should  be 
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done.  Severe  hemorrhages  have  occurred 
from  even  this  simple  procedure.  Figi4  re- 
ported the  use  of  electrocoagulation  and  ra- 
dium either  in  the  form  of  needles  or  the  T 
radium  applicator.  Since  1924  electrocoagu- 
lation has  been  used  in  about  half  the  cases 
but  not  without  difficulties  from  severe 
hemorrhage. 

Cysts  of  the  nasopharynx  are  of  two  types, 
the  retention  cyst  of  the  adenoids  and  vesti- 
gials  of  the  pharyngeal  bursa,  both  of  which 
can  be  easily  removed  by  surgery. 

Malignancies  of  the  nasopharynx  are 
usually  proved  by  biopsy.  New,7  however,  re- 
ported he  was  unable  to  get  a positive  bi- 
opsy the  first  time  in  37  out  of  271  cases 
of  malighancies  of  the  nasopharynx.  Of 
these,  grade  4 squamous  cell  carcinoma  was 
the  most  common,  lymphosarcoma  the  next 
most  common  tumor.  Adenocarcinoma,  fi- 
brosarcoma chondrosarcoma,  myxosarcoma, 
and  hemangio-endothelioma  are  rarely  seen. 
Schmincke  tumor1  or  lympho-epithelioma  of 
the  nasopharynx,  while  rare,  has  been  re- 
ported repeatedly.  Roentgen  therapy  and 
radium  introduced  into  the  nasopharynx  by 
means  of  a T applicator  is  the  most  satis- 
factory treatment,  but  five  year  cures  are 
rare.  Electrocoagulation  has  no  place  in 
treating  these  malignancies. 

Atresias  of  the  nasopharynx  divide  them- 
selves into  two  types,  the  acquired,  wThich 
sometimes  follows  syphilis  or  poorly  done 
tonsillectomies,  and  the  congenital. 

The  acquired  form,  particularly  if  there  is 
normal  mucous  membrane  below  the  stric- 
ture, can  be  more  effectively  treated  after 
the  method  of  MacKenty.0  In  the  congenital 
form  a membrane  usually  extends  from  the 
posterior  aspect  of  the  soft  palate  to  high  up 
on  the  posterior  nasopharyngeal  wall.  By 
punching  out  the  membrane  and  treating  the 
edges  with  monochloracetic  acid,  a good  op- 
ening may  be  maintained. 

Congenital  atresia  of  the  posterior  nares 
are  nearly  always  bony  and  are  frequently 
bilateral.  When  they  are  seen  in  the  adult 
patients  the  problem  is  not  so  great,  but 
when  seen  in  the  newborn,  the  difficulties 
are  almost  insurmountable,  because  of  the 
small  size  of  the  structures.  In  4 cases  that 
have  come  under  my  observation,  2 were  con- 
genital and  2 were  acquired.  One  of  the  con- 
genital cases  was  bilateral,  the  other  unilat- 
eral, both  in  adults.  They  were  given  ade- 
quate airways  by  drilling  an  opening  through 
the  bony  septum  and  punching  out  the  re- 
maining bone  with  a sphenoid  punch.  In  the 
case  with  bilateral  obstruction,  a submucous 
resection  was  done  and  the  septal  process  of 
the  vomer  removed.  The  2 cases  of  mem- 


branous septa  were  treated  by  electrocoagu- 
lation. Ruddy0  described  a transpalatine  ap- 
proach for  restoring  the  airways  in  infants 
which  has  proved  successful. 

The  treatment  of  lymphoid  tissue  of  the 
nasopharynx  deserves  considerably  more  dis- 
cussion than  can  be  given  it  here.  While  the 
problem  may  appear  simple,  it  is  not  en- 
tirely so  because  of  the  not  too  infrequent  re- 
currence of  large  masses  of  lymphoid  tissue 
in  the  nasopharynx  after  adenoidectomy. 
There  are  two  reasons  for  this,  (1)  a definite 
recurrence  and  (2)  tissue  high  up  in  the 
vault  was  not  removed.  Before  the  adenoids 
are  removed  at  surgery,  the  palate  should  be 
retracted,  the  area  inspected,  and  the  region 
palpated.  This  procedure  should  also  be  re- 
peated after  the  removal  has  presumably 
been  accomplished  and  before  the  patient  is 
allowed  to  leave  the  operating  room.  I do 
not  see  the  necessity,  however,  of  removing 
every  vestige  of  lymphoid  tissue,  for  too  radi- 
cal removal  will  result  in  scar  tissue  replace- 
ment, a poor  substitute  for  normal  tissue.  If 
the  lymphoid  tissue  is  too  widespread,  that 
which  is  in  folds  and  is  more  or  less  peduncu- 
lated should  be  removed,  leaving  the  flat 
tissue  to  the  radium  applicator. 

So  much  discussion  has  taken  place  in  the 
last  few  years  at  state  and  national  meetings 
regarding  the  radium  application  that  I 
doubt  much  need  be  said  about  it.  I think 
most  otolaryngologists  have  come  to  use  it 
because  of  the  localized  effect.  We  do  not 
have  the  fear  of  damaging  the  growing  struc- 
tures and  ossification  centers  in  children,  as 
might  be  the  case  with  the  use  of  roentgen- 
ray  over  the  same  region. 

There  is  no  doubt  that  the  radium  applica- 
tion has  a limited  therapeutic  value.  Proctor8 
has  shown  that  the  monel  metal  applicator  is 
best,  because  it  emanates  the  therapeutic 
beta  rays  more  effectively  without  the  sec- 
ondary radiation.  Most  of  the  rays  are  ab- 
solved in  the  first  3 mm.  of  tissue. 

There  is  still  a place  for  the  use  of  roent- 
gen-ray in  treating  lymphoid  hyperplasia 
when  it  is  suspected  higher  up  in  the  tube, 
for  enlarged  peritubal  glands,  or  widespread 
recurrence  of  lymphoid  tissue  in  the  naso- 
pharynx. 

SUMMARY 

1.  Adequate  routine  examination  of  the 
nasopharynx  is  encouraged. 

2.  Biopsies  even  in  definite  malignancies 
are  not  always  positive  and  should  be  repeat- 
ed until  conclusive. 

3.  Many  of  the  recurrent  cases  of  naso- 
pharyngitis are  explained  on  the  basis  of 
allergy,  deficiency  in  gastric  juices,  and  vi- 
tamin deficiency. 
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4.  Use  of  the  radium  applicator  is  en- 
couraged, but  at  the  same  time  it  should  not 
be  abused. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Wallace  B.  Wilkinson,  Dallas:  I agree  with  Dr. 
Harris  that  the  region  of  the  pharynx  generally 
called  the  nasopharynx  or  the  epipharynx  has  been 
often  discussed  in  recent  times,  but  it  is  still  too 
frequently  the  forgotten  area  of  the  pharynx.  Most 
of  this  neglect  is  due  simply  to  failure  to  make  a 
complete  examination  of  the  nose  and  throat.  Too 
often  unless  the  patient’s  symptoms  and  complaints 
point  directly  to  this  area  of  the  pharynx  the  exam- 
iner does  not  go  to  the  trouble  properly  to  see  this 
area.  An  examination  of  the  pharynx  is  not  com- 
plete without  a good  view  being  obtained  of  all 
parts  of  the  nasopharynx.  This  is  as  important  in 
relation  to  the  pharynx  as  a good  view  of  the  an- 
terior commissure  is  important  in  the  examination 
of  the  larynx. 

The  nasopharynx  is  involved  in  practically  every 
case  of  pharyngitis  regardless  of  the  etiologic  condi- 
tion. It  is  too  often  overlooked  that  the  nasopharynx 
is  involved  to  some  extent  in  every  nasal  condition 
that  presents  itself.  There  is  no  part  of  the  nose 
and  throat  that  gives  more  definite  signs  and  indi- 
cations of  what  is  taking  place  in  the  nose  above, 
than  does  the  area  of  the  nasopharynx. 

The  dryness  of  the  mucosa  in  pharyngitis  sicca 
and  similar  atrophic  conditions  of  the  nose  are  some- 
times first  seen  in  this  area. 

The  moist  edematous  appearing  mucosa  with  mu- 
cous postnasal  drainage  without  inflammatory  reac- 
tion in  the  nasopharynx  is  always  suggestive  of  an 
allergy.  Dr.  Harris  brought  out  the  possibility  of 
food  allergies.  I would  like  to  add  the  one  other 
type  of  allergy  that  in  my  experience  has  been  most 
often  the  offender  when  symptoms  are  present  in  the 
nasopharynx.  Many  patients  have  had  definite  re- 
actions to  house  dust  and  so  many  have  improved 
under  treatment  for  that  type  of  allergy  that  in  my 
mind  house  dust  has  become  the  number  one  of- 
fender in  allergies  of  the  nose  with  troublesome 
“postnasal  drip”  and  nasopharyngeal  irritation.  It 
is  my  strong  contention  that  much  more  can  be  done 
for  these  patients  by  close  cooperation  between  the 
otolaryngologist  and  the  allergist  than  can  be  done 
by  the  otolaryngologist  alone. 

The  red,  thickened,  lateral  pharyngeal  bands  with 
which  otolaryngologists  are  too  familiar  is  frequent- 
ly an  indication  of  an  infective  type  of  postnasal 
drip,  probably  from  some  of  the  posterior  sinuses. 

One  other  condition  which  always  results  in  a dis- 
eased state  of  the  nasopharynx  and  which  Dr.  Harris 
failed  to  mention  is  acute  mononucleosis.  This  acute 
systemic  disease,  characterized  by  extremely  high 
temperature,  a distinctive  ulcerative  nasopharyngeal 


lesion,  and  a characteristic  odor  is  often  missed  at 
diagnosis  because  its  real  pathology  is  located  above 
the  palate.  There  it  is  missed  in  a routine  examina- 
tion of  the  pharynx  until,  after  no  improvement  has 
been  obtained  with  chemotherapy,  an  adequate  naso- 
pharyngeal examination  is  finally  done. 

I would  like  to  reemphasize  the  need  of  a good  ex- 
amination of  the  nasopharynx  following  adenoidec- 
tomy.  The  removal  of  the  adenoids  has  too  often 
become  a more  or  less  routine  part  of  a tonsillec- 
tomy. It  is  surprising  what  large  pieces  of  lymphoid 
tissue  can  be  missed  by  the  operator  unless  such  an 
immediate  view  of  the  nasopharynx  is  obtained.  Also 
let  me  stress  that  it  is  not  necessary  to  dig  so 
deeply  that  the  tissues  are  removed  down  to  the 
periosteum.  It  is  a mistake  to  attempt  to  remove  the 
whole  thickness  of  the  mucosa  in  an  effort  to  re- 
move all  lymphoid  structures.  If  the  surface  is 
smooth  and  all  chronic  infection  in  the  nose  above  is 
taken  care  of,  there  will  be  few  cases  of  secondary 
hypertrophy  of  the  adenoids.  It  would  seem  that 
much  damage  might  be  done  by  removing  the  whole 
thickness  of  the  mucosa.  I agree  with  Dr.  Harris 
that  in  adenoidectomy  the  surgeon  should  study 
under  direct  view  the  area  of  the  nasopharynx  before 
the  patient  is  allowed  to  leave  the  operating  table. 

I believe  Dr.  Harris  has  passed  too  lightly  over 
the  use  of  the  radium  applicator  in  the  treatment  of 
lymphoid  tissue  about  the  orifice  of  the  eustachian 
tubes.  It  is  true  that  this  therapy  is  not  a cure-all; 
however,  it  is  the  first  time  otolaryngologists  have 
had  anything  at  all  good  to  offer  those  hard  of 
hearing  children  whose  obstructive  deafness  seems 
to  be  caused  by  blockage  of  the  tubes.  The  monel 
metal  radium  applicator  will  definitely  cause  the 
destruction  or  recession  of  lymphoid  tissue.  Its  prop- 
er use  is  harmless  and  in  a good  percentage  of  cases 
there  is  a noticeable  improvement  of  hearing.  The 
best  results  are  obtained  when  treatment  is  instituted 
before  hearing  has  been  impaired  for  too  long  a 
period.  Results  cannot  be  expected  except  in  cases 
where  there  is  real  hypertrophy  of  lymphoid  tissue 
at  the  orifice  of  the  eustachian  tubes.  Cases  should  be 
carefully  selected. 


THEPHORIN  FOR  HAY  FEVER 

Clinical  tests  of  a new  drug,  thephorin,  have  shown 
it  to  be  more  than  90  per  cent  effective  in  treating 
hay  fever  and  other  allergic  conditions,  according  to 
an  article  in  the  June,  1948,  Illinois  Medical  Journal. 

Reporting  on  142  allergy  cases  treated  with  the 
drug,  John  Peters,  M.D.,  of  Oak  Park,  disclosed  that 
thephorin  brought  good  results  in  129  cases,  or  al- 
most 91  per  cent.  The  drug  was  especially  effective 
in  hay  fever,  good  results  being  obtained  in  66  of 
68  patients  treated,  or  97  per  cent.  Similarly,  in 
treating  34  cases  of  combined  hay  fever  and  asthma, 
he  found  that  “thephorin  was  effective  in  controlling 
the  symptoms  of  91  per  cent  of  the  patients  suf- 
fering from  both  hay  fever  and  asthma,”  with  3 
failures  in  the  group.  In  16  cases  of  asthma,  Dr. 
Peters  found  thephorin  effective  in  75  per  cent.  “All 
of  the  failures  occurred  in  bronchial  asthma.  The 
drug  was  100  per  cent  effective  in  pollen  and  grass 
asthma.” 

Thephorin  is  the  newest  of  the  so-called  antihis- 
tamine drugs,  and,  according  to  Dr.  Peters,  appears 
to  be  the  least  toxic  of  the  antihistaminics.  In  the 
142  patients,  only  15  complained  of  side  reactions, 
“or  approximately  11  per  cent  of  all  cases.”  These 
side  reactions  included  gastric  disturbances  in  5 pa- 
tients; insomnia  in  3;  nervous  or  jittery  feeling  in 
2;  sweating  in  2;  and  fatigue,  sleepiness,  loss  of  ap- 
petite, blood  in  urine,  frequency  of  urination,  labored 
breathing,  and  numbness  of  extremities  in  1 patient 
each. 
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THROMBOPHLEBITIS  OF  CAVERNOUS 
SINUS  WITH  RECOVERY 
J.  A.  STOOL,  M.D.  and  R.  D.  LOMAS,  M.D. 

HOUSTON,  TEXAS 

Fulminating  bacterial  thrombophlebitis  of 
the  cavernous  sinus  prior  to  1936  was  almost 
uniformally  fatal.5  Those  few  patients  who 
did  recover  may  have  had  an  orbital  cellulitis 
and  the  accuracy  of  the  diagnosis  could  be 
questioned.1"  Eagleton3  listed  the  criteria 
for  establishing  the  diagnosis  of  thrombo- 
phlebitis of  cavernous  sinus  as  (1)  a known 
site  of  infection,  (2)  an  infection  of  the  blood 
stream,  (3)  early  signs  of  venous  obstruc- 
tion, (4)  involvement  of  nerves  in  the  sinus, 


using  staphylococcus  antitoxin.  There  have 
been  several  reports  of  recoveries  with  peni- 
cillin in  recent  years.1' 11  Occasionally  it  is 
necessary  to  use  all  three  bacteriostatic 
agents  as  is  demonstrated  by  the  case  of 
Sears  and  Wilson.8 

A further  advance  in  the  treatment  of  this 
disease  was  made  by  Schall7  with  the  intro- 
duction of  an  anticoagulant,  heparin,  to  hin- 
der the  further  extension  of  the  thrombosis. 
Most  of  the  cases  reported  have  received 
either  heparin  or  dicumarol  as  part  of  the 
treatment.  The  feeling  about  anticoagulants 
in  the  treatment  of  this  disease  is  that  al- 
though there  is  some  danger  of  excessive 


Fig.  1.  Photographs  of  a patient  with  thrombophlebitis  of  cavernous  sinus  before  and  after  treatment. 


(5)  a neighborhood  abscess  of  the  soft  parts, 
and  (6)  symptoms  of  a complicating  disease. 

Most  of  the  cases  that  have  been  reported 
had  as  the  responsible  organism  Staphylococ- 
cus albus  or  aureus.5  Since  there  are  now 
three  known  antistaphylococcal  agents,  re- 
ports of  recoveries  from  this  malady  should 
be  increased.  A survey  of  some  of  the  recent 
literature  has  found  this  to  be  so.  Agents 
that  have  been  reported  to  effect  these  re- 
coveries were  sulfonamides,  penicillin,  and 
antistaphylococcal  serum.  In  some  cases  sul- 
fonamides alone  were  reported  to  effect 
cures2-  9 while  in  others  sulfonamides  were 
not  of  much  benefit.  In  1 case1  thrombophle- 
bitis developed  a month  after  cellulitis  of  the 
face  was  treated  with  sulfathiazole.  Goetz- 
man  and  Friedman4  reported  a recovery 
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bleeding,  especially  in  the  brain,  cavernous 
sinus  thrombophlebitis  is  a desperate  dis- 
ease in  which  such  an  agent  is  justified. 

Herewith  is  presented  another  case  in 
which  recovery  followed  the  use  of  penicillin, 
sulfadiazine,  and  anticoagulants.  For  simpli- 
fication the  important  features  of  the  case 
have  been  included  in  figure  2. 

CASE  REPORT 

On  December  16,  1946,  I.  R.,  a 9 year  old  Negro 
boy,  was  admitted  to  the  pediatric  service  of  Her- 
mann Hospital  because  of  proptosis  of  the  left  eye 
and  fever.  Three  days  before  admission  the  left 
eye  became  “swollen.”  The  next  day  the  patient 
complained  of  headache  and  pain  in  the  abdomen. 
There  was  no  history  of  cough  or  vomiting.  On 
the  third  day  the  patient  was  brought  to  the  Emer- 
gency Room,  at  which  time  he  was  reported  as  hav- 
ing a diffusely  prominent  left  eye  with  a thick 
yellowish  discharge.  The  right  eye  was  normal  but 
nuchal  rigidity  was  noted.  A lumbar  puncture  was 
performed;  the  fluid  was  clear  and  3 to  5 white  cells 
per  cubic  millimeter  were  found.  Sulfadiazine  0.5 
Gm.  every  four  hours  and  a 5 per  cent  sulfathiazole 
ophthalmic  ointment  were  prescribed. 
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The  patient  was  sent  home,  there  being  no  hospital 
bed  available.  The  next  day,  the  temperature  was 
105.8  F.  and  the  adnexa  of  each  eye  were  swollen. 
The  patient  returned  to  the  hospital  and  was  ad- 
mitted. Past  history  was  not  pertinent. 

Physical  examination  at  the  time  of  admission  re- 
vealed the  patient  to  be  semi-stuporous ; his  tempera- 
ture was  105.8  F.  He  was  obviously  critically  ill. 
The  left  eyelid  was  edematous;  the  eyeball  was 
proptosed  and  the  overlying  structures  were  mod- 
erately tense.  The  pupil  and  iris  did  not  seem  to  be 
involved.  There  was  a moderate  amount  of  muco- 
sanguinous  conjunctival^  secretion.  Extra-ocular 
movements  were  limited.  "The  right  lid  was  slightly 
edematous  and  extra-ocular  movements  limited  to  a 
less  degree.  No  view  of  the  fundi  could  be  ob- 
tained. Pitting  edema  was  noted  over  the  left  mas- 
toid process.  Nuchal  rigidity  was  pronounced;  many 
large,  firm,  nontender  lymph  glands  were  palpable 
in  all  areas  of  the  neck.  Blood  pressure  was  sys- 
tolic 110,  diastolic  55.  A blowing  systolic  murmur 
was  heard  over  the  precordium.  The  chest  was  es- 
sentially normal  as  was  a neurologic  examination. 
No  other  physical  findings  of  importance  were 
noted. 

On  admission  the  white  blood  count  was  18,000 
with  a moderate  shift  to  the  left.  A lumbar  punc- 
ture was  again  performed;  the  fluid  was  under  no 
increased  pressure  and  acellular. 

Staphylococcus  albus  was  cultured 
from  the  blood. 

The  diagnosis  of  thrombophlebi- 
tis of  cavernous  sinus  was  made  on 
admission  and  treatment  was  start- 
ed. Penicillin  was  given  intramus- 
cularly at  intervals  of  two  hours. 

Two  dosages  were  given,  30,000 
units  and  100,000  units  as  shown 
on  the  chart.  Sulfadiazine  was  con- 
tinued and,  with  the  exception  of 
1,000  cc.  of  1 per  cent  sodium  sul- 
fadiazine given  intravenously  on 
December  21,  the  dose  was  1 Gm.  by 
mouth  every  four  hours.  On  the 
day  of  admission  100  mg.  of  hepa- 
rin was  given  intravenously  and 
200  mg.  of  dicumarol  orally.  The 
next  day  100  mg.  more  of  dicumarol 
was  given. 

On  the  second  day  the  patient 
was  more  rational  but  physical 
signs  of  a pneumonic  process  had 
become  evident.  Roentgenograms 
of  the  chest  revealed  bilateral  bron- 
cho-pneumonia; views  of  the  si- 
nuses and  mastoids  were  considered 
normal.  At  this  time  a slight  weakness  of  the  left 
facial  muscles  was  noted;  this  disappeared  within 
twenty-four  hours. 

It  was  decided  to  discontinue  the  dicumarol  on 
December  18,  because  of  conjunctival  hemorrhages 
from  the  left  eye.  Although  these  hemorrhages  were 
not  of  sufficient  amount  to  cause  anxiety,  it  was 
thought  that  clinical  improvement  was  such  that 
discontinuance  would  not  retard  recovery.  The 
edema  of  the  eyelids  had  now  subsided  sufficiently 
to  enable  visualization  of  the  fundi.  These  were 
considered  normal,  except  for  questionable  venous 
engorgement.  A rough  estimate  of  the  patient’s 
vision  revealed  20/25  in  the  right  eye  and  20/70  in 
the  left  eye.  Hematuria  developed  on  the  sixth  day 
and  the  sulfadiazine  was  discontinued.  The  urine 
returned  to  normal  within  twenty-four  hours.  By 
the  seventh  day  all  findings  had  become  localized  to 
the  left  eye.  Extra-ocular  movements  and  corneal 
sensation,  which  had  initially  been  impaired,  were 
now  normal. 


Serial  roentgenograms  revealed  the  pneumonic 
process  to  be  progressively  clearing.  On  the  twenty- 
sixth  day  penicillin  was  discontinued.  No  residua 
was  noted  with  the  exception  of  a mild  proptosis  of 
the  left  eye  and  ptosis  of  the  left  upper  lid.  During 
the  remaining  three  days  of  hospitalization  the  pa- 
tient was  given  ambulatory  privileges.  He  encoun- 
tered no  difficulty  and  had  no  complaints.  He  was 
discharged  on  the  thirtieth  day. 

A total  of  19,310,000  units  of  penicillin  was  given 
and  46  Gm.  of  sulfadiazine. 

Several  follow-up  examinations  have  been  made 
since  the  patient’s  discharge  from  the  hospital.  The 
patient  has  had  no  complaints,  but  the  mild  propto- 
sis of  the  left  eye  and  ptosis  of  the  left  upper  eyelid 
have  continued.  Vision  and  fundi  have  been  consid- 
ered normal. 

SUMMARY 

. A case  of  thrombophlebitis  of  the  cavern- 
ous sinus  and  complications  with  recovery  is 
presented.  Penicillin,  sulfadiazine,  and  anti- 
coagulants were  used  in  the  treatment.  No 
attempt  was  made  to  evaluate  the  role  of  the 
drugs. 


gestions  of  Dr.  C.  C.  Cody  III  and  Dr.  Edward 

Garrett. 
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Fig.  2.  Summary  of  a case  of  thrombophlebitis  of  cavernous  sinus. 
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ABSTRACT  OF  DISCUSSION 

Dr.  A.  N.  Champion,  San  Antonio:  This  paper 
shows  the  good  results  that  may  be  obtained  by  the 
careful  study  and  skillful  treatment  of  a dangerous 
complication.  With  the  aid  of  modern  therapy  and 
the  early  recognition  of  lesions  that  may  lead  to 
cavernous  sinus  thrombosis  many  cases  can  be  pre- 
vented. It  is  well  to  remember  that  the  main  con- 
nections of  this  sinus  are  the  ophthalmic  veins,  the 
pterygoid  plexus,  and  the  petrosal  sinuses.  Any  in- 
fected area  that  these  channels  drain  should  be 
handled  with  the  most  gentle  care.  For  example,  it  is 
dangerous  Ao  incise  or  squeeze  a furuncle  of  the 
upper  lip  or  nasal  vestibule.  Infections  of  the 
teeth,  pharynx,  or  nasal  sinuses  should  not  be  treated 
surgically  until  a delimiting  fibrous  wall  has  oc- 
curred. Fortunately,  by  the  use  of  roentgen  ther- 
apy, the  sulfonamides,  and  antibiotics,  many  of  these 
lesions  will  subside  without  drainage  and  most  of 
the  remainder  can  be  drained  safely. 

If  possible,  the  anticoagulants  should  be  started 
early.  Neither  the  sulfonamides  nor  antibiotics  will 
have  much  influence  on  an  impervious  thrombus. 
It  is  safer  to  make  frequent  determinations  of  the 
prothrombin  time  so  that  spontaneous  bleeding  may 
be  avoided.  Large  doses  of  vitamin  K may  be 
needed  to  combat  that  tendency. 

Finally,  diagnosis  should  be  attempted  before  the 
full  development  of  the  criteria  listed  by  Eagleton. 
With  a seriously  ill  patient  who  has  increasing  or- 
bital edema  and  chemosis  and  who  has  protrusion 
and  limited  movements  of  the  eye,  a provisional 
diagnosis  of  cavernous  sinus  thrombosis  is  justified. 
Careful  roentgen  ray  and  nasal  examination  should 
differentiate  an  orbital  abscess.  With  the  diagnosis 
made,  the  treatment  outlined  by  the  essayist  should 
be  followed. 


SCHOLARS  IN  MEDICAL  SCIENCE 

Medical  schools  in  the  United  States  and  Canada 
are  invited  by  the  John  and  Mary  R.  Markle  Foun- 
dation to  make  nominations  for  the  second  group  of 
Scholars  in  Medical  Science  on  or  before  December  1, 
1948.  Each  school,  through  the  dean,  may  nominate 
one  candidate.  No  nominations  from  individuals 
will  be  considered. 

The  program  is  designed  to  aid  promising  young 
men  and  women  planning  careers  in  academic  med- 
icine. They  should  have  completed  the  usual  fellow- 
ship training  in  some  area  of  science  related  to 
medicine  and  should  hold,  or  expect  to  hold,  in  the 
academic  year  1949-1950  a full-time  faculty  appoint- 
ment on  the  staff  of  a medical  school. 

Grants  of  $25,000,  payable  at  the  rate  of  $5,000 
annually,  will  be  made  to  the  schools  over  a five- 
year  period  for  the  support  of  each  scholar  finally 
selected,  his  research,  or  both. 


ARMY  HOSPITAL  BEDS  FOR  VETERANS 
A total  of  3,035  beds  in  Army  hospitals  throughout 
the  United  States  have  been  allocated  for  treatment 
of  veterans,  Major  General  Raymond  W.  Bliss,  Sur- 
geon General  of  the  Army,  has  announced.  The  al- 
locations were  made  at  the  request  of  the  Veterans 
Administration.  Among  the  hospitals  where  veterans 
will  be  assigned  beds  are  Brooke  General,  San  An- 
tonio, 400  beds,  and  William  Beaumont  General,  El 
Paso,  150  beds. 


MANAGEMENT  OF  PAROTID  LESIONS 

CLAUDE  C.  CODY,  III,  M.  D. 

HOUSTON,  TEXAS 

Lesions  of  the  parotid  gland  have  long 
commanded  a great  deal  of  respect  from  the 
conscientious  surgeon.  The  mental  hazard  to 
every  operation  in  this  region  is,  of  course, 
the  facial  nerve,  which  transverses  through 
the  gland  and  eventually  branches  widely 
before  its  exit  to  supply  the  muscles  of  facial 
expression.  For  years,  the  tumor  or  parotid 
lesion  was  given  primary  consideration  and 
the  fate  of  the  facial  nerve  was  left  largely 
to  chance. 

Recent  strides  in  the  technique  of  nerve 
grafting  and  nerve  reconstruction  have  been 
advanced  and  perfected  during  the  last  war. 
With  the  increase  in  peripheral  nerve  study, 
the  facial  nerve  has  been  of  particular  inter- 
est to  physicians  treating  pathologic  condi- 
tions of  the  face  and  ears.  Especially  has 
the  facial  nerve  been  studied  with  regard  to 
its  usual  location,  and  better  methods  for  its 
dissection  and  preservation  have  been  ad- 
vanced. The  well  trained  surgeon  today  con- 
siders that  a gross  fault  in  technique  has 
been  committed  if  this  facial  nerve  is  cut 
or  damaged  during  an  operation  in  the  re- 
gion of  the  parotid  gland  or  mastoid  process. 
Often  long  and  painstaking  efforts  are  neces- 
sary to  locate  and  preserve  the  facial  nerve, 
but  the  results  are  well  worth  the  task. 

With  these  introductory  remarks,  let  us 
consider  various  lesions  of  the  parotid  gland 
that  confront  the  surgeon,  and  deal  with 
some  of  the  methods  of  therapy.  A parotid 
lesion  may  be  roughly  classed  in  one  of  the 
following  groups : (1)  inflammatory  lesions, 
(2)  mixed  tumors,  (3)  carcinomas,  (4)  cysts 
and  adenomas,  and  (5)  miscellaneous. 

INFLAMMATORY  LESIONS 

Inflammatory  lesions  may  be  acute  as  in 
epidemic  parotitis,  general  sepsis,  and  occa- 
sionally where  a salivary  calculus  obstructs 
the  duct.  Such  conditions  readily  lend  them- 
selves to  a diagnosis  through  history  of  onset 
and  the  examination  of  the  gland.  The  duct 
may  be  red  and  pouting,  and  frequently  a 
purulent  exudate  can  be  expressed  by  milking 
the  duct.  The  gland  is  quite  tender  on  palpa- 
tion. Hot  compresses^  and  roentgen  therapy 
relieve  pain  and  help  with  resolution  of  the 
gland.  Cleanliness  of  the  mouth  is  particu- 
larly important  in  such  cases  of  general 
sepsis.  The  physician  must  never  fail  to 
combat  the  dehydration  which  may  well  be 
the  instigating  factor  in  certain  cases.  With 
adequate  chemotherapy  recovery  can  usually 
be  hastened.  Where  calculi  are  present,  their 
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removal  is  essential  for  complete  resolution 
of  the  gland.  When  suppuration  occurs,  ade- 
quate incision  and  drainage  must  be  obtained 
to  effect  a cure.  Chemotherapy  is  not  a sub- 
stitute when  surgery  is  indicated. 

Chronic  inflammatory  lesions  of  the  paro- 
tid gland  may  offer  more  of  a diagnostic 
problem.  Some  specific  granulomas  such  as 
tuberculosis  or  actinomycosis  should  always 
be  carefully  considered  as  a possibility.  A 
chronic  inflammation  of  the  parotid  may  of- 
fer real  difficulties  in  distinguishing  it  from 
a neoplasm  in  the  absence  of  general  consti- 
tutional symptoms.  The  history  of  onset  and 
the  particular  occupation  of  the  patient 
should  be  considered.  The  inflammatory  le- 
sion presents  a diffuse  enlargement  of  the 
parotid  without  definite  borders.  There  may 


MIXED  TUMORS 

About  90  per  cent  of  all  salivary  neoplasms 
are  the  so-called  mixed  tumors,  and  the  vast 
majority  of  these  affect  the  parotid  gland. 
These  tumors  containing  (1)  masses  of  epi- 
thelial cells  often  showing  a glandular  ar- 
rangement, (2)  mucoid  connective  tissue 
with  mucin  production,  (3)  cartilage,  and 
(4)  lymphoid  tissue  are  thus  truly  “mixed 
tumors.”  Pathologists  have  long  speculated 
as  to  how  these  tumors  should  be  classified 
and  disagreement  still  exists  as  to  their  ex- 
act place  among  neoplasms.  The  cartilage 
has  been  the  major  stumbling  block.  General 
opinion  now  is  that  this  is  really  a pseudo- 
cartilage. It  is  believed  that  the  cartilaginous 
appearance  is  really  due  to  a fibrillar  conden- 
sation of  the  myxomatous  tissue  with  a re- 


Fig,  1.  Left.  The  usual  line  of  in- 
cision for  dissecting  the  facial  nerve 
prior  to  removal  of  a parotid  tumor. 
The  dotted  line  shows  the  possible  ex- 
tension of  the  incision  where  the  fa- 
cial nerve  is  traced  into  the  mastoid 
process. 


Center.  The  incision  carried  between  the  capsule 
of  the  parotid  gland  on  the  right  and  the  cartilage 
of  the  external  auditory  canal  on  the  left  to  the 
base  of  the  styloid  process.  The  facial  nerve  with 
its  accompanying  vein  is  seen  in  the  illustration 
entering  the  parotid  gland  after  emerging  from 
the  medial  aspect  of  the  styloid  process. 


Right.  Dissection  of  the  facial 
nerve  has  been  extended  to  the  pes 
within  the  substance  of  the  parotid 
gland.  From  here  the  various  terminal 
branches  of  the  facial  nerve  can 
readily  be  traced. 


be  tenderness  of  the  gland  or  pus  expressed 
from  the  duct,  although  this  is  variable.  An 
excellent  aid  in  the  diagnosis  of  inflamma- 
tory lesions  of  the  parotid  gland  is  the  pres- 
ence of  trismus,  nearly  always  present.  This 
results  from  the  diffuse  involvement  of  the 
glenoid  lobe  of  the  parotid  which  is  pinched 
by  the  head  of  the  condyloid  process  of  the 
mandible  when  the  mouth  is  opened.  This 
sign  is  absent  where  discrete  neoplasms  are 
present. 

From  recent  reports  now  available,  tuber- 
culous involvement  of  the  parotid  gland 
should  be  treated  intensively  with  strep- 
tomycin for  from  four  to  six  weeks.  Acti- 
nomycotic lesions  respond  to  a combination 
of  penicillin  and  chemotherapy,  although 
again  streptomycin  may  be  considered.  Ac- 
tual suppuration,  of  course,  requires  drain- 
age and  adequate  cauterization. 


suiting  pseudocapsular  arrangement  around 
the  cells. 

The  surgeon,  however,  is  more  interested 
in  the  clinical  behavior  of  the  cells  and  what 
kind  of  a prognosis  the  pathologist  can  offer. 
Thus  the  clinician  attaches  major  importance 
to  the  history  of  the  lesion,  its  physical  prop- 
erties, and  especially  its  ease  of  removal  on 
the  operating  table.  This,  along  with  the 
microscopic  picture  of  the  neoplasm,  gives 
an  excellent  foundation  on  which  to  base  the 
prognosis  in  a particular  case. 

At  the  risk  of  pointing  out  the  obvious, 
it  seems  expedient  to  state  briefly  the  typical 
picture  of  a mixed  tumor  of  the  parotid.  The 
lesion  is  usually  first  noticed  in  early  adult 
life  as  a painless  swelling  below  and  in  front 
of  the  ear,  just  below  the  angle  of  the  jaw. 
In  older  people  it  may  have  been  present 
many  years.  Sudden  rapid  growth,  begin- 
ning facial  paralysis,  or  development  of  cer- 
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vical  nodes  are  grave  signs  suggesting  malig- 
nant degeneration.  Because  of  the  asympto- 
matic nature  of  the  condition,  some  tumors 
reach  an  amazing  size  before  medical  advice 
is  sought. 

The  majority  of  evidence  today  favors 
complete  surgical  excision  of  the  parotid  tu- 
mor early,  although  there  are  some  authori- 
tative sources  that  favor  periodic  observa- 
tion. Dr.  Carl  V.  Weller,  pathologist  at  the 
University  of  Michigan,  has  expressed  the 
belief  that  all  mixed  tumors  are  teratologic 
lesions  (misplaced  embryonal  cells)  which 
progress  slowly  but  resolutely  to  a malignant 
degeneration.  He  has  often  stated  that  the 
fate  of  the  patient  rests  with  the  first  sur- 
geon consulted,  for  unless  the  tumor  is  thor- 
oughly and  completely  removed  along  with 
its  capsule,  the  lesion  will  invariably  recur 
and  in  a more  cellular  form.  This  recurrence 
may  occur  many  years  later  and  second  and 
third  operations  are  fraught  with  many 
more  difficulties  than  the  initial  procedure. 

Mixed  tumors  might  well  be  placed  in  a 
class  by  themselves  as  is  done  with  such  neo- 
plasms as  melanomas  and  gliomas.  Only 
through  a vast  experience  has  it  been  shown 
that  these  mixed  tumors  lend  themselves 
best  to  surgery  and  that  irradiation  has  little 
to  offer.  The  latter  form  of  therapy  is  usual- 
ly reserved  for  hopeless  inoperable  lesions  as 
a means  of  palliation  only. 

Embryologically,  the  parotid  gland  in  its 
early  development  lies  primarily  lateral  to 
the  internal  carotid  artery,  the  posterior 
facial  vein,  and  the  facial  nerve.  It  is  espe- 
cially interesting  to  note  that  the  facial  nerve 
is  always  medial  to  the  principal  ducts  of 
the  gland,  although  in  its  development  some 
portions  of  the  parotid  completely  envelop 
the  nerve.  Thus  the  surgeon  can  gain  some 
solace  from  the  fact  that  the  facial  nerve  is 
on  the  deeper  surface  of  the  gland  in  most 
of  its  course.  Occasionally  a mixed  tumor 
arises  from  the  deeper  portion  of  the  gland, 
medial  to  the  nerve,  and  it  is  here  that  a 
facial  paralysis  is  so  likely  to  occur  unless 
the  nerve  is  identified  and  dissected  out  as  a 
preliminary  procedure.  Particularly  in  large 
tumors  and  possible  malignancies  of  the 
gland,  where  much  of  the  parotid  gland  is 
replaced  by  neoplasm,  should  the  nerve  trunk 
be  isolated  and  identified. 

Numerous  methods  of  locating  and  dissect- 
ing the  seventh  nerve  have  been  advanced. 
I wish  to  emphasize  a simple  and  safe  meth- 
od that  can  be  readily  employed  in  every 
case.  This  method  was  developed  and  used 
almost  routinely  by  Dr.  A.  C.  Furstenberg 
and  his  associates. 

An  incision  is  made  just  in  front  of  the 
tragus  of  the  ear  (fig.  1)  from  the  zygoma 


to  the  angle  of  the  jaw  and  if  necessary  along 
the  lower  border  of  the  mandible.  The  in- 
cision is  carried  through  skin  and  subcutane- 
ous tissues  to  the  cartilage  of  the  external 
auditory  canal.  Then  with  a blunt  elevator, 
the  dissection  is  carried  medialwards  be- 
tween parotid  gland  and  cartilage  of  external 
auditory  canal  until  a firm  bony  resistance 
is  met.  This  is  the  base  of  the  styloid  process 
and  is  encountered  at  a depth  of  about  1.5 
inches  from  the  skin  incision.  The  styloid 
process  is  next  identified  immediately  below 
its  bony  base.  Then  with  gentle  traction  on 
the  parotid  gland  anteriorly,  the  facial  nerve 
is  brought  into  view,  emerging  from  the 
medial  aspect  of  the  styloid  process  and  curv- 
ing sharply  upward  and  laterally  to  enter 
shortly  the  parotid  gland.  The  nerve  is  usu- 
ally heavily  invested  in  fascia  and  accom- 
panied by  a small  artery  that  may  prove 
troublesome  if  severed. 

It  is  helpful  in  the  above  procedure  to  em- 
ploy faradic  stimulation  in  identifying  the 
facial  nerve.  Once  the  nerve  is  located  in 
this  area,  it  can  be  readily  traced  into  the 
parotid  gland  to  the  pes  anserinus,  and  then 
as  far  peripherally  as  is  expedient  for  the 
case  at  hand.  Any  surgeon  doing  much  work 
in  the  region  of  the  parotid  should  be  con- 
versant with  the  value  of  faradic  stimula- 
tion in  identifying  the  nerve  trunk  and  its 
branches.  A second  incision  can  be  carried 
postauricularly  over  the  mastoid  process 
from  the  lower  part  of  the  initial  incision 
where  it  is  necessary  to  trace  the  nerve  into 
the  mastoid  process  to  gain  more  motility 
in  freeing  the  nerve  in  large  lesions. 

There  are  some  who  advocate  different 
methods  of  dealing  with  mixed  tumors.  One 
group,  favoring  watchful  waiting,  is  merely 
postponing  the  issue  at  a possible  risk  to  the 
patient.  Slow  but  steady  progression  toward 
a malignant  change  is  to  be  expected. 

Another  group  favors  taking  a small  bi- 
opsy specimen  from  the  tumor  in  order  to 
evaluate  the  microscopic  picture.  The  pur- 
pose is  to  give  the  more  cellular  lesions  ir- 
radiation, said  to  be  beneficial  on  that  type. 
The  consensus  however,  is  that  even  heavy 
irradiation  has  little  effect  on  any  of  the 
mixed  tumors.  A biopsy  of  such  lesions  in 
itself  has  always  seemed  a pointless  and  even 
dangerous  procedure  which  could  well  result 
in  seeding  of  tumor  cells.  Sound  surgical 
principles  would  indicate  at  least  a bold  at- 
tempt at  complete  excision  of  such  peripheral 
lesions. 

A more  recent  group  has  advocated  com- 
plete parotidectomy  after  first  carefully  iden- 
tifying and  freeing  the  facial  nerve.  Results 
as  reported  by  Trueblood  have  been  enthusi- 
astic, although  his  series  cannot  be  consid- 
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ered  large  enough  for  final  evaluation.  This 
long  and  tedious  undertaking  greatly  in- 
creases the  risk  to  the  facial  nerve,  especial- 
ly in  its  finer  ramifications.  The  best  argu- 
ment against  such  a procedure  is  that  it  is 
probably  unnecessary  if  the  complete  remov- 
al of  the  neoplasm  can  otherwise  be  accom- 
plished. 

Complications  of  operation  in  mixed  tu- 
mors are  mainly  three : (1)  recurrence,  (2) 
facial  paralysis,  and  (3)  salivary  fistulae. 
McFarland,  who  perhaps  has  collected  and 
analyzed  the  largest  number  of  mixed  tu- 
mors, concludes  that  recurrences  occur  in 
from  25  to  30  per  cent  of  all  cases  operated 
on  for  the  first  time.  He  believes  that  fac- 
tors in  recurrences  are  incomplete  removal, 
seeding  at  the  time  of  removal,  and  the  pos- 
sibility of  a complete  and  separate  tumor 
forming.  He  suspects  this  latter  cause  as 
possibly  accounting  for  some  of  those  recur- 
rences after  fifteen  or  twenty  years.  Again, 
it  should  be  emphasized  that  even  several  re- 
currences of  a mixed  tumor  should  be  at- 
tacked surgically  as  the  chance  for  a cure  is 
better  than  with  irradiation  alone.  The  fear 
of  getting  a facial  paralysis  may  concern  the 
surgeon  more  than  the  possibility  of  a re- 
currence and  has  undoubtedly  been  a factor 
in  the  incomplete  removal  of  tumor  in  some 
cases. 

Only  occasionally  is  a salivary  fistula 
troublesome  as  it  tends  to  close  spontaneous- 
ly. In  stubborn  cases  various  plastic  methods 
may  be  resorted  to. 

CARCINOMAS 

Carcinomas  of  the  parotid  gland  are  not 
as  discrete  as  mixed  tumors.  They  frequent- 
ly arise  in  a more  superior  part  of  the  gland 
rather  than  in  the  carotid  lobe  (usual  site 
for  mixed  tumors).  The  history  is  of  shorter 
duration,  noted  in  months  rather  than  years, 
and  there  may  be  an  associated  numbness 
or  pain.  Facial  paralysis  is  much  more  prone 
to  occur  in  neglected  cases  as  the  carcinoma 
embraces  the  facial  nerve.  Prognosis  of  these 
lesions  is  extremely  grave  even  in  early  diag- 
nosis. Early  and  wide  excision  is  essential, 
and  this  should  be  followed  by  intense  irradi- 
ation delivered  to  skin  tolerance.  A block 
neck  gland  dissection  is  demanded  by  those 
cases  presenting  possible  cervical  metastases. 
Rate  of  recurrence  for  carcinoma  of  the 
parotid  gland  has  been  variously  reported  to 
be  about  90  per  cent. 

CYSTS  AND  ADENOMAS 

Adenomas  and  cysts  of  the  parotid  gland 
are  rare.  Such  lesions  occur  usually  in  the 
upper  portion  of  the  gland,  which  may  be  a 
clue  to  their  true  nature.  Excision  of  the 
lesion  together  with  the  capsule  is  essential 


as  there  is  a definite  trend  to  malignant 
change. 

Rare  tumors  include  lymphomas,  sarco- 
mas, and  that  unusual  lesion,  papillary  cyst 
adenoma  lymphomatosum  of  the  parotid 
(Wortham’s  tumor) . Diagnosis  in  such  cases 
rests  on  the  microscopic  picture  following 
the  surgical  excision  of  such  lesions.  The 
physician  should  not  overlook  the  possibility 
that  the  parotid  lesion  is  the  site  of  a sec- 
ondary metastasis  rather  than  the  primary 
lesion,  hence  the  importance  of  a complete 
examination  (including  the  nasopharynx)  in 
every  case. 

SUMMARY 

A plea  is  made  to  all  clinicians  to  under- 
stand better  the  lesions  of  the  parotid  gland 
in  order  that  a more  uniform  method  of 
therapy  may  be  employed.  There  is  no  need 
for  despair  in  attempting  to  maintain  the 
fibers  of  the  facial  nerve  intact.  A simple 
and  safe  method  of  locating  and  preserving 
the  nerve  trunk  is  described  and  its  advan- 
tages noted.  Emphasis  is  placed  on  the  com- 
plete and  early  excision  of  parotid  neoplasms. 
The  fate  of  the  patient  may  well  rest  with 
the  first  surgeon  consulted. 
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ABSTRACT  OF  DISCUSSION 

Dr.  A.  F.  Clark,  Sr.,  San  Antonio:  Dr.  Cody  has 
given  a concise  and  instructive  discussion  of  parotid 
lesions.  We  are  indeed  fortunate,  especially  during 
the  past  five  or  ten  years,  in  having  modernly  trained 
men  added  to  the  otolaryngological  profession  of 
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Texas  to  inspire  investigation  of  disease  conditions 
of  this  nature. 

Because  of  the  facial  nerve  hazard,  the  habit  of 
using  irradiation  where  surgery  is  indicated  has  be- 
come a practice.  As  pointed  out  by  Dr.  Cody,  chemo- 
therapy and  irradiation  are  valuable  adjuncts  to 
surgery  but  do  not  supplant  surgical  drainage  in 
suppuration  of  the  parotid  gland.  Likewise,  surgery 
is  first  choice  in  mixed  tumors  and  malignancies  of 
the  parotid.  Since  the  otologist  and  neurosurgeon 
have  occasion  to  come  in  contact  with  the  facial 
nerve  problem  more  often  than  the  general  surgeon 
and  since  injury  to  the  facial  nerve  is  the  big  factor 
against  parotid  gland  surgery,  it  seems  only  fair  to 
the  patient  to  have  access  to  the  specially  trained 
surgeon. 

The  operation  as  described  by  Dr.  Cody  is  ideal 
and  sounds  easy  but  should  not  be  attempted  unless 
the  surgeon  has  been  fortunate  enough  to  have  train- 
ing such  as  is  given  by  Dr.  Furstenberg. 

MANAGEMENT  OF  CHRONIC  SUP- 
PURATIVE TYMPANOMASTOIDITIS 
LYLE  M.  SELLERS,  M.D.,  F.A.C.S. 

DALLAS,  TEXAS 

Chemotherapy  and  biotherapy  have  re- 
duced to  almost  zero  the  incidence  of  acute 
suppurative  mastoiditis,  and  they  have  less- 
ened markedly  the  number  of  cases  of  acute 
otitis  media  that  progress  to  suppuration. 
However,  various  bacterial  forms  develop  an 
immunity  to  these  therapeutic  agents.  This 
occurs  when  the  agents  are  used  in  insuffi- 
cient dosages  and  over  insufficient  periods 
of  time  in  relation  to  the  natural  resistance 
to  the  drug  of  the  particular  bacterial  strains 
involved.  When  immunity  of  the  bacteria 
occurs  in  acute  otitis  media,  the  infection 
will  become  latent,  the  pathologic  process 
will  continue  at  a reduced  pace,  and  chronic 
tympanomastoiditis  will  develop.  For  this 
reason  among  others  chronic  tympanomas- 
toiditis will  remain  as  an  otologic  problem. 
In  coping  with  this  problem  it  must  be  un- 
derstood clearly  what  chronic  tympanomas- 
toiditis is,  how  it  develops,  what  its  variant 
forms  are,  and  how  to  deal  with  these  variant 
forms. 

Chronic  tympanomastoiditis  may  be  de- 
fined as  an  infection  of  the  tympanum  and 
its  adnexa  in  which  spontaneous  repair  has 
been  attempted  and  partially  attained  but  has 
been  prevented  from  reaching  completion.  If 
there  is  no  attempt  or  an  inadequate  attempt 
at  arrest  and  repair,  the  case  progresses  rap- 
idly to  acute  suppurative  mastoiditis  with  its 
complications.  It  is  the  partially  successful 
attempt  at  repair  that  produces  the  chronic 
state,  and  it  is  the  failure  of  consumma- 
tion, or  perversion,  of  the  process  that  pro- 
duces the  various  clinico-pathologic  prob- 
lems. 

Read  before  the  Section  on  Eye,  Ear,  Nose,  and  Throat,  State 
Medical  Association  of  Texas,  Annual  Session,  Houston,  April 
28,  1948. 


With  one  significant  exception  to  be  noted 
later,  all  cases  of  chronic  tympanomastoiditis 
stem  from  acute  suppurative  otitis  media, 
latent  or  manifest,  rather  than  from  acute 
suppurative  mastoiditis.  As  a result  of 
the  attempted  arrest  and  repair,  varying 
portions  of  the  tympanum,  attic,  and  antrum, 
and  usually  a greater  or  lesser  portion  of  the 
mastoid  are  involved  in  varying  degrees.  For 
this  reason  any  treatment  used  must  be 
determined  by  the  distribution  and  type  of 
lesion.  Here  lies  the  difference  between  acute 
suppurative  otitis  media  and  mastoiditis  on 
one  hand  and  chronic  suppurative  tympano- 
mastoiditis on  the  other.  This  essential  dif- 
ference in  the  two  processes  and  the  essential 
difference  in  the  therapeutic  approach  to 
each  must  be  emphasized. 

In  acute  suppurative  mastoiditis  (if  no 
complications  exist)  the  problem  is  the  same 
in  every  case.  It  is  the  elimination  of  an 
acute  suppurating  focus.  This  is  accom- 
plished by  total  evisceration  of  all  cells  and 
wide  opening  of  the  antrum  to  obtain  free 
drainage  of  the  tympanum  in  order  that  nor- 
mal function  of  the  tympanum  may  be  re- 
stored. 

Each  case  of  chronic  tympanomastoiditis 
per  contra  presents  a problem  of  its  own  and 
it  must  be  managed  according  to  the  terms 
defined  by  this  problem. 

The  first  conditioning  circumstance  arises 
from  the  age  of  the  patient  at  which  the 
process  begins.  If  the  process  begins  be- 
fore development  and  pneumatization  of  the 
mastoid  process,  no  mastoid  cells  may  de- 
velop and  the  entire  mastoid  when  first  ob- 
served clinically  may  be  represented  only  by 
thick,  dense  cortical  bone.  The  problem  will 
then  concern  tympano-antritis  alone.  If  the 
process  begins  after  development  and  pneu- 
matization of  the  mastoid  has  occurred,  ex- 
tensive active  or  healed  lesions  of  the  mas- 
toid may  be  added  to  the  tympano-antritis. 

In  a previous  communication8  the  patho- 
logic process  occurring  in  the  soft  tissues 
in  acute  suppurative  otitis  media  which  leads 
to  walling  off  and  retention  of  isolated  foci 
in  the  tympanum,  the  attic,  and  the  mastoid 
has  been  described.  This  process  is  the  usual 
one  of  ulceration  with  the  reparative  re- 
actions of  proliferation  and  fibrosis.  How- 
ever, aided  and  abetted  by  the  particular 
structural  characteristics  of  the  tympanum, 
attic,  and  antrum,  these  reparative  processes 
never  reach  consummation  and  suppurating 
foci  remain.  Such  foci  may  continue  their 
ulcerative  and  erosive  course  leading  to  com- 
plete destruction  of  the  tympanic  membrane 
and  the  tympanic  mucosa,  and  necrosis  of 
the  bony  walls  of  the  tympanum  and  adnexa. 
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On  the  other  hand  the  reparative  process 
may  be  sufficient  to  limit  the  process  to  the 
attic  and  aditus  alone,  allowing  both  the  tym- 
panum and  the  mastoid  to  escape  serious  in- 
volvement. Here  it  should  be  noted  that  it  is 
doubtful  if  the  attic  ever  escapes  involve- 
ment in  this  disease.  I have  seen  cases  in 
which  a perforation  of  Shrapnel’s  membrane 
has  led  to  surgery  only  to  find  that  the 
tympanum  has  remained  essentially  normal 
with  extensive  pathologic  disturbance  in  the 
attic.  Never  have  I found  chronic  suppura- 
tion in  the  tympanum  without  involvement 
of  the  attic.  The  anatomy  of  the  tympanum 
and  its  attic  and  the  pathologic  processes 
already  described11  account  for  this  observa- 
tion. 

In  addition  to  proliferation  and  fibrosis  a 
third  reparative  process  must  be  reckoned 
with.  This  is  stratified  squamous  epithelial 
invasion.  If  at  any  point  in  the  tympanum 
normal  squamous  epithelium  arising  from 
the  external  auditory  canal  or  the  outer  layer 
of  the  tympanic  membrane  is  brought  into 
contact  with  an  ulcerative  process  of  the 
tympanic  mucosa  which  is  attempting  repair, 
the  epithelium  joins  in  this  process  by  invad- 
ing and  attempting  to  overlay  the  ulcerating 
area.  If  this  epithelial  invasion  occurs  into 
a pocket  with  a narrow  outlet  from  which 
the  naturally  desquamating  layers  of  epi- 
thelium cannot  escape,  it  leads  to  the  forma- 
tion of  a cholesteatoma. 

At  this  point  may  I correct  a commonly 
accepted  fallacy.  A perforation  does  not 
have  to  be  marginal  to  produce  a cholestea- 
toma. I have  found  cholesteatomata  at 
operation  in  cases  with  only  central  perfora- 
tions. 

Here  too  may  I refer  to  the  previously 
mentioned  exception  to  the  rule  that  all  cases 
of  chronic  suppurative  tympanomastoiditis 
succeed  acute  suppurative  otitis  media.  Dur- 
ing the  resorption  of  the  embryonic  mes- 
enchymal tissue  in  the  middle  ear  and  attic 
during  the  first  year  of  life  Shrapnel’s  mem- 
brane in  rare  cases  may  be  pulled  inward  by 
the  retreating  mesenchyme  so  that  it  forms 
a deep  pocket.11  The  squamous  epthelium  of 
this  membrane  forming  the  lining  of  such  a 
pocket  will  be  incarcerated  as  it  desquamates. 
The  successively  desquamated  layers  will 
form  a cholesteatoma  which  will  erode  by 
expansive  pressure  the  anterior  and  pos- 
terior walls  of  the  notch  of  Rivinus  and  the 
outer  wall  of  the  attic.  This_erosive  process 
will  continue  in  all  directions  until  the  entire 
attic  and  antrum  are  involved.  If  infection 
of  this  mass  occurs  via  the  external  auditory 
canal,  as  it  almost  always  does  eventually, 
there  will  be  the  same  problems  as  are  caused 


by  a cholesteatoma  formed  during  the  course 
of  chronic  tympanomastoiditis  of  orthodox 
origin. 

TREATMENT 

With  these  facts  clearly  in  mind  the  prob- 
lems of  treatment  may  be  approached.  Not 
every  case  is  a case  for  surgery  and  medical 
treatment  may  be  the  method  of  choice. 
There  are  definite  indications  for  each  and 
these  indications  should  govern  the  proce- 
dure. When  surgery  is  called  for  it  should 
not  be  delayed. 

Medical  treatment  may  be  the  method  of 
choice  when  the  following  conditions  are 
met:  There  must  be  (1)  no  active  process  in 
a pneumatized  mastoid,  (2)  no  incarcerated 
cholesteatoma,  (3)  no  progressive  necrosis 
in  the  tympanum  or  attic,  and  (4)  no  evi- 
dence of  involvement  of  the  internal  ear,  the 
facial  nerve,  or  the  meninges. 

When  a case  is  being  treated  medically,  all 
aqueous  solutions  to  be  instilled  by  the  pa- 
tient and  all  forms  of  aqueous  lavage  must 
be  avoided.  In  addition  to  propagating  the 
infection  to  hitherto  uninfected  areas,  such 
modalities  may  serve  to  increase  the  swell- 
ing and  expansive  pressure  of  a cholestea- 
toma. 

By  the  use  of  attic  canulas,  which  may  be 
fashioned  quite  easily  from  16  gauge  spinal 
needles  after  grinding  away  the  point  and 
bending  to  the  desired  shape  after  heating, 
the  attic  and  tympanum  may  be  lavaged  with 
70  per  cent  alcohol  for  cleansing  purposes. 
Profuse  granulations  that  are  accessible  may 
be  cauterized  or  removed  with  biting  forceps 
and  iodine  powder  or  the  sulfonamides  in- 
sufflated. Infection  or  occlusion  of  the 
eustachian  tube  should  be  dealt  with  by  the 
use  of  local  medication  and  nasopharyngeal 
radium  application.  In  spite  of  such  treat- 
ment a moderate  discharge  may  persist.  This 
alone  should  not  be  cause  for  abandonment 
of  medical  treatment  and  the  institution  of 
surgery,  nor  should  promises  be  made  to  the 
patient  that  surgery  will  cause  it  to  dis- 
appear. 

However,  surgery  should  be  advised  and 
even  urged  when  any  of  the  following  factors 
are  present:  (1)  an  active  process  in  the 
mastoid,  (2)  an  incarcerated  cholesteatoma, 
(3)  evidence  of  progressive  necrosis  in  the 
tympanum  or  attic,  (4)  evidence  of  the  ex- 
tension of  the  process  to  the  internal  ear,  the 
facial  nerve,  or  the  intracranial  cavity,  and 
(5)  evidence  of  increased  sepsis. 

In  considering  surgery  for  the  relief  of 
chronic  tympanomastoiditis,  all  concepts  of 
the  radical  or  modified  radical  tympanomas- 
toidectomy  being  a further  step  of  the  so- 
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called  “simple”  mastoidectomy  must  be  for- 
gotten. The  early  European  otologists,  nota- 
bly Stacke4  and  Politzer,2  recognized  the  es- 
sential difference,  but  a majority  of  the  Eng- 
lish and  American  otologists  from  Whiting5 
to  the  most  recent  authors  of  texts  on  otology 
start  the  description  of  the  operation  with 
some  variation  of  the  statement,  “Complete 
a simple  mastoidectomy  and  then  proceed  as 
follows.”  This  is  an  error  productive  of  fur- 
ther errors  with  ultimate  failure  of  the  op- 
erative effort.  The  operation  must  be  ap- 
proached mentally  and  technically  as  an  en- 
tity totally  separate  and  apart  from  sim- 
ple mastoidectomy.  This  operation  has  for 
its  purpose  the  completion  of  an  aborted  or 
perverted  process  of  repair  having  its  start, 
and  in  the  majority  of  cases  its  principal 
focus,  in  the  attic  and  antrum.  It  is  at  this 
point  that  surgery  should  begin  and  it  is  from 
this  point  that  it  should  progress  in  all  di- 
rections until  the  work  has  been  completed. 

Before  any  operative  step  is  taken  it  must 
be  decided  if  the  entire  tense  portion  of  the 
tympanic  membrane  and  the  tympanum  may 
be  preserved  by  the  performance  of  a mod- 
ified radical  tympanomastoidectomy  or  if  the 
entire  tympanum  and  tympanic  membrane 
must  be  sacrificed  by  the  performance  of  a 
total  radical  tympanomastoidectomy. 

SURGICAL  TECHNIQUE 

There  are  now  available  two  approaches 
and  two  techniques  for  this  surgery : the 
postauricular  approach  with  chisel  and  gouge 
technique  and  the  endaural  approach  with 
the  technique  of  the  electrically  driven  burr, 
the  long  handled  curets,  and  the  fine  jawed 
rongeurs.  With  either  method  the  objectives 
are  the  same. 

There  must  be  adequate  exposure  of  the 
field  of  bone  surgery.  The  tympanomastoid 
suture  must  be  identified  as  soon  as  the  soft 
tissues  are  elevated,  for  in  the  postauricular 
route  it  defines  the  position  of  the  facial 
nerve,  and  in  the  endaural  route  it  defines 
the  fibrous  attachment  of  the  cartilaginous 
external  auditory  canal. 

Surgery  of  the  bone  in  the  postauricular 
route  should  be  started  by  placing  the  gouge 
at  the  postsuperior  angle  of  the  external 
opening  of  the  bony  portion  of  the  external 
auditory  canal  and  chiselling  inward  toward 
the  middle  ear,  removing  the  bone  in  thin 
layers.  This  procedure  is  continued  until 
the  postsuperior  canal  wall  and  the  outer  wall 
of  the  attic  are  removed.  Bone  removal  con- 
tinues so  that  when  the  first  stage  is  com- 
pleted the  bridge  will  have  been  removed  and 
the  cavity  created  in  the  bone  will  be  kidney 
shaped,  the  poles  of  the  kidney  lying  respec- 
tively over  the  periantral  region  and  the  an- 


terior epitvmpanic  space,  and  the  pelvis  of 
the  kidney  over  the  attic. 

If  the  endaural  approach  is  used  and  if  a 
modified  tympanomastoidectomy  is  project- 
ed, the  perforating  drill  should  enter  the  fos- 
sa mastoidea  and  it  should  be  directed  in- 
ward parallel  to  the  roof  and  posterior  wall 
of  the  external  canal.  By  this  route  the  an- 
trum is  entered  immediately.  Round  burrs 
are  then  used  to  develop  the  kidney  shaped 
bony  wound,  the  cutting  being  always  out- 
ward from  the  antrum  and  away  from  all 
danger  sites.  If  total  tympanomastoidectomy 
is  contemplated,  a small  round  cutting  burr 
is  introduced  within  the  external  canal  and 
engaged  directly  under  the  outer  wall  of  the 
attic  as  the  initial  step.  The  cutting  is  then 
directed  outward  and  the  kidney  shaped 
wound  is  developed.  In  either  method  all 
diseased  tissue,  bony  and  soft,  must  be  re- 
moved. 

If  either  modified  or  total  tympanomas- 
toidectomy is  being  performed,  the  bridge 
with  its  postero-inferior  and  antero-superior 
abutments  must  be  removed  completely. 

In  total  tympanomastoidectomy  the  eusta- 
ehian  tube  proper  should  not  be  curetted  al- 
though all  peritubal  cells  must  be  removed. 
If  the  canal  for  the  tensor  tympani  muscle  is 
eroded,  the  entire  muscle  must  be  removed. 
Suppuration  of  this  muscle  is  confused  fre- 
quently with  postoperative  tubal  suppura- 
tion. The  floor  of  the  external  auditory  ca- 
nal must  be  removed  to  the  lowest  level  of 
the  hypotympanum  and  all  remnants  of  the 
tympanic  membrane  and  its  annular  attach- 
ments must  be  removed. 

Any  cholesteatoma  present  must  be  re- 
moved completely.  If  the  matrix  is  smooth 
and  free  of  any  ulceration,  it  may  be  left 
where  it  overlies  bone  as  it  represents  just 
that  much  epithelialization  accomplished.  If 
there  is  any  ulceration  of  the  matrix,  the 
matrix  must  be  removed.  If  there  is  the 
slightest  doubt  of  the  presence  or  absence  of 
ulceration,  the  matrix  must  be  removed. 

If  the  postauricular  route  has  been  used, 
the  final  step  of  the  operative  procedure  is 
the  formation  of  the  plastic  flap.  In  my  hands 
the  Daily  flap1  has  proved  to  be  best.  If  the 
endaural  route  has  been  used  the  flap  will 
have  been  made  early  in  the  operation,  and 
the  triangular  section  of  the  skin  removed  as 
the  initial  incisions  were  made  may  now  be 
replaced  as  a half-thickness  graft.  This  graft 
should  be  placed  where  most  needed  as  de- 
termined by  the  final  shape  and  size  of  the 
bone  cavity. 

It  is  my  custom  to  pack  the  wound  with 
Carbozine  gauze  and  to  remove  this  pack  on 
the  fifth  postoperative  day.  No  pack  is  re- 
placed but  the  wound  is  watched  carefully 
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and  all  clots  and  fibrin  masses  are  removed 
promptly  and  all  exuberant  granulation  tis- 
sue is  bitten  away  under  local  anesthesia. 

For  the  past  two  years  I have  used  the  en- 
daural  method  exclusively.  I have  found  no 
case  in  which  it  has  not  proved  superior  to 
the  postauricular  approach.  Nor  have  I 
found  any  case  which,  because  of  the  extent 
of  pneumatization  or  because  of  complica- 
tions, could  not  be  completed  by  this  method. 
Its  specific  advantages  may  be  enumerated 
as  follows:  (1)  It  provides  ample  exposure 
for  the  surgical  approach  to  all  portions  of 
the  field.  (2)  It  provides  the  most  direct 
approach  both  visually  and  surgically  to  all 
portions  of  the  field.  (3)  It  provides  imme- 
diate exposure  of  the  antrum  and  attic  so 
that  all  subsequent  procedures  are  directed 
away  from  dangerous  areas.  (4)  The  initial 
incisions  delineate  the  flap  so  that  one  of 
the  most  tedious  tasks  is  avoided  at  the  end 
of  the  operation.  (5)  In  the  modified  tym- 
panomastoidectomy  it  provides  much  greater 
safety  and  ease  in  the  formation  of  the  plas- 
tic flap  in  continuity  with,  and  for  the  preser- 
vation of,  the  tense  portion  of  the  tympanic 
membrane. 

CONCLUSIONS 

1.  Because  in  the  future  chronic  tympano- 
mastoiditis  will  be  the  infectious  disease  of 
the  temporal  bone  most  frequently  encoun- 
tered, ability  to  perform  the  total  or  modified 
tympanomastoidectomy  must  be  brought  to 
its  best  technical  development. 

2.  Chronic  suppurative  tympanomastoid- 
itis  poses  entirely  different  surgical  prob- 
lems than  does  acute  suppurative  mastoid- 
itis. 

3.  For  this  reason  the  surgical  correc- 
tion of  this  disease  must  be  mentally  and 
technically  divorced  from  that  of  acute  sup- 
purative mastoiditis. 

4.  For  this  purpose  there  are  now  two 
surgical  techniques  with  the  same  objectives. 

5.  In  my  hands  the  technique  of  the  en- 
daural  approach  has  proved  to  be  the  more 
satisfactory. 
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ABSTRACT  OF  DISCUSSION 

Dr.  John  H.  Barrett,  Houston:  It  is  extremely  dif- 
ficult to  open  the  discussion  of  a paper  that  has  so 


completely  covered  the  subject  as  Dr.  Sellers  has 
in  his  presentation.  The  term  chronic  suppurative 
tympanomastoiditis  is  more  descriptive  of  the  path- 
ologic process  than  any  of  the  other  titles  for  this 
disease.  Many  terms  in  otology  need  a revision. 
The  terms  “simple  radical”  and  “modified  radical 
mastoidectomy”  are  misleading  to  both  the  student 
and  physician.  A simple  mastoidectomy  is  far  from 
being  simple  and  in  most  cases  the  pathologic  Dis- 
turbance is  more  extensive  than  in  the  radical  mas- 
toidectomy when  the  disease  process  is  often  limited 
to  the  tympanum  and  mastoid  antrum.  The  term 
‘*complete  mastoidectomy”  should  be  the  name  of  this 
operation  and  the  term  “radical  mastoidectomy” 
should  be  changed  to  “tympanomastoidectomy.”  The 
modified  radical  mastoidectomy  is  really  a modified 
or  better  a conservative  tympanomastoidectomy. 

The  alteration  of  middle  ear  and  mastoid  disease 
by  chemotherapy  and  biotherapy  is  becoming  a more 
confusing  and  baffling  problem.  In  addition  to  the 
infections  caused  by  sulfa  and  penicillin  resistant  or- 
ganisms there  are  some  infections  in  which  the  viru- 
lence is  reduced  but  the  disease  process  is  not  en- 
tirely cured.  Cases  of  chronic  catarrhal  otitis  media 
have  developed  in  the  presence  of  these  therapeutic 
agents.  These  cases  also  show  lymphoid  hyper- 
plasia in  the  region  of  the  eustachian  orifices  and 
roentgen  study  of  the  mastoid  usually  reveals  some 
mastoiditis.  Treatment  of  the  eustachian  orifices 
by  radium  application  has  been  beneficial  in  many 
cases.  In  certain  cases  in  which  the  condition  has 
persisted  roentgen-ray  treatments  over  the  mastoid 
help.  It  will  be  interesting  to  examine  patients 
fifteen  or  twenty  years  from  now  and  see  if  there 
is  any  conductive  deafness  and  undeveloped  mastoids 
in  the  cases  of  acute  middle  ear  and  mastoid  infec- 
tions which  are  now  being  cured  by  chemotherapy 
and  penicillin. 

I agree  with  Dr.  Sellers  in  his  indications  for 
surgery.  In  such  cases  I attempt  to  explain  the  dis- 
ease process  and  possible  complications  to  the  pa- 
tient and  then  advise  him  that  I recommend  sur- 
gery and  am  prepared  to  do  it  whenever  he  is  ready. 
I prefer  the  endaural  approach  for  a tympano- 
mastoidectomy except  where  other  postauricular  sur- 
gery has  preceded  the  operation.  I believe  that  mag- 
nification with  a binocular  loupe  should  be  employed 
in  cleaning  the  structures  of  the  tympanum.  Most 
failures  in  the  so-called  radical  mastoidectomy  have 
been  due  to  improper  and  incomplete  removal  of 
infected  tissue  from  the  middle  ear  cavity.  Of 
equal  importance  is  the  removal  of  an  infected  tensor 
tympani  muscle.  Contracture  of  the  external  meatus 
is  a complication  of  the  endaural  approach  but  ca"° 
in  making  the  incisions  either  in  the  Lempert  tech- 
nique or  the  Shambaugh  modification  and  removal  of 
the  underlying  tissue  and  periosteum  will  reduce  the 
occurrence. 


FOUR  TYPES  OF  SURGERY  ABOUND 

Appendectomies,  tonsillectomies,  obstetric,  and 
gynecologic  procedures  account  for  approximately  60 
cents  out  of  every  $1  paid  to  physicians  by  Blue 
Shield  Plans  for  surgical  service,  according  to  Asso- 
ciated Medical  Care  Plans.  Beyond  these  major  cost 
items,  approximately  seventy  surgical  procedures 
will  absorb  86  per  cent  of  all  payments  to  physicians 
for  benefits  provided  under  the  average  surgical 
type  of  subscriber  contract. 

Standard  reporting  forms  are  being  completed  by 
the  Blue  Shield  national  office,  with  the  exception 
that  complete  actuarial  data  for  1948  will  be  re- 
ported and  tabulated  by  the  middle  of  1949,  thus 
fulfilling  one  of  the  major  functions  assigned  to  As- 
sociated Medical  Care  Plans  at  the  time  of  its  incor- 
poration in  1946. 
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THE  ROLE  OF  CALCIUM  IN 
BONE  DISORDERS 
JOHN  J.  HINCHEY,  M.  D. 

SAN  ANTONIO,  TEXAS 

Present  knowledge  of  bone  disorders  is  ex- 
tremely incomplete,  due  in  great  part  to  a 
lack  of  understanding  of  the  anatomy  and 
pathology  of  bone  itself.  Bone  cannot  be 
studied  until  decalcified ; as  a result  much 
valuable  information  is  lost.  Progress  is  now 
being  made  largely  from  a physico-chemical 
approach,  namely,  calcium  metabolism.  As 
a result  of  these  studies,  the  numerous  dis- 
orders once  classified  only  on  a roentgenol- 
ogic basis  may  now  be  divided  according  to 
etiology  ajid  mechanism  of  production. 

CALCIUM  METABOLISM 

A discussion  of  the  theories  and  relation- 
ships of  normal  calcium  metabolism  is  a re- 
quirement for  the  understanding  of  these 
mechanisms.  They  may  be  divided  into  four 
main  categories,  each  closely  related  to  and 
dependent  upon  the  others. 

Calcium  Absorption. — For  this  process  a 
number  of  prerequisites  must  be  fulfilled : 

1.  Adequate  intake.  On  the  average  from 

0.65  to  0.7  Gm.  daily,  though  it  may  equal 
from  1 to  2 Gm.  for  pregnant  women  or 
growing  children. 

2.  Optimal  intestinal  hydrogen  ion  con- 
centration. Calcium  tends  to  be  precipitated 
in  an  alkaline  medium. 

3.  A diet  of  not  more  than  10  per  cent 
fat  which  must  be  digested  completely;  bile 
salts  are  an  important  adjunct. 

4.  A correct  proportion  of  other  minerals. 
The  ratio  of  calcium  to  phosphates  should  be 
at  least  2 to  1.  Sodium,  potassium,  lead,  and 
magnesium  fnay  replace  calcium ; aluminum 
and  ferric  iron  may  free  it  for  absorption. 

5.  Amino  acids  are  thought  by  McCance 
and  others  to  increase  calcium  solubility  and 
absorption. 

6.  Vitamin  D in  normal  therapeutic  doses 
facilitates  calcium  absorption. 

Blood  Calcium. — This  category  concerns 
ionizable  calcium,  which  constitutes  55  per 
cent  of  total  blood  calcium  or  from  5 to  6.5 
mg.  per  100  cc.  of  blood.  It  is  affected  by: 

1.  Calcium  absorption,  which  has  already 
been  discussed. 

2.  Parathyroid  gland,  which  has  an  in- 
direct effect.  The  mechanisms  will  be  dis- 
cussed later. 

3.  The  acid-base  balance.  Solubility  of 
calcium  is  increased  in  acidosis  and  de- 
creased in  alkalosis. 

4.  Serum  phosphate,  which  has  a recipro- 
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cal  relationship.  The  other  elements  men- 
tioned under  absorption  may  in  addition  af- 
fect blood  calcium. 

5.  Hypervitaminosis  D produces  hyper- 
calcemia, the  calcium  being  mobilized  from 
the  bones. 

6.  The  remaining  45  per  cent  of  total 
blood  calcium  or  from  4 to  5 mg.  per  100  cc. 
of  blood  is  serum  calcium,  bound  to  plasma 
proteins  and  thus  nondiffusible. 

Calcium  Excretion. — Seventy-five  per  cent 
of  this  is  fecal,  representing  a constant  endo- 
genous amount  plus  unabsorbed  calcium. 
The  remaining  25  per  cent  is  renal  and  af- 
fected by : 

1.  Serum  calcium  level  as  discussed. 

2.  Other  elements,  as  already  discussed, 
may  also  affect  calcium  excretion. 

3.  Parathyroid.  One  of  the  primary  re- 
sults of  hyperparathyroidism  is  a lowering 
of  the  renal  threshold  for  phosphates.  This 
increases  their  excretion  with  consequent 
mobilization  of  calcium  phosphate  from  bone, 
producing  hypercalcemia  and  hypercalcinu- 
ria. 

4.  Thyroid.  In  contradistinction  to  Aub’s 
theory,  Robertson  has  recently  shown  that  in 
hyperthyroidism  the  renal  threshold  for  cal- 
cium is  lowered. 

Calcium  Metabolism  in  Bone. — This  is  not 
a static  process ; calcification  and  decalcifi- 
cation are  going  on  continuously  and  simul- 
taneously throughout  life.  The  exact  mechan- 
ism of  calcification  is  believed  to  be  that  ad- 
vanced by  Robinson,  that  is,  the  hydrolysis 
of  phosphoric  esters  by  an  enzyme,  phos- 
phatase, produces  a local  increase  in  phos- 
phate ions  which,  if  sufficient  calcium  be 
present,  causes  precipitation  of  calcium  phos- 
phate. Calcification  may  occur  directly  with- 
out this  enzyme  action  if  the  concentrations 
of  calcium  and  phosphates  are  sufficiently 
high.  Requirements  in  general  for  normal 
calcification  are  (1)  a suitable  organic  ma- 
trix with  a relatively  high  hydrogen  ion  con- 
centration and  containing  phosphatase  and 
(2)  an  adequate  blood  supply.  Vitamin  D 
is  thought  to  have  some  specific  effect  on 
this  phase  of  calcium  metabolism,  and  vita- 
min C is  believed  to  affect  the  formation  or 
stability  of  bone  phosphatase.  Estrogens  are 
known  to  produce  hyperossification  when 
given  experimentally,  and  Selye  has  demon- 
strated a direct  parathyroid  effect  on  bone 
itself. 

BONE  DISORDERS 

With  this  background  a consideration  of 
the  mechanisms  of  production  and  the  prin- 
ciples of  treatment  of  the  various  bone  dis- 
orders may  be  undertaken.  Symptomatic 
therapeutic  measures  will  not  be  discussed. 
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For  comparison,  schematic  diagrams  of  cal- 
cium metabolism  in  the  most  frequently  en- 
countered malacias  as  originated  by  Dr. 
Fuller  Albright  are  included.  Figure  la 
represents  the  normal. 

Senile  Osteoporosis  usually  occurs  in  wom- 
en beyond  the  menopause  and  particularly  in- 
volves the  spine  and  pelvis  although  it  is  a 
generalized  process.  It  is 
thought  to  be  due  to  a de- 
creased osteogenic  activity  of 
the  osteoblasts  without  a par- 
allel retardation  of  decalcifi- 
cation. Albright  separates 
women  under  65  years  of  age 
into  a premenopausal  and  a 
postmenopausal  group,  in  the 
latter  of  which  he  believes  the 
decreased  osteoblastic  activity 
is  the  result  of  estrogen  with- 
drawal. However,  such  an  eti- 
ology does  not  explain  its  ap- 
pearance after  the  age  of  65, 
nor  its  occurrence  in  males 
since  androgens  apparently  do 
not  have  the  same  effects  on 
bone.  The  calcium  metabolism 
is  shown  in  figure  lb.  Serum 
calcium  and  phosphates  and 
blood  alkaline  phosphatase  are 
all  within  normal  limits,  as 
are  calcium  and  phosphate  ex- 
cretion values.  Regarding 
therapy,  little  can  be  expected 
from  calcium,  phosphates,  and 
vitamin  D themselves,  al- 
though intake  should  be  ade- 
quate. Stilbesterol  has  pro- 
duced definite  improvement  in 
a fair  proportion  of  women 
under  65,  but  its  use  is  not 
without  dangers.  Aluminum 
acetate  has  been  used  empi- 
rically with  subjective  relief 
in  many  cases  and  occasional 
objective  signs  of  improve- 
ment ; its  means  of  doing  so  is 
unknown. 

Osteomalacia  is  seen  rather 
infrequently  in  this  country. 

The  underlying  mechanism  is 
a failure  of  calcification  of  the 
osseous  matrix  due  to  a lack 
of  availability  of  calcium.  The 
etiology  may  be  insufficient 
calcium  intake  as  in  repeated 
steatorrhea  or  sprue,  or  may 
be  a deficiency  of  vitamin  D. 

Calcium  metabolism  is  out- 
lined in  figure  lc.  Serum  cal- 
cium is  normal  or  slightly  de- 
creased, serum  phosphates 


usually  decreased,  and  blood  alkaline  phos- 
phatase generally  increased.  There  is  a de- 
creased excretion  of  calcium  and  phosphates. 
Therapy  consists  of  calcium,  phosphates,  and 
vitamin  D by  oral  and  parenteral  adminis- 
tration. Liu  and  Chu  reported  excellent  re- 
sults with  the  substitution  of  dihydrotachy- 
sterol  for  vitamin  D and  with  the  use  of  fer- 


OSTEOPOROSIS 


Fig.  1.  Schematic  diagrams  by  Dr.  Fuller  Albright  showing  the  differences  in 
normal  bone  metabolism,  osteoporosis,  osteomalacia,  and  osteitis  fibrosa  generalisata 
complicating  hyperparathyroidism. [After  Albright,  Smith,  and  Richardson:  Postmeno- 
pausal Osteoporosis,  J.A.M.A.  116:2465-2474  (May  31)  1941.]  A,  body  limits;  B,  body 
fluid  ; C,  body  serum,  a compartment  of  body  fluid  easy  to  tap  for  analysis  ; D,  bone 
mass  with  two  surfaces,  one  at  which  bone  is  being  resorbed  and  one  at  which  it  is 
being  laid  down  ; E,  arrow  indicating  by  its  size  the  rate  of  calcium  and  phosphorus 
resorption  ; F,  osteoclast ; G,  rate  of  calcium  and  phosphorus  deposition  ; H,  osteoblast 
laying  down  osteoid  (/)  ; J,  calcium  and  phosphorus  entering  the  body  from  the 
gastro-intestinal  tract ; K,  calcium  and  phosphorus  leaving  the  body  by  the  kidneys 
and  other  exits  ; L,  syringe  for  obtaining  serum  for  analysis  ; M,  blood  values  (n, 
normal;  high;  and  — , low). 

a.  Normal.  Note  that  the  deposition  of  calcium  and  phosphorus  (G)  equals  the 
resorption  (E)  and  that  part  of  the  latter  goes  back  into  the  bone. 

b.  Osteoporosis.  Note  the  decrease  in  bone  mass  (D i),  the  primary  hyperplasia 
of  osteoblasts  (Hi),  the  decreased  deposition  of  osteoid  (/i),  the  decreased  deposition 
of  calcium  and  phosphorus  (Gi),  the  increased  excretion  of  calcium  and  phosphorus 
(K\) , and  the  normal  blood  values  (Mi). 

c.  Osteomalacia.  Note  the  decrease  in  bone  mass  ( Z>_- ) , the  hyperplasia  of  osteo* 
blasts  ( H-2 ) because  of  increased  stresses  and  strains,  the  increased  deposition  of 
osteoid  (I2)  inadequately  calcified  because  of  the  low  serum  calcium  and  phosphorus 
values,  the  decreased  deposition  of  calcium  and  phosphorus  (G2),  the  grimary  diffi- 
culty in  absorbing  calcium  and  phosphorus  from  the  gastro-intestinal  tract  (J2).  and 
the  abnormal  blood  values  (M2). 

d.  Osteitis  Fibrosa  Generalisata  Complicating  Hyperparathyroidism.  Note  the 
excretion  of  calcium  and  phosphorus  in  the  urine  (Kx) , the  increased  resorption  of 
calcium  and  phosphorus  (Ex),  the  increase  of  osteoclasts  (F3) , the  decreased  bone 
mass  (Ds),  the  increased  bone  formation  by  osteoblasts  (lx)  because  of  increased 
stresses  and  strains,  the  increased  deposition  of  calcium  and  phosphorus  (Gx)  because 
the  serum  is  not  undersaturated  in  respect  to  calcium  phosphate,  and  the  high  phos- 
phatase level  (M3). 
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ric  iron ; the  latter  combines  with  negative 
ions  in  the  gastro-intestinal  tract,  thus  re- 
leasing free  calcium  ions  for  absorption. 

Hyperparathyroidism  generally  occurs  in 
young  to  middle-aged  women.  In  the  past 
ten  to  fifteen  years  realization  of  its  occur- 
rence without  bone  changes  has  brought 
about  a marked  increase  in  diagnosis.  The 
parathyroid  pathology  may  be  either  an  ade- 
noma or  a generalized  hyperplasia  which  is 
usually  of  the  Wasserhelle  type.  Figure  Id 
schematically  represents  calcium  metabolism. 
The  means  of  action  is  thought  to  be  a low- 
ering of  the  renal  threshold  for  phosphates, 


Hyperthyroidism,  according  to  the  recent 
work  of  Robertson,  involves  the  mechanism 
of  lowering  the  renal  threshold  for  calcium 
itself.  This  increases  the  calcium  require- 
ment directly,  which  may  be  satisfied  by  ade- 
quate intake  and  absorption  or  may  deplete 
the  bony  storehouse.  Serum  calcium  is  nor- 
mal or  decreased,  serum  phosphates  are  nor- 
mal or  increased  and  blood  alkaline  phos- 
phatase is  increased.  Hypercalcinuria  and 
hyperphosphaturia  are  found.  Ordinarily 
hyperthyroidism  must  be  present  over  a pe- 
riod of  at  least  five  years  to  produce  notice- 
able osteoporosis.  Therapy  is  directed  at  the 
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Fig.  2.  Diagrammatic  representations  of  the  usual  character- 
istics of  several  bone  disorders : 

Senile  osteoporosis — elderly  woman,  back  pain  and  deformity, 
blood  chemistry,  urinary  calcium. 

Osteomalacia—  may  be  undernourished  female  with  frequent 
pregnancies  or  may  be  foul-smelling  stools  of  steatorrhea,  blood 
chemistry. 


Hyperparathyroidism — relatively  young  asthenic  woman,  renal 
colic,  tendency  to  fractures,  blood  chemistry,  urinary  calcium. 

Renal  rickets — young  child,  bow  legs,  thick  ankles  and  wrists, 
short  thick  hands  and  feet,  square  skull,  blood  chemistry,  urinary 
calcium. 

Paget’s  disease — elderly  male,  large  head,  bowed  femora  and 
thick  bowed  tibiae,  tendency  to  secondary  osteogenic  sarcoma, 
blood  chemistry,  urinary  calcium. 


thus  depleting  blood  phosphates.  Mobiliza- 
tion of  phosphates  from  the  bone  as  calcium 
phosphate  will  thus  increase  serum  calcium 
and  urinary  calcium.  There  is  present  hyper- 
calcemia, hypercalcinuria,  hypophosphate- 
mia, and  hyperphosphaturia.  Blood  alkaline 
phosphatase  is  increased.  If  there  is  an  ade- 
quate intake  and  absorption  of  calcium  and 
phosphates  to  maintain  normal  blood  levels, 
the  bones  are  unaffected.  This  is  now  most 
frequently  the  case.  Therapy  consists  of  re- 
moval of  the  adenoma  or  of  most  of  the 
hyperplastic  parathyroid  tissue.  Calcium, 
phosphates,  and  vitamin  D are  given  in  ad- 
dition. 


gland  itself,  with  administration  of  calcium, 
phosphates,  and  vitamin  D as  useful  ad- 
juncts. 

Renal  Rickets  is  the  outstanding  malacia 
seen  in  children.  There  are  varied  mechan- 
isms and  pathology  producing  this  picture, 
although  the  underlying  etiology  is  chronic 
renal  insufficiency.  Acidosis  plays  a part  in 
these  cases.  In  addition,  phosphate  retention 
reduces  blood  calcium,  and  increased  phos- 
phate excretion  into  the  bowel  decreases  cal- 
cium absorption.  Thus  calcium  from  the 
bones  is  utilized.  Serum  calcium  is  usually 
normal,  serum  phosphates  are  elevated,  and 
blood  alkaline  phosphatase  is  increased. 
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Therapy  is  a difficult  problem  since  the 
chronic  renal  insufficiency  is  intractable. 
Generally  recommended  is  a diet  high  in  cal- 
cium and  low  in  phosphates.  Vitamin  D has 
been  used  in  addition,  though  Liu  and  Chu 
have  recommended  dihydrotachysterol  (AT- 
10)  instead.  They  suggested  also  the  admin- 
istration of  ferric  iron  to  combine  with  phos- 
phates and  other  negative  ions  forming  in- 
soluble compounds  and  thus  to  increase  free 
calcium  ions  for  absorption. 

Osteitis  Deformans,  originally  described 
by  Sir  James  Paget  in  1876,  has  an  unknown 
etiology.  Presently  advanced  theories  in- 
clude (1)  a local  destructive  process  followed 
by  compensatory  new  bone  formation  and 
(2)  exhaustion  hypoparathyroidism.  The  en- 
tity involves  men  beyond  middle  age  predom- 
inantly and  is  noted  for  its  chronicity.  Re- 
cently the  number  of  monostotic  cases  have 
increased,  probably  because  of  increased  use 
of  roentgen  ray  as  well  as  better  recognition. 
Blood  and  urinary  findings  as  regards  cal- 
cium and  phosphates  are  within  normal  lim- 
its. Blood  alkaline  phosphatase  is  elevated 
and  frequently  markedly  so,  its  most  extreme 
values  being  seen  in  Paget’s  disease.  Ther- 
apy has  brought  about  indifferent  results. 
Calcium,  phosphates,  and  vitamin  D seem  to 
have  been  of  little  value,  and  they  brought 
extensive  metastatic  calcification  in'  1 case 
reported  by  Wells  and  Holley.  Reifenstein 
and  Albright  have  pointed  out  a similar  dan- 
ger following  prolonged  immobilization. 
Roentgen  therapy  has  been  used  to  control 
pain  in  the  few  cases  requiring  it.  Vaccines 
of  various  types  have  been  advanced  from 
time  to  time.  Recently,  aluminum  acetate 
has  been  used  empirically  with  subjective 
improvement. 

There  is  a constant  addition  to  the  list  of 
bone  malacias.  The  osteosclerosis  of  fluorine 
etiology,  seen  in  cryolite  workers  or  in  per- 
sons drinking  water  containing  greater  than 
1 part  per  million  of  fluorine,  is  now  well 
recognized.  And  physicians  are  becoming 
aware  of  the  osteoporosis  seen  in  approxi- 
mately 2 per  cent  of  hypertensive  patients 
under  potassium  thiocyanate  therapy,  prob- 
ably the  most  recent  addition  to  the  group 
and  for  which  attempts  are  at  present  being 
made  to  work  out  the  mechanism  of  produc- 
tion. 

However,  understanding  of  these  probems 
is  far  from  complete.  Most  of  the  theories  of 
calcium  metabolism,  normal  and  abnormal, 
are  unproved.  Therapy  is  specific  in  only  a 
few  of  these  disorders  and  produces  indif- 
ferent results  in  the  others.  And  there  still 
remains  a group,  such  as  osteogenesis  im- 
perfecta and  osteopetrosis,  about  which  noth- 
ing of  the  underlying  metabolism  or  pathol- 


ogy is  known.  Much  progress  has  been  made 
in  the  understanding  of  bone  from  a physico- 
chemical standpoint ; much  more  remains  in 
the  offing. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Ben  DuBilier,  Austin:  Any  patient  presenting 
the  roentgenographic  evidence  of  multiple  cystic 
lesions  or  even  a localized  cystic  lesion  should  be  sub- 
jected to  calcium  phosphorus  and  phosphatase 
studies.  Dr.  Hinchey  has  stressed  the  importance 
of  calcium  determinations.  Although  he  has  not 
placed  as  much  emphasis  on  the  phosphorus  deter- 
mination he  has  stated  that  there  is  an  important 
reciprocal  relationship  between  calcium  and  phos- 
phorus levels.  Only  when  there  is  kidney  impair- 
ment does  this  relationship  change  and  this  is  an 
important  feature  of  secondary  hyperparathyroidism. 
Important  bearings  upon  treatment  and  prognosis 
will  ensue  from  this  differentiation. 

In  hyperthyroidism  there  is  an  increased  excretion, 
not  only  of  calcium  but  also  of  protein.  Dr.  Hinchey 
has  mentioned  the  intimate  relationship  of  non- 
diffusible  calcium  and  protein.  Is  it  possible  that  the 
protein  excretion  is  really  the  cause  for  the  calcium 
excretion  ? 

Another  point  of  interest  relating  to  the  protein- 
calcium  ratio  is  that  in  some  hypocalcemic  states, 
if  a correction  were  made  for  the  low  serum-protein, 
a true  hypercalcemia  might  exist. 

The  underlying  mechanism  of  osteomalacia,  as 
suggested,  is  a failure  of  calcification  of  the  osseous 
matrix.  Could  this  mechanism  rather  be  a washing- 
out  of  calcium  from  a healthy  matrix,  dependent  on 
a lack  of  vitamin  D?  These  patients  make  good 
response  to  vitamin  D therapy. 

The  detoxifying  efforts  of  the  bone,  particularly 
to  lead,  radium,  arsenic,  and  fluorine,  should  be  kept 
in  mind. 
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We  are  grateful  to  Dr.  Hinchey  for  his  analysis 
of  the  physico-chemical  status  of  calcium  metabolism. 
A careful  analysis  of  calcium  in  relation  to  phos- 
phorous is  a definite  aid  to  the  radiologist  in  eval- 
uating osteoporotic  and  cystic  bone  lesions. 

CHRONIC  INFLAMMATORY  LESIONS 

OF  BONE  RESEMBLING  NEOPLASMS 

REPORT  OF  3 CASES 

LOUIS  W.  BRECK,  M.  D., 

W.  COMPERE  BASOM,  M.  D., 

M.  S.  HART,  M.  D.,  and 
JAMES  R.  HERZ,  M.  D. 

EL  PASO,  TEXAS 

It  is  sometimes  astounding  how  much  an 
inflammatory  lesion  can  resemble  a bone 
tumor  and  the  authors  wish  to  report  3 cases 
in  which  "the  differentiation  was  impossible 
clinically  and  radiologically.  In  2 of  these 
cases  a tumor  was  believed  to  be  the  most 
likely  diagnosis  and  an  inflammatory  pro- 
cess was  considered  in  the  differential  diag- 
nosis. In  the  third  case  a neoplasm  was  the 
only  diagnosis  seriously  considered. 

With  chemotherapy  using  the  sulfona- 
mides and  penicillin,  cases  of  aborted  acute 
hematogenous  osteomyelitis  frequently  de- 
velop roentgen-ray  changes  closely  simulat- 
ing bone  tumors,  and  the  surgeon  must  con- 
stantly be  on  guard  to  keep  from  making  a 
diagnostic  error  and  to  keep  from  overlook- 
ing a developing  tumor.  None  of  the  3 cases 
being  reported,  however,  had  received  any 
chemotherapy  before  being  subjected  to 
biopsy.  None  of  the  cases  ever  suppurated, 
and  yet  they  all  were  inflammatory  in  na- 
ture, being  periostitis  or  osteoperiostitis. 

While  sclerosing  nonsuppurative  lesions 
about  the  long  bones  are  not  too  uncommon, 
there  is  a type  of  case  resembling  a bone 
tumor  wherein  there  is  not  only  the  scleros- 
ing feature  of  the  periosteum,  but  the  appear- 
ance of  the  medullary  cavity  also  leads  the 
physician  to  suspect  a more  malignant  lesion 
than  actually  exists.  This  type  of  lesion  is 
not  frequently  described  in  the  literature. 

It  is  true  these  cases  at  first  glance  appear 
to  be  related  to  the  nonsuppurative  perios- 
titis of  Garre.  However,  careful  evaluation 
of  the  differential  elements  that  go  to  make 
up  the  latter  will  show  a marked  difference. 
Also,  they  might  be  suspected  to  be  cases  of 
chronic  osteomyelitic  processes  with  areas  of 
lesser  density  in  the  shaft  that  simulate  cavi- 
ties. There  is  a marked  difference  from  them, 
however. 

While  each  of  the  3 cases  presented  is  dis- 
similar in  roentgen-ray  appearance,  they  are 
similar  histopathologically.  They  seem  to  fall 
into  no  particular  classification  of  the  perios- 
titides  as  currently  described  in  texts  and 
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literature  on  pathology.  They  were  a non- 
suppurative, nonspecific  inflammation  of 
bone.  The  cases  are  presented  for  their  in- 
terest as  diagnostic  problems.  Each  case  has 
been  followed  for  over  a year  following  the 
biopsy  and  has  had  a cure  clinically  with  re- 
lief of  symptoms. 

CASE  REPORTS 

Case  1. — E.  F.,  a 13  year  old  Mexican  boy,  was 
first  seen  on  May  6,  1946.  He  complained  of  pain 
in  his  left  leg  for  three  months;  and  pain  with 
swelling  one  month  prior  to  being  seen.  His  pain 
was  worse  at  night,  was  constant,  and  extended  from 
the  tibial  tubercle  to  the  dorsujn  of  the  foot. 

On  physical  examination  there  was  tenderness  and 
swelling  over  the  upper  and  middle  one-third  of  the 
left  tibia.  The  child  appeared  undernourished,  and 
his  mother  stated  he  had  lost  10  pounds  of  weight 
in  the  past  month.  There  were  scattered  rales 
throughout  the  chest.  Considerable  mucopurulent 
postnasal  discharge  was  present.  His  temperature 
was  normal.  There  were  no  other  significant  find- 
ings. 

Laboratory  findings  were  as  follows:  The  leu- 
kocyte count  was  8,900,  with  71  per  cent  polymor- 
phonuclear cells.  The  red  blood  cells  and  hemo- 
globin were  normal.  The  urine  examination  was 
not  significant.  Repeated  Kahn  tests  were  negative. 
The  typhoid  agglutination  was  positive  in  a titer 
of  1:80. 

Roentgenographic  examinations  of  the  left  tibia 
revealed  a dense  fusiform  enlargement  of  the  cortex 
of  the  upper  third  of  the  left  tibia  without  evidence 
of  destruction  or  reaction.  In  the  chest  roentgeno- 
gram there  was  extensive  bronchial  thickening  in 
both  lungs,  with  a few  calcified  nodes  in  the  hilium 
areas,  but  without  evidence  of  any  activity  of  the 
lesions. 

On  May  20  the  area  of  the  tumor  was  explored. 
There  was  thickening  and  proliferation  of  the  per- 
iosteum. The  bone  was  soft  on  cutting  it.  A speci- 
men of  pinkish-gray,  firm,  cancellous  and  cortical 
bone  8 mm.  in  diameter  was  removed  with  the 
periosteum.  Microscopic  examination  revealed  no 
changes  in  cancellous  or  cortical  bone.  There  was 
marked  fibrocytic  hyperplasia  of  the  periosteum 
with  eosinophylic  myelocytes,  leukocytes,  plasma 
cells,  and  hyperchromic  fibrocytes.  There  were  many 
newly  formed  vessels  lined  by  swollen  endothelial 
cells.  There  was  no  evidence  of  new  bone  formation 
or  neoplasia.  Microscopically,  the  diagnosis  was 
fibrosis  and  granulation. 

The  operative  wound  healed  without  infection. 
There  was  relief  of  pain  within  one  week  of  opera- 
tion. The  patient  was  discharged  to  return  at  in- 
tervals for  follow  up.  On  November  4 roentgenogra- 
phic examination  revealed  regression  of  the  fusi- 
form enlargement  and  only  slight  spindling  re- 
mained. The  patient  remained  symptom  free  and  at 
the  time  of  his  last  examination  over  a year  after 
the  original  onset  of  his  symptoms  he  had  no  com- 
plaints and  the  leg  was  normal  on  examination. 

The  differential  diagnosis  between  this 
case  and  Ewing’s  tumor  was  most  difficult 
to  make  as  far  as  the  roentgenogram  and  the 
clinical  appearance  of  the  patient  were  con- 
cerned. A biopsy  was  really  the  only  way  to 
make  an  accurate  differential  diagnosis. 
Other  things  which  should  be  considered  in 
the  differential  diagnosis  in  this  case  are 
osteogenic  sarcoma  of  the  sclerosing  type  in- 
volving chiefly  the  periosteum,  typhoid  infec- 
tion of  the  bone,  and  syphilis. 
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Case  2. — P.  C.,  a 58  year  old  man,  was  first  seen 
on  April  16,  1946.  He  complained  of  a painful  right 
foot.  He  had  had  pain  for  one  month.  Questioning 
as  to  other  episodes  revealed  that  he  had  had  pain- 
ful arches  off  and  on  for  years. 

Physical  examination  revealed  tenderness  and  pain 
on  standing  about  the  longitudinal  and  metatarsal 
arch  of  the  right  foot.  The  longitudinal  arch  was 
moderately  depressed. 

A support  with  a longitudinal  and  metatarsal 
component  was  prescribed.  The  patient  became  slowly 
worse,  developing  pain  over  the  right  third  meta- 
tarsal bone  and  slight  swelling  of  the  dorsum  of  the 
foot. 

Roentgenographic  examination  June  13  revealed 
an  unusual  lesion  of  the  anterior  one-third  of  the 
right  third  metatarsal  bone.  There  was  an  area  of 


patient  did  well  following  the  operation  and  after 
about  six  months  was  nearly  relieved  of  his  pain. 
At  the  end  of  a year  he  still  had  a litttle  chronic 
low  grade  pain  in  his  arches  but  was  not  disabled. 
The  last  roentgenogram  made  six  months  after  oper- 
ation showed  good  repair  of  the  bony  lesion. 

In  the  differential  diagnosis  in  this  case 
an  osteogenic  sarcoma  would  be  the  most 
likely  diagnosis.  In  this  particular  case,  an 
inflammatory  lesion  was  considered  a likely 
possibility  and  a march  fracture  was  also 
seriously  considered  as  a diagnosis.  There  is 
a remote  possibility  that  this  case  could  be  a 
march  fracture  but  radiologically  there  was 


Fig.  1.  Case  1.  A chronic  non- 
suppurating  inflammatory  lesion  of 
bone  closely  resemble  a Ewing’s 
endothelial  myeloma  in  a 13  year  old 
boy.  No  suppuration  ever  occurred. 


Fig.  2.  Case  2.  A chronic  nonsuppurative  lesion  Fig.  3.  Case  3.  A chronic  non- 
of  a metatarsal  bone  in  a 58  year  old  man.  No  suppurative  destructive  process  of 
suppuration  ever  occurred.  the  distal  fibular  epiphysis  in  a 3 

year  old  boy.  This  lesion  closely  re- 
sembled an  osteolytic  osteogenic 
sarcoma.  No  suppuration  ever  oc- 
curred. 


cortical  bone  destruction,  with  periosteal  reaction, 
and  involvement  of  the  medullary  canal  as  well.  The 
picture  was  not  characteristic  of  either  march  frac- 
ture, inflammation,  or  neoplasm.  The  chest  revealed 
no  pathologic  process.  Laboratory  examination  of 
the  blood  and  urine  was  not  significant  and  the  Kahn 
test  was  negative. 

On  July  18  a biopsy  was  done,  along  with  a partial 
excision  of  the  lesion.  There  was  a fusiform,  infil- 
trative, discrete  process  about  the  proximal  one-third 
of  the  metatarsal  shaft  involving  the  cortex.  The 
periosteum  was  thick.  The  gross  appearance  was  that 
of  a granulating  process.  Microscopic  examination 
of  the  tissue  revealed  compact  hyalinized  fibrous 
tissue  with  focal  areas  of  lymphocytic  infiltration. 
Thick  walled  vessels  were  prominent.  Examination 
after  decalcification  of  the  bone  showed  small  islands 
of  necrosis.  Other  areas  showed  fibrocytic  hyper- 
plasia with  minimal  leukocytic  infiltration.  There 
was  no  evidence  of  neoplasia.  The  microscopic  diag- 
nosis was  chronic  inflammation. 

The  operative  wound  healed  uneventfully.  The 


too  much  erosion  and  pitting  of  the  bone  and 
microscopically  the  changes  were  not  those 
to  be  expected.  A mixed  osteolytic,  osteo- 
plastic type  of  osteogenic  sarcoma  would  give 
a roentgen-ray  picture  much  like  this  one. 
Other  things  to  be  considered  in  the  differen- 
tial diagnosis  of  this  case  would  be  metas- 
tatic carcinoma  and  some  other  type  of  in- 
flammatory process  in  the  bone. 

Case  3. — J.  E.  W.,  a 3 year  old  white  boy,  was  first 
seen  on  April  11,  1946.  The  mother  stated  the  child 
had  had  a tender,  painful  left  ankle  since  a twisting 
injury  on  February  6. 

On  physical  examination  there  was  tenderness  and 
moderate  swelling  about  the  external  malleolus  of  the 
left  ankle  joint.  The  child  limped  and  resisted  ef- 
forts to  move  the  ankle  through  a full  range  of  mo- 
tion. The  temperature  was  normal  and  his  general 
condition  was  good.  Laboratory  examinations  of  the 
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blood  and  urine  were  not  significant.  The  Kahn  test 
was  negative. 

Roentgenographic  examination  revealed  an  irregu- 
lar destructive  process  without  evidence  of  bony  reac- 
tion, involving  the  distal  fibular  epiphyseal  line,  the 
tip  end  of  the  fibula,  and  distal  portion  of  the  meta- 
physis.  There  was  moderate  osteoporosis.  The  chest 
roentgenogram  revealed  no  pathologic  process. 

On  April  12  a biopsy  of  the  region  was  done.  A 
tumor-like  substance  was  found,  discrete,  noninva- 
sive,  white,  and  of  a cartilaginous  consistency.  Mi- 
croscopic examination  of  several  sections  showed  car- 
tilage of  an  adult  pattern,  with  the  cells  uniform 
and  in  orderly  alignment.  The  periosteum  was  thick- 
ened, accompanied  by  increased  vascularity.  The 
larger  vessels  showed  thickening  of  the  adventitia; 
the  smaller  vessels  showed  swelling  of  endothelial 
cells.  There  was  leukocytic  infiltration  with  small 
lymphocytes.  The  process  was  of  endarteritis  and 
chronic  periostitis,  without  evidence  of  neoplasia  in 
any  of  numerous  sections  studied. 

The  postoperative  course  was  uneventful.  The  foot 
was  immobilized  in  a short  leg  plaster  cast  and  the 
symptoms  soon  disappeared.  Subsequent  check-ups 
found  the  patient  to  be  asymptomatic.  Roentgeno- 
graphic examination  on  December  18  showed  good 
repair  of  the  destructive  process  with  considerable 
irregularity  still  present. 

Reexamination  clinically  at  the  end  of  one  year 
revealed  a normal  ankle;  the  patient  had  no  symp- 
toms and  he  walked  without  a limp. 

This  particular  case  was  considered  to  be 
in  all  probability  an  osteogenic  sarcoma. 
With  the  involvement  primarily  in  the  re- 
gion of  the  epiphyseal  line  and  with  a good 
deal  of  involvement  of  the  epiphysis,  the  pri- 
mary diagnosis  of  an  inflammatory  lesion 
was  not  considered  likely  by  the  authors  al- 
though this  is  what  it  turned  out  to  be.  An 
osteolytic  destructive  process  of  this  type 
seemed  to  be  most  likely  due  to  an  osteogenic 
sarcoma.  A Ewing’s  tumor  was  considered 
as  a second  possibility.  Even  at  the  time  of 
operation  the  gross  appearance  of  the  tissue 
was  suggestive  of  an  osteogenic  sarcoma  and 
it  was  not  until  a careful  study  of  the  ma- 
terial was  done  that  neoplasm  could  be  en- 
tirely ruled  out. 

DISCUSSION 

The  radiologic  and  clinical  diagnosis,  as 
well  as  the  histopathologic  diagnosis  of  bone 
lesions  remains  one  of  the  most  difficult  of 
diagnostic  problems  in  spite  of  the  excellent 
work  of  the  Bone  Tumor  Registry.  The  cor- 
relation and  evaluation  of  all  available  in- 
formation is  essential  and  requires  the  full 
cooperation  of  the  surgeon,  radiologist,  and 
pathologist. 

The  use  of  sulfonamides,  penicillin,  and 
streptomycin  has  complicated  the  problem  of 
differential  diagnosis  not  only  for  the  ra- 
diologist but  for  the  pathologist,  and  we  may 
expect  to  see  more  unusual  and  atypical  cases 
with  the  continued  use  of  chemotherapy. 

The  cases  presented  in  this  paper  demon- 
strate clearly  that  no  matter  how  sure  the 
physician  may  feel  that  he  is  correct  in  a 


diagnosis  of  a neoplasm,  radical  treatment 
should  never  be  instituted  without  a biopsy 
in  which  an  adequate  amount  of  tissue  is  re- 
moved and  carefully  studied  by  a competent 
pathologist.  Small  fragments  of  soft,  struc- 
tureless, grumous  material  are  not  satisfac- 
tory for  study  and  the  biopsy  should  be  large 
enough  to  include  firm  periosteal  tissue, 
cortical  bone,  and  medullary  structure  if 
possible. 

The  differential  diagnosis  in  the  3 cases 
presented  was  extremely  difficult  and  the 
diagnosis  of  neoplasm  was  favored  over  an 
inflammatory  process  until  the  biopsy  prov- 
ed the  true  nature  of  the  lesion.  In  addition 
to  the  malignant  lesions  that  are  frequently 
mistaken  for  an  inflammatory  process 
other  conditions  that  are  confusing  include : 
osteoid-osteoma ; monostatic  fibrous  dys- 
plasia ;9  localized  osteitis  fibrosa  cystica ; sub- 
periosteal hemorrhage  of  scurvy ; and  the 
classical  sclerosing  osteomyelitis  of  Garre. 

We  believe  that  it  might  be  advisable  to 
register  all  atypical  inflammatory  lesions  of 
bone  with  the  Bone  Tumor  Registry  so  that 
the  peculiar  characteristics  of  the  nonspe- 
cific and  specific  lesions  might  be  correlated 
just  as  the  neoplasms  of  bone  have  been. 
This  would  also  be  of  value  in  proper  classi- 
fication of  the  inflammatory  group  of  bone 
lesions  as  well  as  that  poorly  understood 
group  of  bone  lesions  that  are  now  being  clas- 
sified as  “fibrous  dysplasias.” 

SUMMARY 

Three  cases  of  somewhat  different  types 
of  chronic  inflammatory  lesions  are  present- 
ed to  show  the  difficulty  frequently  en- 
countered in  making  a differential  diagnosis 
between  an  inflammatory  lesion  and  a neo- 
plasm. 

One  of  these  cases  looked  much  like  a 
Ewing’s  tumor  of  the  shaft  of  the  tibia ; the 
second  case  looked  like  an  osteogenic  sarcoma 
of  the  shaft  of  the  metatarsal  bone;  and  the 
third  case  resembled  an  osteogenic  sarcoma 
of  the  end  of  the  fibula  in  a child. 

The  differential  diagnostic  points  in  these 
cases  are  brought  out  by  the  case  histories 
and  discussions. 

The  importance  of  making  a careful  biopsy 
before  instituting  radical  treatment  in  a 
case  of  suspected  malignancy  of  the  bone  is 
pointed  out. 
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ABSTRACT  OF  DISCUSSION 

Dr.  J.  L.  Goforth,  Dallas:  These  3 cases  not  only 
illustrate  well  the  difficulties  which  sometimes  re- 
tard diagnosis  in  border  line  lesions,  but  also  direct 
attention  to  the  bizarre  tissue  reactions  which  may 
follow  chemotherapy  and  antibiotic  therapy.  Certain- 
ly, as  has  been  emphasized  in  the  paper,  the  patient’s 
interests  demand  always  the  first  consideration;  and 
when  surgeon,  clinician,  roentgenologist,  and  pathol- 
ogist work  cooperatively  together,  the  patient  is 
given  the  best  chance  for  the  earliest  institution  of 
curative  treatment.  Diagnostic  problems  of  this  kind 
do  not  belong  to  any  one  specialty  in  medicine. 

To  the  physician  who  assumes  the  responsibility 
of  treating  obscure  bone  lesions,  the  guiding  infor- 
mation which  may  come  from  the  detailed  re-taking 
of  history;  from  the  more  frequent  use  of  laboratory 
aids  in  diagnosis,  such  as  sedimentation  rate  deter- 
minations, special  biochemical  studies,  and  critical 
study  of  the  differential  blood  count;  and  from  cytol- 
ogic and  bacteriologic  studies  (which  may  be  con- 
veniently carried  out  at  the  time  of  taking  a speci- 
men for  biopsy,  will  occasionally  prove  to  be  thor- 
oughly satisfying.  I know  of  one  instance  in  which 
the  diagnosis  of  eosinophilic  granuloma  of  bone 
was  established  by  cytologic  study  of  material  ob- 
tained by  aspirating  a rib  lesion  for  culture  purposes, 
and  of  another  instance  in  which  small  fragments  of 
granulation-like  tissue,  obtained  from  an  iliac  lesion 
at  the  time  culture  studies  were  being  made,  revealed 
osteolytic  osteogenic  sarcoma  histologically.  In  this 
last  case,  the  roentgenograms  presented  the  charac- 
teristic picture  of  an  inflammatory  lesion. 


LOW  MORTALITY  AMONG  SPECIALISTS 
The  mortality  rate  of  physicians  who  specialize 
is  30  per  cent  lower  than  that  of  general  practition- 
ers, according  to  a report  by  Louis  I.  Dublin,  Ph.D., 
and  Mortimer  Spiegelman  which  appears  in  the 
August  21  issue  of  The  Journal  of  the  American 
Medical  Association.  The  two  statisticians  are  from 
the  Metropolitan  Life  Insurance  Company,  New  York 
City.  Their  report  is  based  upon  data  from  the 
American  Medical  Directory. 

Commenting  upon  the  lower  mortality  of  special- 
ists, they  say  that  the  rate  “may  arise  from  the  self 
selection  of  the  healthier  physicians  to  continue 
their  studies,  from  higher  income  levels,  from  more 
favorable  conditions  of  work,  and  from  better  op- 
portunities for  better  medical  care. 


PHYSICIANS  NUMBER  199,755 
The  Bureau  of  Medical  Economic  Research  of  the 
American  Medical  Association  estimates  that  there 
were  199,755  physicians  in  the  United  States  as  of 
June  1,  1948.  Frank  G.  Dickinson,  Ph.  D.,  director 
of  the  Bureau,  says  in  an  article  which  appears  in 
the  August  21  issue  of  The  Journal  of  the  American 
Medical  Association  that  this  number  is  17  per  cent 
greater  than  the  170,163  physicians  shown  in  the 
1940  A.M.A.  Directory,  The  population  of  the  Unit- 
ed States  has  increased  only  12  per  cent  since  1940. 


STUDIES  IN  THE  LABORATORY 
DIAGNOSIS  OF  CHANCROID 
DISEASE 

PRELIMINARY  REPORT 
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Fourth  Army  Area  Medical  Laboratory 
Brooke  Army  Medical  Center 
FORT  SAM  HOUSTON,  TEXAS 

Studies  on  the  laboratory  diagnosis  of 
chancroid  were  initiated  this  year  at  the 
Fourth  Army  Area  Medical  Laboratory, 
Brooke  Army  Medical  Center,  Fort  Sam 
Houston,  Texas,  because  our  observation  had 
been  that  the  diagnosis  was  ordinarily  deter- 
mined by  a process  of  exclusion,  which  con- 
sisted of  repeated  darkfield  examinations  for 
spirochetes.  If  results  were  negative,  diag- 
nosis of  chancroid  or  lymphogranuloma  vene- 
reum was  made  based  on  clinical  manifesta- 
tions. 

Others  have  noted  similar  difficulties.  For 
example,  chancroid  disease  was  a consider- 
able problem  in  our  occupational  troops  in 
the  Philippines  during  1945-1946.  A study 
of  contacts  reported  by  Trussed7  of  the  Nine- 
teenth Medical  General  Laboratory  in  Manila 
indicated  that  many  of  the  women  demon- 
strated chancroid  lesions  which  were  nega- 
tive for  spirochetes  on  darkfield  examina- 
tion ; findings  on  direct  smear  were  typical  of 
Hemophilus  ducreyi.  A Venereal  Disease 
Commission,10  recommended  by  Dr.  Earl 
Moore,  War  Department  consultant,  confirm- 
ed Trussell’s  findings:  the  suspected  lesions 
in  the  women  were  caused  by  H.  ducreyi. 
Skin  tests  in  both  men  and  women  with  the 
Ducrey  vaccine  were  usually  positive  in  these 
cases  where  there  was  involvement  of  the  fe- 
moral lymph  nodes,  but  not  where  there  were 
only  early  lesions  of  the  genitalia.  Other 
writers4  point  out  that  a lesion  must  be 
present  at  least  five  to  fifteen  days  before 
the  skin  test  becomes  positive.  The  Commis- 
sion found  further  that  the  lesions  responded 
readily  to  sulfadiazine  treatment,  given 
locally  or  systemically. 

Dr.  O.  Teague,  an  early  worker  with  this 
disease  in  Panama,  was  one  of  the  first  to 
culture  the  organism  from  chancroid  lesions, 
and  used  a medium  composed  of  inactivated, 
clotted  rabbit's  blood.8  The  contaminating 
organisms  with  this  medium  were  so  nu- 
merous that  the  identification  of  H.  ducreyi 
was  made  difficult.  Various  other  culture 
media  have  been  used,  such  as  Martin’s  broth 

Read  before  the  Section  on  Clinical  Pathology,  State  Medical 
Association  of  Texas,  Annual  Session,  Houston,  April  28,  1948. 
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with  20  per  cent  defibrinated  rabbit’s  blood 
added,  and  a modification  of  Besredka’s  egg 
medium.  The  tryptose  phosphate  agar  blood 
medium  developed  by  Difco  has  been  found 
in  recent  years  to  be  especially  adaptable  for 
the  growth  of  fastidious  organisms.  Beeson 
and  HeymarF  reported  this  medium  suitable 
for  Ducrey,  but  noted  that  Ducrey’s  bacillus, 
unlike  other  Hemophilus  organisms,  will  not 
grow  with  either  or  both  X and  V growth 
factors.  Ducrey’s  bacillus  needs  whole  blood 
or  serum.2 

After  a trial  of  other  media,  the  tryptose 
phosphate  medium  with  fresh  rabbit’s  blooa 
was  finally  adopted  for  the  study  of  patients 
with  penile  lesions  referred  to  our  laboratory 
for  diagnosis.  The  objective  has  been  to 
formulate  new  methods  or  improve  known 
methods  which  would  be  practicable  in  the 
routine  laboratory  diagnosis  of  chancroid.  It 
was  anticipated  that  if  a routine  method  of 
culture  could  be  developed,  comparison  of 
Ihe  culture  with  the  direct  smear  would  aid 
in  the  bacteriologic  diagnosis  of  the  disease. 

After  repeated  practice  in  comparison  of 
smears  from  cultures  and  genital  lesions,  it 
has  usually  been  found  possible  to  make  a 
diagnosis  of  H.  ducreyi  from  the  morphologic 
appearance  of  the  organisms  in  smears.  It 
was  found  early  that  the  care  taken  in  the 
preparation  of  the  lesion  for  a smear  and 
culture  is  the  most  important  prerequisite 
for  success.  This  is  more  important  in  lesions 
of  longer  duration  than  those  in  the  early 
stages. 

COLLECTION  OF  SPECIMENS 

The  technique  used  in  preparing  these 
lesions  is  to  clean  the  ulcer  carefully  with 
gauze  dipped  in  normal  saline  solution.  The 
small  superficial  ulcer  is  entirely  cleansed, 
removing  the  exudate.  On  the  older  and  deep- 
er lesions  it  has  been  found  necessary  only  to 
clean  and  abrade  the  margins  until  they  are 
free  from  necrotic  tissue  and  exudate,  caus- 
ing them  to  bleed  slightly.  Approximately 
four  to  five  minutes  is  required  to  prepare 
a lesion  properly.  Following  the  cleansing 
process,  sufficient  time  is  allowed  so  that  the 
serum  will  form  on  the  cleansed  surface.  At 
this  time  the  material  for  the  culture  is 
taken,  the  procedure  being  to  dip  a sterile, 
platinum  loop  into  the  serum  and  obtain  a 
small  amount.  This  is  then  streaked  directly 
to  a freshly  prepared  rabbit’s  blood  tryptose 
phosphate  agar  plate.  The  plate  is  streaked 
by  a continuous  horizontal  movement  from 
the  top  to  the  bottom  of  the  plate  without 
crossing  or  breaking.  Growth  usually  occurs 
in  the  first  half  of  the  inoculated  plate.  A 
second  plate  of  chocolate  rabbit’s  blood  agar 
is  inoculated  in  a similar  manner,  and  after 


this  the  following  described  liquid  medium  is 
inoculated. 

Two  to  five  impression  smears  are  made 
on  scrupulously  clean  slides;  the  lesion, 
which  is  held  by  the  forefinger  and  thumb 
with  a rubber  gloved  hand,  is  contacted  with 
the  slide.  If  an  impression  smear  cannot  be 
obtained,  the  serum  is  collected  with  a loop 
and  dotted  on  the  slide,  avoiding  streaking. 
Another  technique,  mentioned  by  Allison,1  is 
to  collect  material  from  the  overhanging  edge 
of  the  margin  of  the  ulcer  with  the  flat  end 
of  a sterile  toothpick,  and  to  dot  it  on  the 


slide,  avoiding  streaking.  The  smears  are 
allowed  to  dry. 

Table  1. — Diagnosis  on  UO  Suspected  Chancroid 
Cases. 

Case.  No. 

Darkfield 

Serology 

Lymphogranuloma 

Venereum  C.  F.  T. 

Ducrey  Smear 

Ducrey  Culture 

Diagnosis 

1 

- 

— 







Ulcer,  penile 

2 

— 

— 

— 

-f- 

NM 

Chancroid 

3 

— 

— 

— 

+ 

NM 

Chancroid 

4 

NM 

— 

NM 

« 

NM 

NM  (patient  trans- 

f erred ) 

5 

— 

— 

— 

+ 

+ 

Chancroid 

6 

— 

— 

— 

+ 

+ 

Chancroid* 

7 

— 

— 

— 

+ 

+ 

Chancroid* 

8 

— 

— 

— 

+ 

+ 

Chancroid* 

9 

— 

— 

— 

Ulcer,  penile 

10 

— 

— 

— 

+ 

? 

Chancroid* 

11 

— 

— 

— 

+ 

+ 

Chancroid* 

12 

— 

— 

— 

+ 

Chancroid* 

13 

— 

— 

— 

— 

NM 

Condyloma  accuminata 

14 

— 

— 

— 

Chancroid 

15 

— 

NR 

+ 

? 

? 

Lymphogranuloma 

venereum 

16 

— 

— 

— 

+ 

— 

Chancroid 

17 

— 

— 

— 

— 

— 

Ulcer,  penile 

18 

— 

Kahn — 

+ 

? 

— 

Lymphogranuloma 

Kolmerih 

venereum 

19 

— 

— 

— 

+ 

+ 

Chancroid 

20 

— 

— 

— 

— 

— 

Ulcer,  penile 

21 

+ 

— 

— 

+ 

+ 

Chancroid  and  syphilis. 

primary 

22 

— 

— 

— 

— 

— 

Ulcer,  penile 

23 

— 

— 

— 

+ 

Chancroid 

24 

— 

— 

— 

— 

Chancroid* 

25 

— 

— 

— 

■t 

4- 

Chancroid* 

26 

+ 

NR 

— 

— 

— 

Syphilis,  primary 

27 

— 

— 

— 

+ 

NM 

Chancroid 

28 

— 

— 

— 

+ 

+ 

Chancroid 

29 

+ 

— 

— 

— 

— 

Syphilis,  primary 

30 

r 

— 

— 

+ 

-1- 

Chancroid 

31 

+ 

— 

— 

— 

— 

Syphilis,  primary 

32 

NR 

4- 

— 

— 

— 

Syphilis,  primary 

33 

— 

— 

— 

+ 

+ 

Chancroid 

34 

— 

— 

— 

— 

— 

Ulcer,  penile 

35 

— 

+ 

— 

— 

— 

Syphilis,  primary 

36 

— 

— 

— 

— 

— 

Ulcer,  penile 

37 

+ 

+ 

— 

+ 

— 

Syphilis,  primary,  and 

chancroid 

38 



+ 

— 

— 

Syphilis,  primary 

39 



+ 

— 

+ 

Syphilis,  primary,  and 

chancroid 

40 



— 

+ 

+ 

NM 

Lymphogranuloma  and 

chancroid 

NM  Not  made. 

NR  -Not  reported 

* 

Ducrey  skin  test 

positive.  Reports 

of  skin . tests  not  avail- 

able  in  the  majority 

of  cases. 

Chancroid 

. 19 

6 

Lymphogranuloma  venereum 

2 

Chancroid  and  syphilis 

3 

Chancroid  and  lymphogranuloma  - ... 

1 

1 

Total  cases 

1948 
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Serum  is  collected  weekly,  when  possible, 
from  the  patient  for  future  laboratory  work 
such  as  agglutination  and  complement-fixa- 
tion tests,  which  have  been  attempted  by 
some  workers  in  the  past  but  have  not  proved 
successful. 

If  the  original  culture  is  negative,  an  at- 
tempt is  made  to  collect  at  least  two  or  more 
follow-up  cultures. 

SMEARS 

Burke’s  modification'1  of  Gram’s  stain  is 
used  in  preparing  the  direct  smears  for 
microscopic  examination.  Ducrey’s  bacilli  do 
not  absorb  the  counter  stain  readily,  and  this 
characteristic  aids  in  the  differentiation 
from  other  gram-negative  organisms.  This' 
fact  should  be  emphasized.  On  smears,  the 
organisms  are  found  singly,  in  pairs,  and  in 
short  chains.  The  organisms  are  gram-nega- 
tive, pleomorphic,  sometimes  found  as  cocci, 
diplococci,  or  small  diplo-bacilli,  and  some- 
times appear  boat-shaped.  Occasionally  they 
are  found  within  the  white  cells,  and  infre- 
quently within  or  on  the  epithelial  cells.  The 
individual  organisms  in  chains  usually  fol- 
low the  mucous  shreds  in  the  smears.  We 
have  found  that  the  typical  “railroad  tracks” 
and  “school-of-fish”  formations,  contrary  to 
common  belief,  are  exceptions  and  are  rarely 
seen.  However,  when  such  a formation  is 
present  this  is  a good  criterion  for  diagnosis. 

MEDIA 

The  following  described  media  are  those  used 
routinely  in  the  chancroid  studies  in  the  Fourth 
Army  Area  Medical  Laboratory: 

1.  Tryptose  Phosphate  Agar  Base  for  Blood 
Plated — Tryptose  20  Gm.,  sodium  chloride  5 Gm., 
sodium  phosphate  2.5  Gm.,  dextrose  1 Gm.,  distilled 
water  1,000  cc.,  and  agar*  18  Gm.  at  a pH  of  7.4  to 
7.6  are  heated  to  dissolve.  The  material  is  auto- 
claved at  15  pounds  pressure  for  fifteen  minutes.  It 
may  be  stored  in  small  amounts  (250  cc.)  in  Erlen- 
meyer  flasks. 

To  make  blood  plates  from  stored  flasks,  the  flasks 
are  placed  in  a water  bath  and  the  media  boiled  until 
it  is  completely  dissolved.  The  media  is  then  cooled 
to  from  45  to  48  C.  and  enough  blood  added  to  make 
5 per  cent  of  the  total  volume.  Rabbit’s  blood  is 
superior,  but  horse’s  blood  may  be  used. 

2.  Tryptose  Phosphate  Agar  Base  for  Chocolate 
Agar  Plates. — The  procedure  is  the  same  as  above 
except  for  the  addition  of  15  Gm.  of  proteose-peptone 
no.  3 per  1,000  cc.  of  the  media  above.  The  mixture 
is  boiled  in  a water  bath  as  above  and  cooled  to  60  C. 
Enough  blood  is  added  to  make  5 per  cent  of  the 
total  volume.  The  media  is  then  placed  in  a water- 
bath  and  heated  slowly  to  from  80  to  85  C.,  rotating 
to  produce  an  even  mixture.  The  media  is  cooled  to 
55  C.  and  slants  or  plates  are  made.  They  are  in- 
cubated overnight  and  checked  for  sterility.  They 
should  be  stored  in  a refrigerator. 

3.  Liquid. I Medium. — Sterile  sodium  chloride,  85 
per  cent,  200  cc. ; sterile  beef  infusion  broth  25  cc.; 
sterile  rabbit’s  serum  25  cc. ; and  sterile  rabbit’s 
blood,  “laked,”  10  cc.  are  checked  separately  for 
sterility  before  use.  This  may  be  done  by  dividing 

*Difco  tryptose  phosphate  broth,  is  used.  Agar  is  added  by  this 
laboratory. 


a blood  agar  plate  into  several  sections  and  streak- 
ing each  part  to  a section,  incubating  the  blood 
plate,  and  checking  for  sterility. 

“Laked”  blood  is  prepared  as  follows:  Three  cc. 
of  sterile  defibrinated  rabbit’s  blood  is  added  to  7 cc. 
of  sterile  distilled  water.  It  is  allowed  to  “lake”  for 
fifteen  minutes,  is  centrifuged,  and  the  supernatant 
fluid  added  to  the  medium. 

The  medium  is  tubed  in  5 cc.  amounts,  incubated 
for  sterility,  and  stored  in  a refrigerator. 

CULTURES 

The  cultures  are  incubated  in  candle  jars  con- 
taining approximately  10  per  cent  carbon  dioxide 
and  a high  moisture  content  (obtained  by  the  use 
of  saturated  cotton  or  sponges).  This  laboratory  has 
had  the  best  success  at  incubation  at  from  36  to  37 
C.,  although  some  authors'''  0 use  the  temperature 
of  34  C.  The  cultures  are  examined  daily,  and  or- 
ganisms from  the  broth  medium  are  subcultured  to 
the  chocolate  agar  plates.  The  reason  for  subcultur- 
ing immediately  is  that  contaminants  present  may 
over-grow  the  colonies  of  Ducrey.  On  solid  media, 
the  colonies  appear  small,  convex,  clear,  and  almost 
colorless;  they  are  round  and  have  entire  edges, 
taking  on  a dewdrop  appearance.  On  blood  agar  the 
colonies  slip  away  from  the  loop  and  slide  over  the 
surface,  and  do  not  assume  the  satellite  phenomenon 
typical  of  other  Hemophilus  organisms.  After  from 
three  to  five  days  the  colonies  become  larger,  show- 
ing a slight  pigmentation  and  taking  on  a crateri- 
form  depression;  they  also  show  a slight  hemolysis. 
On  chocolate  agar  plates  the  hemolysis  assumes  a 
slightly  green  discoloration.  The  morphology  of  the 
smear  taken  from  organisms  grown  on  solid  media 
is  as  follows:  At  twenty-four  hours  the  organisms 
tend  to  be  in  short  chains  which  usually  lie  in 
parallel  formation ; after  forty-eight  hours  the  or- 
ganisms become  more  granular  and  are  found  singly 
and  in  pairs  rather  than  in  chains.  The  organisms 
are  not  in  parallel  formation  but  in  clumps.  Burke’s 
modification  of  Gram’s  stain  is  used  except  that 
carbol  fuchsin  is  used  as  a counter  stain,  rather 
than  safranin.  Carbol  fuchsin  is  more  penetrating 
and  allows  a closer  detail  study  of  morphology.  In 
liquid  media  the  organisms  tend  to  form  long  chains, 
referred  to  as  tangled  masses. 

MUTATION 

The  liquid  medium  described  was  devised  in  an 
attempt  to  obtain  a single  medium  useful  for  many 
purposes:  (1)  for  original  isolation,  (2)  for  main- 
taining stock  cultures,  and  (3)  for  in  vitro  anti- 
biotic sensitivity  determinations. 

In  preliminary  trials  with  this  medium,  it  was 
noted  that  growth  after  subculture  from  chocolate 
agar  was  quite  satisfactory.  However,  a peculiar 
and  apparently  hitherto  unreported  phenomenon  was 
soon  observed.  If  growth  is  allowed  to  continue  for 
from  twenty-four  to  forty-eight  hours  and  subcul- 
ture is  then  made  to  chocolate  agar,  the  colonies  on 
the  latter  medium  have  the  typical  appearance  of 
H.  ducreyi.  On  the  other  hand,  if  growth  in  the 
liquid  medium  is  allowed  to  continue  for  from  four 
to  five  days,  a subculture  to  chocolate  agar  at  this 
time  reveals  an  apparent  mutation.  The  colonies  are 
large,  yellow,  mucoid,  and  have  a glistening  sheen. 
Except  for  the  glistening  sheen  and  a slightly 
darker  pigmentation,  they  look  much  like  Staphylo- 
coccus aureus.  For  this  reason  the  colonies  were 
originally  thought  to  be  contaminants,  but  it  soon 
became  apparent  that  they  were  probably  mutations. 
Up  to  the  present  time  three  separate  batches  of 
media  have  been  used;  in  all  cases  where  subculture 
from  broth  to  chocolate  agar  has  been  made,  the 
mutation  has  appeared,  both  in  cultures  isolated 
from  patients  and  in  “known”  stock  strains.  Smears 
from  the  “mutant”  colonies  show  organisms  mor- 
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phologically  identical  (except  for  slightly  larger 
size)  with  Ducrey’s  organisms  from  typical  colonies. 
Obviously,  too  little  work  has  been  done  to  claim 
this  as  an  established  mutation,  but  it  is  an  inter- 
esting phenomenon.  Studies  are  being  continued. 

SUMMARY 

1.  In  this  laboratory  tissue  impressions 
on  glass  slides  properly  made  and  stained 
from  chancroid  ulcers  have  consistently 
demonstrated  morphologically  characteristic 
H.  ducreyi  organisms. 

2.  Of  40  penile  ulcers  suspected  to  be 
chancroid,  21  were  found  positive  by  direct 
smear ; 34  of  the  40  cases  were  cultured,  and 
14  of  these  were  positive  for  chancroid. 

3.  It  is  our  experience  that  the  impres- 
sion smea'r  and  culture  are  reliable.  It  is 
stressed  that  the  method  of  preparation  of 
the  lesion  for  making  the  smear  is  essential 
for  success  in  making  a good  impression 
slide,  and  for  obtaining  cultures  of  the  or- 
ganism. 

4.  Confirmation  of  the  value  of  the 
tryptose  phosphate  agar  medium  has  been 
shown. 

5.  An  apparent  mutation  form  of  H. 
ducreyi,  hitherto  undescribed  as  far  as  can 
be  determined,  has  been  reported. 
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ORAL  HYGIENE  SUFFERS 

Foui-  out  of  five  of  the  toothbrushes  now  in  use 
in  American  families  are  so  badly  worn  or  in  such 
an  unsanitary  condition  that  they  are  no  longer 
useful  for  oral  hygiene,  according  to  a survey  re- 
ported upon  in  the  September  issue  of  .the  Journal 
of  the  American  Dental  Association. 

The  study,  conducted  through  a group  of  families 
representing  a cross  section  of  the  American  popu- 
lation, revealed  that  80.7  per  cent  of  the  toothbrushes 
in  use  by  family  members  were  in  need  of  replace- 
ment because  they  could  no  longer  be  effective  imple- 
ments in  mouth  hygiene  or  because  their  use  might 
injure  dental  tissues.  Approximately  three-fourths 
of  the  unsatisfactory  brushes  were  found  to  have 
bent,  broken,  or  matted  bristles.  The  remaining 
one-quarter  of  the  unsatisfactory  toothbrushes,  or 
one  out  of  each  five  examined,  were  found  to  be 
unsanitary. 


TULAREMIA 

SOME  CLINICAL  AND  PATHOLOGIC  OBSERVATIONS 

R.  H.  RIGDON,  M.  D. 

GALVESTON,  TEXAS 

Tularemia  was  first  classified  by  the 
United  States  Public  Health  Service  in  1927 
as  one  of  the  reportable  diseases.  Its  identity 
and  etiology  were  not  well  established  until 
1920.  Prior  to  1924,  only  15  cases  with  2 
deaths  had  been  so  diagnosed  and  reported 
in  the  United  States.  During  1924,  1925,  and 
1926,  308  cases  with  11  deaths  were  report- 
ed. In  1927,  8 cases  of  tularemia  were  re- 
ported from  Texas.  Figure  1 shows  the  num- 
ber of  cases  reported  yearly,  from  1927  to 
1946,  in  Texas  and  the  adjoining  states  of 
Oklahoma,  Arkansas,  and  Louisiana.8  No 
doubt  there  are  cases  of  tularemia  occurring 
now  within  Texas  that  are  not  reported  to 
the  State  Health  Department.  The  increase 
of  frequency  and  the  high  mortality  of  tul- 
aremia in  the  Southwest  have  served  as  a 
stimulus  for  us  to  study  this  disease. 

The  first  report  of  what  we  recognize  now 
as  tularemia  was  made  by  Pearse  from  Utah 
in  1910.  He  reported  9 cases  as  “deer  fly 
fever.”  Three  years  before,  Martin  of  Ari- 
zona wrote  to  Novy  in  Michigan  and  describ- 
ed 5 cases  in  which  he  considered  the  disease 
to  result  from  skinning  and  dressing  wild 
rabbits.  McCoy  and  Chapin,  in  1911,  isolated 
Bacterium  tularense  from  ground  squirrels 
in  Tulare  County,  California.  Vail  of  Cin- 
cinnati in  1914  reported  the  first  human  case 
of  tularemia  in  which  B.  tularense  was  iso- 
lated.6 

Tularemia  usually  manifests  itself  in  one 
of  the  following  four  ways:  (1)  ulceroglan- 
dular,  characterized  by  an  ulcer  of  the  skin 
usually  located  upon  the  fingers  or  hands, 
accompanied  by  enlargement  of  the  epi- 
trochlear  and  axillary  lymph  nodes;  (2) 
oculoglandular,  in  which  a lesion  occurs  on 
the  eyelids,  accompanied  by  a conjunctivitis 
and  enlargement  of  the  regional  lymph 
nodes;  (3)  pneumonic,  with  signs  of  toxemia 
and  sepsis  with  either  lobular  or  lobar  in- 
volvement of  the  lungs;  (4)  typhoid,  which 
clinically  resembles  typhoid  fever.  The  latter 
variety  may  either  follow  any  one  of  the 
other  three  forms  of  the  disease  or  it  may  be 
a specific  form  of  tularemia.  In  such  cases 
lesions  are  distributed  throughout  the  body. 

DIAGNOSIS 

A positive  diagnosis  of  tularemia,  of 
course,  may  be  made  either  from  a culture  or 
by  serum  agglutination.  The  culturing  of 
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these  bacteria  is  not  practical  since  the 
handling  of  the  organisms  in  a laboratory  is 
unwise  because  many  cases  of  tularemia  have 
developed  in  laboratory  workers.6  The  ag- 
glutination titer  may  be  too  low  to  be  sig- 
nificant before  the  twelfth  day.  An  increase 
in  the  titer,  of  course,  is  significant.  It  may 
reach  1 : 1,250  in  the  third  week  of  the  disease. 
Skin  reactions  to  specific  sera  may  be  of 
diagnostic  value.  Cross-agglutination  occurs 
with  Brucella  melitensis  so  that  this  disease 
may  be  confused  with  tularemia. 

The  history  of  contact  with  wild  rabbits 
is  important  in  arriving  at  a diagnosis  in 
the  ulcerative  forms  of  tularemia.  The  dis- 
ease is  frequently  transmitted  to  man  by  the 
deer  fly,3  the  wood  tick,  and  the  rabbit  tick. 
The  ground  squirrel,  water  rat,  jack  rab- 
bit, dog,  and  possibly  the  sheep  muskrat, 
opossum,  woodchuck,  rabbit, 
and  grouse  may  serve  as  ani- 
mal reservoirs,  and  possible 
sources  of  infection  for  man, 
according  to  Moore.5  The  com- 
mon routes  of  infection  for 
man  are  through  the  skin,  con- 
junctiva, and  sometimes  the 
gastro-intestinal  tract.  The 
incubation  period  is  about 
three  days.  The  disease  usu- 
ally runs  its  course  in  from 
two  to  three  weeks;  however, 
some  patients  are  sick  from 
two  to  three  months.  The  dis- 
ease is  considered  to  produce 
a lifetime  immunity. 

The  infectivity  of  B.  tula- 
rense  for  laboratory  workers 
cannot  be  over  emphasized. 

Two  pathologists  are  known  to  have  develop- 
ed the  disease  from  the  handling  of  infected 
material  at  autopsy.  One  of  these  was  an 
associate  of  mine.  Although  he  was  not  per- 
forming the  autopsy,  in  his  enthusiasm  to 
see  and  demonstrate  the  lesions  to  the  stu- 
dents, the  infected  material  was  handled 
without  gloves.  Approximately  seventy-two 
hours  later,  a small  infected  hair  follicle  was 
observed  on  the  middle  finger  of  his  left 
hand.  During  the  subsequent  forty-eight 
hours,  there  was  general  malaise  and  a grad- 
ual enlargement  of  the  lymph  node  in  the 
cubital  fossa  and  axilla  on  the  left.  Although 
these  lymph  nodes  became  large,  tender,  and 
fluctuant,  suppuration  did  not  occur.  The 
primary  lesion  healed  without  significant 
ulceration.  The  lymphadenitis,  fever,  and 
general  malaise  persisted  for  several  weeks. 
Streptomycin  was  given.  The  agglutination 
titer  was  1:1,250  during  the  third  week  of 


the  disease.  It  was  approximately  four 
months,  however,  before  the  patient  felt  that 
he  had  completely  recovered  from  this  in- 
fection. 

TREATMENT 

Many  different  forms  of  therapy  have  been 
used  in  tularemia.  The  intravenous  use  of 
bismuth  sodium  tartrate  has  been  advocated.4 
Bell  and  Kahn1  treated  laboratory  animals 
with  tularemia  with  sulfanilamide,  sulfadia- 
zine, sulfamerazine,  acriflavine,  metaphen, 
iodide  and  bismuth,  trivalent  arsenic  alone, 
arsenic  and  bismuth,  antimony,  penicillin, 
and  hyperimmune  equine  antitularemic 
serum.  These  investigators  concluded  from 
their  experiments  that  none  of  these  drugs 
had  any  appreciable  effect  upon  the  disease 
with  the  possible  exception  of  penicillin. 


Foshay,  a long  advocate  of  immune  sera  in 
the  treatment  of  tularemia,  recently  report- 
ed that  immune  serum,  if  used  early  and  in 
a sufficient  dosage,  is  of  definite  benefit 
and  hyperimmune  serum  is  more  beneficial. 
However,  in  his  more  recent  use  of  strepto- 
mycin, it  was  found  to  be  better  than  sera. 
Foshay  said  that  “one-half  million  units  of 
streptomycin  daily  for  two  days,  followed  by 
one-fourth  million  units  daily  for  four  days 
might  well  become  the  provisional  basic 
dosage  for  human  tularemia.”2  It  appears  at 
this  time  that  streptomycin  is  the  agent  of 
choice  for  the  treatment  of  human  cases  of 
tularemia. 

SUMMARY  OF  CASES 

At  the  University  Hospital  in  Little  Rock, 
Ark.,  26  cases  of  tularemia  were  seen  be- 
tween January.  1940,  and  July,  1946.*  In 


♦These  cases  were  reviewed  during  the  time  I was  associated 
with  this  hospital. 


Fig.  1.  Cases  of  tularemia  reported  between  1927  and  1946  to  the  U.  S.  Public 
Health  Service  from  Texas,  Oklahoma,  Arkansas,  and  Louisiana. 
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this  group  there  were  18  cases  of  the  ulcer- 
oglandular  type,  3 of  the  pneumonic  form,  2 
each  of  the  oculoglandular  and  typhoid  types, 
and  1 case  was  unclassified.  The  disease  may 
occur  at  any  age.  In  this  group,  4 cases  oc- 
curred before  9 years  of  age,  6 between  10 
and  19,  2 between  20  and  29,  7 between  30  and 
39,  and  3 between  60  and  69  years  of  age. 
White  males  had  the  disease  more  often  than 
either  females  or  Negroes.  A total  of  21  cases 
occurred  in  the  white  race  and  5 in  the  Negro  ; 
22  of  these  were  in  males  and  4 in  females. 
One-third  of  the  group  gave  a history  of 
some  contact  with  rabbits;  3 patients  said 
they  were  bitten  by  a tick ; others  attributed 
the  occurrence  of  tularemia  to  the  bite  of 
either  a cat  or  a skunk ; while  others  did  not 
associate  their  illness  with  any  vector.  One 
of  our  cases  resulted  from  an  infection  oc- 
curring at  an  autopsy  on  a case  of  tularemia. 
Four  of  the  26  patients  with  tularemia  died 
from  the  disease  and  each  was  subjected  to 
autopsy. 

Many  of  the  patients  were  unable  to  give 
the  exact  time  of  onset  of  their  infection. 
However,  a few  placed  it  as  from  one  to 
twenty-one  days  before  they  were  admitted 
to  the  hospital.  Only  2 patients  were  sick  for 
less  than  twenty  clays;  18  were  sick  from 
twenty  to  fifty  days ; while  1 was  sick  for 
three  months.  The  diagnosis  of  tularemia  in 
21  of  the  26  cases  was  confirmed  by  a posi- 
tive agglutination  test,  and  in  4 by  an 
autopsy.  One  case  was  diagnosed  only  from 
the  clinical  findings. 

The  following  cases  from  the  University 
Hospital  series  illustrate  the  clinical  find- 
ings in  each  of  the  four  types  of  tularemia. 

CASE  REPORTS 

U leer o glandular  Type. — The  patient  was  a white 
woman  35  years  of  age.  She  dressed  two  rabbits 
twenty-five  days  preceding  the  time  of  hospitaliza- 
tion. At  that  time  she  punctured  the  skin  of  the 
right  index  finger  in  two  places.  Three  days  after 
dressing  the  rabbits  she  developed  a headache, 
nausea,  rigors,  and  swelling  of  the  right  epitrochlear 
and  axillary  lymph  nodes.  Approximately  one  week 
following  the  injury  to  her  right  finger,  the  areas 
were  swollen  and  red.  Shortly  thereafter  they  be- 
came necrotic  and  subsequently  developed  into  two 
punched  out  ulcers.  These  lesions  healed  before  the 
patient  was  hospitalized.  Chills,  fever,  nausea, 
vomiting,  pain  in  lower  extremities,  headaches,  and 
loss  of  weight  had  been  experienced  by  the  patient. 
The  fever  subsided,  however,  four  days  before  she 
came  to  the  hospital.  Two  days  before  admission, 
she  developed  a skin  eruption  over  the  extremities. 

On  admission  she  was  not  acutely  ill;  however, 
the  rash  was  present  in  the  skin  of  the  forearms  and 
on  the  anterior  surface  of  the  legs.  It  was  macular, 
slightly  elevated,  nonpainful,  and  did  not  itch.  The 
skin  lesions  disappeared  when  the  sulfa  drugs  were 
discontinued.  The  healed  ulcers  on  the  index  finger 
were  approximately  3 mm.  in  diameter.  The  epi- 
trochlear and  axillary  lymph  nodes  were  enlarged 
two  to  three  times  their  normal  size.  The  white 
blood  cell  count  was  10,200  with  39  per  cent  poly- 


morphonuclear leukocytes,  52  per  cent  lymphocytes, 
6 per  cent  stabs,  and  3 per  cent  eosinophiles.  The 
hemoglobin  and  red  cell  counts  were  normal.  The 
urinalysis  was  negative.  The  agglutination  test  for 
tularemia  was  positive  in  a dilution  of  1 :640. 

The  patient  remained  in  the  hospital  for  seventeen 
days.  The  temperature  was  elevated  during  the  first 
five  days  after  which  it  remained  approximately 
normal.  The  axillary  lymph  nodes  remained  enlarg- 
ed and  tender  but  did  not  appear  as  if  suppuration 
was  going  to  occur.  The  lymph  nodes  were  still  en- 
larged when  she  was  discharged  from  the  hospital. 

Oculoglandular  Type. — The  patient  was  a white 
boy  13  years  of  age  who  was  admitted  with  an  in- 
fection in  the  left  eye  and  a history  of  fever  for 
two  weeks.  He  thought  that  a tick  bit  him  on  the 
upper  left  eyelid  about  thirty  days  previously.  Two 
weeks  later  there  developed  an  acute  purulent  con- 
junctivitis in  the  left  eye.  This  was  followed  by 
cervical  lymphadenitis.  A chill,  fever,  and  vomiting 
accompanied  this  ocular  infection.  The  fever  per- 
sisted. The  infection  in  the  left  eye  improved  fol- 
lowing the  use  of  “eyewash.”  However,  the  cervical 
adenitis  persisted. 

On  admission  the  conjunctiva  of  the  left  eye  was 
hyperemic  and  the  upper  lid  was  edematous.  The 
cervical  lymph  nodes  on  both  sides  were  enlarged 
and  tender.  This  was  more  marked  on  the  left  side. 
The  lymph  nodes  in  the  left  axilla  were  enlarged. 
The  spleen  was  palpable.  There  was  an  acute 
pharyngitis  and  acute  otitis  media  on  the  left.  A 
fine  macular  rash  present  in  the  skin  over  the  lower 
thorax,  abdomen,  and  lower  extremities  faded  on 
pressure.  The  temperature  was  104  F.,  pulse  125, 
and  the  respirations  were  28  per  minute.  The  red 
blood  cell  count  was  3,650,000,  the  hemoglobin  76 
per  cent,  and  the  white  blood  cell  count  12,000  with 
69  per  cent  polymorphonuclear  leukocytes,  20  per 
cent  lymphocytes,  6 per  cent  stabs,  4 per  cent 
monocytes,  and  1 per  cent  eosinophiles.  Urinalysis 
was  negative. 

Numerous  leukocytes  were  present  in  a smear 
from  the  left  eye;  however  no  bacteria  were  demon- 
strated. A blood  culture  showed  no  growth  after 
twenty-four  hours  incubation.  A smear  from  the 
throat  showed  bacteria  consistent  with  nonhemolytic 
streptococci.  On  the  fourth  day  after  hospitalization 
agglutinations  for  protein  OX  19  were  negative, 
while  the  agglutination  for  B.  tularense  was  posi- 
tive in  a dilution  of  1 :160.  The  titer  for  B.  tularense 
was  1:640  ten  days  later. 

The  patient  remained  in  the  hospital  for  twenty 
days  during  which  time  the  temperature  gradually 
returned  to  normal.  The  cervical  adenitis  decreased. 

Pneumonic  Type. — The  patient  was  a Negro  man 
65  years  of  age  who  was  unable  to  give  any  history 
when  brought  to  the  hospital  by  his  daughter.  She 
stated  that  he  was  in  good  health  until  five  weeks 
before,  at  which  time  he  had  a chill  and  a headache. 
The  patient  remained  in  bed  because  of  weakness, 
headache,  cough,  and  fever.  The  cough  increased  in 
severity  and  it  became  productive  of  a thick, 
yellowish-white  sputum.  He  became  worse  and,  dur- 
ing the  two  weeks  before  admission,  was  unable  to 
talk.  The  fever  continued  with  what  was  considered 
to  be  afternoon  elevations.  The  patient  lost  50 
pounds  of  weight  during  the  five  weeks  of  illness. 

On  examination  the  patient  was  emaciated  and 
dehydrated.  The  respirations  were  rapid  and  shal- 
low, and  the  skin  was  warm  and  dry.  Bronchial 
breath  sounds  were  present  throughout  both  lungs. 
Coarse,  moist  rales  were  present  in  the  left  sub- 
clavicular  area;  no  friction  rub  was  observed.  The 
heart  rate  was  120  per  minute,  the  sounds  were  dis- 
tant, no  murmurs  were  heard.  The  nonprotein  nitro- 
gen was  70  mg.  per  100  cc.  The  blood  serology  was 
positive.  The  red  blood  cell  count  was  3,770,000,  and 
the  white  blood  cell  count  was  7,100  with  68  per  cent 
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polymorphonuclear  leukocytes,  19  per  cent  lymph- 
ocytes, 6 per  cent  stabs,  4 per  cent  juveniles,  and  3 
per  cent  mononuclears.  The  temperature  was  100  F., 
following  which  it  dropped  to  99  F.  at  the  time  of 
death. 

Pathologic.  Examination. — The  autopsy  was  per- 
formed five  hours  following  death.  The  anatomic 
diagnosis  was  as  follows:  Tularemic  pneumonia  in- 
volving both  lungs ; focal  necrosis  in  liver  and  lymph 
nodes;  pleural  effusion,  bilateral  100  cc.;  ascites 
100  cc. ; bronchiectasis,  acute  and  chronic,  bilateral; 
generalized  atherosclerosis,  old  cerebral  hemorrhage 
in  the  area  of  the  left  internal  capsule;  emaciation; 
dehydration. 

Although  the  pulmonary  lesion  in  this  case  was 
consistent  with  the  diagnosis  of  tularemia  the  diag- 
nosis might  be  questioned  in  the  absence  of  a sig- 
nificantly positive  agglutination  reaction  and  the 
failure  to  demonstrate  the  organisms  in  culture. 
However,  in  view  of  the  fact  that  one  of  the  path- 
ologists developed  an  ulcer  on  the  finger  followed  by 
axillary  lymphadenitis  with  an  agglutination  reac- 
tion of  1 : 1,280  to  B.  tularense,  the  original  diagnosis 
was  confirmed. 

Typhoid  Type. — The  patient  was  a white  man  35 
years  of  age.  He  had  worked  as  a farmer  and  his 
health  was  good.  Ten  days  before  admission  to  the 
hospital  he  went  to  work  in  the  morning  and  about 
10  o’clock  he  felt  tired  and  ached  all  over.  He  stop- 
ped work.  During  the  afternoon  he  developed  a head- 
ache and  anorexia.  At  this  time,  nocturia  occurred. 
Urination  was  accompanied  by  frequency  and  burn- 
ing. During  the  following  four  or  five  days  he  had 
fever  and  night  sweats,  but  no  chills.  All  of  his 
bones  seemed  to  ache.  There  was  pain  in  the  lower 
lumbar  region.  Essentially  nothing  could  be  retained 
by  mouth. 

A nonproductive  cough  developed  two  or  three 
days  before  hospitalization.  This  was  accompanied 
by  a sensation  of  tightness  in  his  chest.  There  was 
some  jaundice  at  this  time.  There  was  nothing  in 
the  history  to  suggest  tularemia. 

On  admission  to  the  hospital  the  patient  was  acute- 
ly ill,  with  a temperature  of  101.4  F.,  pulse  84, 
and  respirations  16  per  minute.  The  white  blood 
cell  count  was  6,700  with  63  per  cent  polymorphonu- 
clear leukocytes,  24  per  cent  lymphocytes,  6 per  cent 
mononuclears,  and  4 per  cent  stabs.  The  red  cell 
count  and  hemoglobin  were  normal.  The  urine  was 
normal.  Two  lymph  nodes  were  enlarged  in  the  right 
inguinal  region. 

A friction  rub  was  present  at  the  base  of  the  right 
lung  seventy-two  hours  following  admission,  and 
forty-eight  hours  later  there  was  clinical  evidence  of 
pneumonia  in  both  lower  lobes.  The  cough  was  still 
present;  however  it  was  nonproductive.  The  patient 
continued  to  run  a high  spiking  temperature  reach- 
ing 104  and  105  F.  Two  days  before  death,  he  had 
his  first  chill  and,  the  following  day,  a purpuric, 
minute  rash  appeared  in  the  skin  over  his  lower 
chest  and  abdomen.  This  rash  did  not  disappear  on 
pressure. 

Laboratory  Examination. — Several  blood  cul- 
tures were  negative.  Agglutination  for  B.typhosum 
was  positive  in  1:40  dilution,  for  undulant  fever  it 
was  negative,  and  for  B. tularense,  positive  in  a di- 
lution of  1:320  on  the  day  preceding  death.  The 
leukocyte  count  was  slightly  elevated  during  the 
first  three  days.  However,  it  dropped  from  12,800 
on  the  third  day  to  7,900  on  the  fourth  day,  and  to 
5,700  on  the  seventh  day  of  hospitalization.  The  poly- 
morphonuclear leukocytes  varied  from  63  to  84  per 
cent.  The  blood  serology  was  negative.  A few  red 
and  white  blood  cells  were  present  in  the  urine,  the 
albumin  was  2 plus,  and  the  specific  gravity  varied 
between  1.012  and  1.025. 

Pathologic.  Examination. — The  autopsy  was  per- 


formed one  hour  after  death.  The  changes  were 
typical  of  a widespread  tularemic  infection.  The 
anatomic  diagnosis  was  as  follows:  Tularemic  pneu- 
monia involving  both  lungs;  empyema,  bilateral 
(500  cc.)  ; mucus  plugs  in  bronchi;  atelectasis  of 
lungs;  acute  generalized  peritonitis  (1,000  cc. — no 
bacteria  demonstrated)  ; splenomegaly  210  Gm. ; 
focal  areas  of  necrosis  in  spleen  and  liver  (tulare- 
mic) ; focal  areas  of  necrosis  in  inguinal,  mesenteric, 
retroperitoneal,  and  mediastinal  lymph  nodes 
(tularemic)  ; cyanosis  of  lips;  emaciation;  ulcera- 
tions in  mucosa  of  stomach  and  rectum  secondary 
to  stomach  and  rectal  tubes;  hemangioma  of  liver. 

DISCUSSION 

The  frequency  of  tularemia  in  the  South- 
west, as  reported  to  the  State  Health  De- 
partment, and  the  marked  increase  in  the 
mortality  rate,  as  observed  in  a series  of  26 
cases  seen  at  the  University  Hospital  in  Lit- 
tle Rock,  Ark.,  indicates  the  growing  im- 
portance of  this  disease.  The  mortality  rate 
varies  from  3.7  to  11  per  cent;6’  7 however, 
in  this  group  of  cases  it  was  15  per  cent. 

There  is  a wide  variation  in  the  clinical 
manifestations  of  tularemia.  The  typhoid  and 
pneumonic  types  of  the  disease  may  be  con- 
fused clinically  with  several  of  the  febrile 
diseases.  The  diagnosis  usually  may  be  made 
on  the  basis  of  a specific  agglutination  reac- 
tion ; however,  in  fulminating  cases  the  dis- 
ease may  not  be  recognized  until  an  autopsy 
is  performed. 

No  doubt  there  are  clinical  cases  of  tu- 
laremia in  which  the  disease  is  so  mild  that  it 
passes  unnoticed.  Some  of  the  patients  in- 
cluded in  this  group  show  that  tularemia  may 
follow  a protracted  course  for  as  long  as 
three  months.  Such  a prolonged  disease  as 
this  becomes  of  increasing  economic  concern. 

B.  tularense  is  usually  transmitted  to  man 
either  through  the  handling  of  infected  ani- 
mals, such  as  squirrels  and  rabbits,  or 
through  the  bite  of  certain  blood  sucking 
vectors.  The  wood  tick  is  considered  to  be 
the  natural  host  and  the  organism  is  passed 
to  successive  generations  by  way  of  its  eggs. 
The  preservation  of  the  wood  tick  by  the 
prevention  of  forest  fires  may  be  a signif- 
icant factor  in  the  increased  incidence  of  this 
disease  in  some  sections  of  the  Southwest. 

B.  tularense  usually  enters  the  body 
through  the  skin  and  conjunctiva.  Cases  ap- 
parently may  develop  following  the  ingestion 
of  infected  meat  insufficiently  cooked.  The 
primary  lesion  on  the  skin  usually  begins  as 
a papule  which  is  followed  by  ulceration.  A 
local  lesion  in  the  skin  may  develop  within 
from  forty-eight  to  seventy  two  hours  follow- 
ing infection.  It  usually  progresses  to  an 
ulcer  with  a firm  and  elevated  margin  and 
a necrotic  base.  In  a short  time  the  regional 
lymphatics  become  swollen,  painful,  and 
sometimes  suppurate.  Agglutinins  usually 
appear  in  the  blood  during  the  second  week 
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of  the  disease  and  persist  for  an  indefinite 
period. 

Most  of  the  cases  of  tularemia  in  this 
series  were  treated  with  sulfa  drugs.  The 
fact  that  a majority  of  these  patients  re- 
covered is  not  indicative  of  the  value  of  these 
drugs  in  the  treatment  of  this  disease.  Bell 
and  Kahn1  found  that  the  sulfa  drugs  did 
not  have  any  effect  upon  tularemia  in  ex- 
perimental animals.  No  doubt  there  are  many 
people  who  have  this  disease  and  recover 
without  receiving  any  therapy.  The  more  re- 
cent studies  would  indicate  that  streptomycin 
is  the  drug  of  choice  in  the  treatment  of  tul- 
aremia. 

SUMMARY 

Tularemia  is  discussed  from  a clinical 
standpoint  with  regard  to  diagnosis  and 
treatment,  and  from  the  frequency  of  the 
disease  in  the  Southwest.  A group  of  26 
cases  is  reviewed.  These  data  would  indicate 
that  tularemia  is  becoming  more  frequent, 
and  the  mortality  rate  is  higher  in  this  series 
than  that  previously  reported  by  others.  A 
case  is  reported  to  illustrate  each  of  the  four 
types  of  the  infection  as  observed  in  man. 
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ABSTRACT  OF  DISCUSSION 

Dr.  C.  T.  Ashworth,  Dallas:  It  may  be  worth  while 
to  consider  briefly  the  nature  of  the  reaction  of  the 
body  to  the  B.  tularense.  The  inflammatory  reaction 
which  occurs  in  this  disease  has  been  noted  to  re- 
semble that  seen  in  the  group  of  infectious  granu- 
lomas, large  mononuclear  wandering  cells  and  epi- 
thelioid cells,  members  of  the  reticulo-endothelial 
system,  being  prominent  in  the  cellular  response.  The 
focal  nature  of  the  reaction  and  the  occurrence  of 
necrosis  in  the  center  of  the  lesion,  normally  fol- 
lowed by  suppuration,  are  also  characteristic  of  in- 
fectious granulomas.  Because  of  these  features  the 
physician  may  have  the  problem  of  attempting  to 
differentiate  the  lesions  of  tularemia  from  those  of 
acute  miliary  tuberculosis,  sporotrichosis,  undulant 
fever,  histoplasmosis,  and  others.  The  suppurative 
granulomatous  lymphadenitis  which  occurs  in 
lymphogranuloma  inguinale  may  be  similar  to  the 
lymph  node  lesions  seen  in  tularemia.  In  all  these 
cases,  assiduous  examination  for  specific  causative 
organisms,  serologic  and  skin  tests,  and  particularly 
the  clinical  findings  will  be  of  particular  importance 


when  considered  in  conjunction  with  the  morphologic 
characteristics  of  the  lesions  in  establishing  the 
diagnosis. 

I am  particularly  glad  that  Dr.  Rigdon  has  em- 
phasized the  danger  of  infection  occurring  in 
pathologists  and  others  who  come  in  contact  with 
the  diseased  tissues  of  patients  who  die  from  this 
disease.  I am  afraid  that  some  of  us  may  fail  to 
exert  the  proper  precautions  in  performing  autopsies 
in  infectious  cases  of  this  sort;  this  I believe  to  be 
true  particularly  in  the  case  of  patients  who  die 
from  tuberculosis.  I would  join  Dr.  Rigdon  in  urging 
that  anyone  who  performs  an  autopsy  upon  a per- 
son suspected  of  having  tularemia  exert  the  utmost 
precautions  in  preventing  dissemination  of  the  in- 
fection. The  same  note  of  precaution  should  also 
be  applied  to  those  who  attempt  to  culture  the  or- 
ganisms, since,  as  is  well  known,  a considerable 
number  of  laboratory  workers  have  unwittingly  in- 
fected themselves  from  bacteriologic  preparations 
of  the  B.  tularense.  Many  good  clinical  laboratories 
will  not  endanger  the  workers  by  attempting  to  cul- 
ture the  B.  tularense,  depending  for  diagnosis  in- 
stead upon  the  agglutination  test. 

I am  especially  interested  in  the  graph  which 
shows  the  incidence  of  tularemia  in  Texas  and 
neighboring  states,  and  I want  to  ask  Dr.  Rigdon  if 
from  his  studies  on  the  epidemiology  of  tularemia 
he  can  explain  if  the  peak  in  incidence  shown  to 
occur  around  1939,  and  possibly  the  peak  of  1945- 
1946,  are  of  statistical  significance  and  if  so  how 
they  may  be  accounted  for.  Also,  I would  like  to 
know  what  may  be  the  explanation  for  the  high  in- 
cidence of  the  disease  in  Arkansas.  The  graph  shows 
from  5 to  10  per  cent  of  the  cases  in  the  United 
States  since  1938  to  have  occurred  in  this  state. 
Were  this  corrected  for  population,  it  would  indicate 
an  even  higher  incidence  than  shown. 

Dr.  Rigdon,  closing:  I am  not  enough  of  a statis- 
tician to  interpret  the  significance  of  the  data  in 
the  graph.  I can  only  say  that  apparently  from  these 
figures  we  may  have  an  increase  in  the  frequency 
of  tularemia  within  a short  period  of  time.  The  num- 
ber of  cases  in  Texas  and  Louisiana  is  not  increas- 
ing at  a rate  similar  to  that  in  Arkansas  and  Okla- 
homa. The  total  number  for  the  United  States  ap- 
parently is  on  the  increase.  Why  the  frequency  of 
this  disease  is  greater  in  Arkansas  than  in  Texas 
apparently  may  be  explained  on  the  basis  of  the 
wood  tick.  In  view  of  the  extensive  forests  in  Arkan- 
sas and  the  effort  to  protect  these  from  fires,  we 
may  be  preventing  the  killing  of  large  numbers  of 
ticks  which  may  be  responsible  for  the  high  incidence 
of  occurrence  of  this  disease. 

I cannot  overemphasize  the  significance  of  the 
possibility  of  infections  developing  in  laboratory 
workers.  Apparently  the  organism  may  enter  the  un- 
broken skin.  The  case  referred  to  in  this  paper  of 
the  pathologist  who  developed  the  infection  from 
handling  autopsy  material  developed  the  lesion  on 
the  finger,  and  as  far  as  he  knows,  there  was  no 
abrasion  in  the  skin  at  the  time  of  infection. 


To  advocate  the  indiscriminate  use  of  strepto- 
mycin, especially  in  moderately  advanced  or  ad- 
vanced cases  of  pulmonary  tuberculosis,  not  only  is 
premature  but  also  carries  with  it  certain  dangers 
and  drawbacks.  Among  the  principal  dangers  in  the 
use  of  this  drug  is  its  toxicity,  which  may  seriously 
affect  hearing,  sight  and  kidney  function  and  cause 
skin  eruptions.  At  present,  it  can  only  be  said  that 
we  have  seen  little  in  the  treatment  of  'well  estab- 
lished pulmonary  tuberculosis  by  streptomycin  that 
gives  cause  for  any  great  optimism  regarding  its 
curative  value. — Comm,  on  Tuberc.,  New  Hampshire 
Med.  Soc.,  New  England  J.  Med.,  Oct.  23,  1947. 
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UNIT 

B.  M.  PRIMER,  M.  D. 

Director  Travis-Bastrop  County  Health  Unit 
AUSTIN,  TEXAS 

At  a conference  in  the  fall  of  1946  between 
representatives  of  the  Texas  State  Depart- 
ment of  Health,  the  Kellogg  Foundation,  and 
myself,  the. need  was  discussed  for  providing 
a short  training  period  for  new  employees  of 
the  State  Health  Department  and  refresher 
courses  for  personnel  now  employed  in  health 
departments  throughout  the  state.  It  was 
suggested  that  the  Travis-Bastrop  County 
Health  Unit  would  be  a desirable  center  for 
such  a training  course  on  account  of  its 
proximity  to  the  central  office  of  the  State 
Health  Department  and  because  its  size  and 
organization  are  sufficient  to  be  more  easily 
adapted  to  this  type  of  program. 

Following  this  meeting,  plans  together 
with  a budget  were  submitted  to  the  Kellogg 
Foundation  for  approval.  These  were  ap- 
proved on  a five  year  basis  and  the  Training 
Unit  was  started  as  of  January  1,  1947.  Dur- 
ing January,  a stenographer  was  employed 
and  preliminary  work  was  started  on  secur- 
ing additional  office  equipment  and  supplies. 
A sanitary  engineer  and  an  assistant  direc- 
tor of  nurses  were  employed  and  tentative 
schedules  were  drawn  up  for  a six  weeks 
training  program  for  sanitarians  and  nurses. 
Since  this  was  a new  program  to  most  of  us, 
schedules  were  arranged  so  that  they  could 
be  modified  to  suit  the  situations  as  they 
developed.  Field  training  for  nurses  had  been 
in  operation  since  1943  on  a cooperative 
basis  with  Incarnate  Word  College  of  San 
Antonio,  but  it  was  necessary  to  adapt  this 
program  from  a four  months  plan  to  one  of 
six  weeks  and  coordinate  both  plans  with  our 
regular  public  health  nursing  program.  The 
program  for  sanitarians  was  developed  from 
the  expressed  desires  of  the  State  Health  De- 
partment and  the  needs  of  the  students  as 
noted  by  the  instructors  in  the  first  few 
classes. 

During  the  year  all  grades  of  sanitarians 
and  nurses  have  attended  the  training  school. 
Some  have  been  people  of  long  experience 
but  no  training,  others  of  good  training  but 
little  experience  under  supervision,  and  some 
with  little  or  no  experience  and  no  training. 
Few  of  the  physicians  had  previous  exper- 
ience or  training.  During  the  first  year  of  op- 
eration there  were  enrolled  in  the  school  6 
physicians,  21  nurses  on  six  weeks  training 
period,  and  5 on  three  to  four  months  train- 
ing, 40  sanitarians,  and  4 clerks. 

Read  before  the  Section  on  Public  Health,  State  Medical  Asso- 
ciation of  Texas,  Annual  Session,  Houston,  April  27,  1948. 


HEALTH  OFFICERS 

Physicians  entering  the  service  of  the 
State  Health  Department  received  orienta- 
tion training  (approximately  one  week)  in 
the  office  of  the  director  of  Local  Health 
Services,  during  which  time  they  visited  all 
of  the  divisions  and  bureaus  of  the  State 
Health  Department  and  were  instructed  in 
the  different  activities  and  services.  Fol- 
lowing this  period  they  spent  several  weeks 
in  the  Public  Health  Training  Unit  under  the 
supervision  of  the  director.  This  training  was 
carried  out  on  an  individual  basis  after  con- 
sultation with  each  physician  and  determina- 
tion of  his  needs.  Daily  conferences  were 
held  with  physician  trainees.  Discussions 
covered  the  entire  field  of  administrative 
practice  including  analysis  of  local  health 
problems,  methods  of  solving  them,  public 
relations,  liaison  with  official  and  nonoffi- 
cial agencies,  and  so  forth.  Physicians’ 
schedules  were  arranged  so  that  they  would 
have  an  opportunity  to  observe  those  activ- 
ities of  a health  program  which  they  needed 
either  to  see  for  the  first  time  or  on  which 
they  needed  to  refresh  their  memories.  None 
of  the  physicians  had  had  formal  postgrad- 
uate training  in  the  public  health  field,  al- 
though some  (in  their  past  experiences)  had 
acted  as  part-time  consultants  in  various 
capacities  with  health  units.  For  this  reason, 
greater  emphasis  was  placed  on  improving 
their  knowledge  of  sanitation  and  those  sub- 
jects not  familiar  to  most  medical  personnel. 
All  trainees  visited  in  the  training  school  for 
sanitarians  and  made  field  trips  with  them. 
Daily  discussions  with  each  of  the  trainees 
on  the  previous  day’s  work  helped  to  impress 
on  him  his  relationship  with  other  members 
of  the  health  unit  staff  and  his  responsibili- 
ties for  direction  and  leadership  in  the  unit. 

PUBLIC  HEALTH  NURSES 

Nurse  trainees  have  all  received  essential- 
ly the  same  type  of  basic  indoctrination.  Fol- 
lowing their  arrival  at  the  Training  Unit, 
they  received  instruction  in  the  organization 
and  policies  of  the  local  health  unit.  They 
were  assigned  to  a nurse  supervisor  and  were 
under  the  guidance  of  this  supervisor 
throughout  the  training  period.  All  were 
given  opportunity  to  observe  and  participate 
in  the  following  types  of  activities:  field 
trips,  clinics  (venereal  disease,  tuberculosis, 
immunization,  maternity),  home  visits,  con- 
ferences (well  child  conferences),  schools, 
antepartum  classes,  family  case  conferences, 
and  weekly  staff  education  programs. 

In  field  trips  they  visited  such  places  as 
the  State  Health  Department,  State  Depart- 
ment of  Public  Welfare,  local  dairies  and 
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pasteurization  plants,  water  and  sewage 
plants,  State  School  for  Blind,  State  School 
for  Deaf,  State  Department  of  Vocational 
Rehabilitation,  State  Public  Health  Labora- 
tory, and  Rapid  Treatment  Center  at  San 
Antonio. 

Nurse  trainees  received  instruction  under 
supervision  in  all  types  of  home  visits.  On 
the  first  visit,  one  of  the  senior  nurses  of 
the  Health  Training  Unit  demonstrated  the 
correct  technique  to  be  used  in  making  the 
visit.  This  was  followed  by  several  visits  by 
the  trainee  alone  and  then  by  a supervised 
visit.  At  this  time,  an  analysis  was  made  of 
the  student’s  ability,  giving  consideration  to 
such  things  as  plan  or  organization  of  work, 
approach  to  families  or  home,  nursing  tech- 
nique, teaching  ability,  record  keeping,  ap- 
pearance and  manner,  and  strong  points. 

Close  supervision  of  all  trainees  is  the  key- 
stone of  the  nurse  training,  and  trainees 
were  checked  by  supervisors  frequently  to 
see  if  they  understood  the  various  procedures 
recommended  in  different  activities.  For  ex- 
ample, in  the  procedures  involved  in  a well 
child  conference  the  following  points  were 
covered  by  the  supervisor:  clinic  set-up,  pa- 
tient admission,  weighing  and  measuring, 
taking  temperatures,  interval  history,  im- 
munizations, conferences  with  mother  fol- 
lowing physician’s  examination,  demonstra- 
tions, and  records. 

All  trainees  prepared  cases  for  the  family 
case  conference  and  most  of  them  presented 
the  cases  to  the  nursing  staff.  This  was  done 
to  show  the  student  the  value  of  a careful 
family  case  study  and  to  develop  ability  in 
presentation  before  a group  of  such  a study. 

SANITARIANS 

Six  sanitation  classes  were  completed  dur- 
ing the  first  year.  The  instructor  personnel 
responsible  for  training  consisted  of  a sani- 
tary engineer  and  a sanitarian  who  worked 
under  the  director  of  the  Training  Unit. 
Trainees  enrolled  included  personnel  inter- 
ested in  making  public  health  a career  and 
who  desired  employment  in  the  sanitation 
field  with  a city,  county,  or  state  public 
health  agency  as  well  as  those  now  employed 
in  public  health  departments  as  sanitarians 
or  sanitary  engineers  who  wished  to  receive 
refresher  training  in  their  respective  fields. 

The  type  of  training  presented  to  each 
class  was  determined  largely  by  the  quali- 
fications of  each  group  accepted  for  training. 
Although  it  is  the  consensus  of  those  par- 
ticipating in  this  Training  Unit  that  the 
training  should  be  the  applicatory  type,  it 
was  found  necessary  to  provide  a full  six 
week  schedule  for  certain  classes  which 


needed  detailed  instruction  in  the  basic  fun- 
damentals of  sanitary  science.  Other  groups 
represented  by  students  who  had  varied  ex- 
periences in  the  sanitation  field  were  given 
only  a three  week  schedule  of  didactic  train- 
ing supplemented  by  a three  weeks  period  of 
applicatory  field  work.  The  didactic  part  of 
the  program  covered  a discussion  of  such 
subjects  as  organization  of  health  depart- 
ments on  the  national,  state,  and  local  levels, 
insects  and  their  control,  rodent  control, 
methods  of  food  and  milk  control,  swimming 
pool  sanitation,  methods  of  excreta  and  garb- 
age disposal,  water  supplies,  industrial  hy- 
giene, and  so  forth.  Applicatory  activities  in- 
cluded making  sanitary  surveys  and  solving 
specific  sanitary  problems  such  as  elimina- 
tion of  minerals  from  drinking  water  sup- 
plies. Every  effort  was  made  to  conduct  the 
training  on  a practical  basis  in  order  that 
the  trainee  personnel  might  learn  to  cope 
with  the  public  health  problems  that  arise  in 
the  average  community.  It  was  believed  that 
“learning  by  experience’’  is  far  more  valu- 
able than  the  didactic  method  of  instruction 
and  that  this  type  of  training  should  be  em- 
phasized. With  this  policy  in  mind,  the  train- 
ing course  was  organized  so  that  at  least  50 
per  cent  of  the  time  spent  in  training  was 
devoted  to  field  work  and  field  projects. 
Each  class  was  encouraged  to  select  some 
project  such  as  a sanitary  survey  or  a com- 
munity wide  sanitation  program  in  order  to 
give  training  in  community  organization 
procedure  and  to  enable  the  trainee  to  ac- 
quire skills  in  community  planning  and  sup- 
ervision of  voluntary  agencies  and  individ- 
uals who  might  be  used  in  assisting  him  in 
carrying  on  his  part  of  the  health  program. 

During  each  week  of  training,  students 
were  assigned  articles  from  various  period- 
icals as  special  reports  which  were  presented 
to  the  class.  It  was  found  that  this  type  of 
training  was  extremely  instrumental  in  pro- 
moting class  discussions  and  it  afforded  the 
trainees  an  opportunity  to  become  familiar 
with  current  publications  and  literature 
pertinent  to  the  particular  field  of  sanitation 
involved.  These  reports  were  made  a part  of 
the  permanent  Training  Unit  records  and 
served  as  a means  of  evaluating  student  ac- 
complishments. 

All  of  the  usual  tools  now  available  in  the 
educational  process  were  used  in  the  train- 
ing. Many  excellent  films,  film  strips,  and 
literature  were  available  either  from  official 
health  department  sources  or  were  obtainable 
from  commercial  firms.  Display  material 
furnished  by  commercial  sources  on  such  sub- 
jects as  insecticides,  small  unit  chlorination 
systems,  and  other  apparatus  of  a sanitary 
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nature  proved  useful  in  furnishing  demon- 
strations for  the  trainees. 

CLERKS 

Originally  it  was  planned  to  conduct  a 
course  for  clerks  which  would  cover  a four 
weeks  period.  However,  because  of  difficul- 
ties encountered  in  providing  substitutes  for 
clerks  in  smaller  units  and  in  financing  them 
during  their  training  period,  it  was  neces- 
sary to  shorten  this  period  to  one  week.  Only 
one  class  was  held  during  the  year  and  it  was 
supervised  by  personnel  furnished  by  the 
State  Health  Department  through  the  Di- 
vision of  Local  Health  Services.  Four  clerks 
selected  from  four  different  health  units 
spent  a profitable  week  in  the  Training  Unit. 
Subjects  covered  in  the  training  program  in- 
cluded such  things  as  the  organization  of 
health  departments  on  the  national,  state, 
and  local  level,  record  keeping  in  local  health 
units,  communicable  disease  files,  tubercu- 
losis files,  the  central  tabulating  unit  of  the 
venereal  disease  division,  nursing  records 
and  files,  sanitation  records  and  files,  the 
evaluation  schedule,  administrative  records 
and  reports,  vital  statistics  records  and  their 
uses,  qualification  of  a good  clerk,  and  so 
forth. 

The  Manual  of  Records  and  Procedures  for 
local  health  units  was  used  as  the  chief 
source  of  information.  Complete  files  for  the 
average  health  unit  were  set  up  by  the 
trainees  during  the  training  period  and  each 
of  them  was  given  actual  practice  in  carry- 
ing on  the  various  duties  of  a clerk.  Discus- 
sions which  took  place  on  the  various  topics 
covered  in  the  training  period  indicated  the 
intense  interest  of  clerks  in  acquiring  more 
knowledge  of  the  health  program  and  the 
need  of  all  health  unit  directors  to  devote 
more  time  to  this  important  person  in  the 
health  unit  set-up. 

FUTURE  TRAINING 

Because  of  lack  of  medical  assistance  in 
the  Training  Unit  during  the  first  year,  it 
was  found  impracticable  to  give  medical  of- 
ficers much  applicatory  training.  Plans  in 
the  future  call  for  placing  them  during  part 
of  their  training  in  the  Bastrop  office  of  the 
Health  Unit  and  supervising  their  operation 
of  a health  unit  under  rural  conditions.  Em- 
phasis on  sanitation  and  supervision  of  sani- 
tarians will  be  continued. 

In  considering  plans  for  future  training, 
efforts  have  been  made  particularly  in  the 
program  for  nurses  and  sanitarians  to  de- 
termine what  the  student  trainees  thought 
they  needed  most  and  in  what  manner  this 
material  or  instruction  might  be  best  given 
to  them.  Each  nurse  and  sanitarian  trainee 


was  asked  at  the  end  of  the  training  period 
to 'give  his  opinion  regarding  the  training 
and  he  was  encouraged  to  be  frank  in  his  re- 
marks. 

From  a review  of  this  information  it  was 
found  that  sanitarians  should  be  given  addi- 
ditional  periods  of  applicatory  training  and 
that  actual  equipment  such  as  dishwashing 
machines,  chlorinators,  and  so  forth  should 
be  available  for  instruction.  It  is  believed 
that  such  equipment  can  be  secured  from 
commercial  organizations  and  installed  for 
experimental  and  teaching  purposes.  Plans 
have  been  made  to  provide  an  insectarium  so 
that  trainees  may  have  an  opportunity  to  ob- 
serve the  stages  in  the  life  cycle  of  insects 
of  a public  health  significance  and  produce 
enough  insects  to  serve  as  a means  of  demon- 
strating the  effectiveness  of  various  types  of 
insecticides. 

Nurse  trainees  believed  that  they  would  be 
benefited  if  they  could  listen  to  more  teach- 
ing conferences.  Therefore,  we  plan  to  make 
recordings  of  teaching  conferences  in  each 
type  of  clinic  for  use  in  this  type  of  training. 
Since  most  of  the  nurse  trainees  were  from 
health  units  located  in  predominantly  rural 
areas,  the  need  for  emphasis  of  this  type  of 
health  program  was  obvious.  The  Bastrop 
County  office  offers  an  ideal  set-up  for  this 
type  of  health  work.  The  organization,  mid- 
wife situation,  the  maternity  clinics,  and  the 
well  child  conferences  make  it  a good  rural 
training  area.  A few  nurse  trainees  spent 
part  of  their  training  time  in  this  office. 
During  the  present  year  it  is  planned  to  use 
this  rural  situation  to  better  advantage. 

Library  facilities  were  inadequate  during 
the  first  year  of  operation.  Although  the  li- 
brary facilities  for  the  normal  operation  of 
the  Travis-Bastrop  County  Health  Unit 
seemed  to  be  sufficient  for  the  usual  needs 
it  was  found  that  a good  many  books  and 
other  materials  would  be  necessary  if  all  of 
the  needs  of  the  trainees  were  to  be  met. 
Therefore,  steps  have  been  taken  to  improve 
and  enlarge  this  important  adjunct  of  any 
training  program.  A sound  movie  projector 
purchased  during  the  first  year  of  operation 
of  the  Training  Unit  has  proved  of  great 
value. 

Experiences  gained  during  the  school  for 
clerks  indicates  the  need  for  holding  sep- 
arate schools  for  different  categories  of 
clerks.  Those  working  in  the  smaller  units 
need  to  be  trained  in  different  classes  from 
those  working  in  larger  units.  Special  schools 
for  clerks  handling  only  special  types  of 
records  such  as  venereal  disease  or  tubercu- 
losis records  and  reports  should  be  trained  in 
special  groups.  It  is  planned  to  devote  more 
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time  in  future  schools  of  this  nature  to  the 
actual  clerical  procedures  and  have  available 
for  demonstration  complete  representative 
files  applicable  to  the  different  categories  of 
clerks. 

ABSTRACT  OF  DISCUSSION 

Dr.  L.  P.  Walter,  Austin:  Training  of  public 
health  personnel  is  now  an  important  and  timely 
topic.  Extraordinary  conferences  are  being  held 
throughout  the  country  to  determine  means  by  which 
there  may  be  standardization  and  improvement  of 
field  training  for  public  health  workers.  The  facts 
available  at  this  time  indicate  that  in  the  near  fu- 
ture every  county  in  the  United  States  will  be  re- 
ceiving the  services  of  a full-time  local  health  unit. 
This  vast  expansion  program  is  necessary  and  de- 
sirable during  peace  time  and  such  a program  will 
be  mandatory  in  the  event  of  war. 

I wish  to  emphasize  that  the  Texas  State  Health 
Department  Training  Unit  has  been  established 
primarily  for  field  training  and,  as  has  well  been 
pointed  out  by  Dr.  Primer,  the  public  health  worker 
can  learn  best  by  having  actual  experience  in  the 
field  of  public  health. 

There  are  now  ten  excellent  accredited  schools  of 
public  health  in  the  United  States  where  persons 
may  receive  didactic  training.  In  the  near  future  we 
hope  that  an  accredited  school  of  public  health  will 
be  located  in  Texas. 


SURGICAL  TREATMENT  OF  INTER- 
TROCHANTERIC FRACTURES 
OF  THE  FEMUR 
FRANK  C.  HODGES,  M.  D. 

ABILENE,  TEXAS 

The  primary  object  of  this  paper  is  to  ex- 
press a firm  conviction  that  elderly  debilitat- 
ed persons  who  sustain  intertrochanteric 
fractures  of  the  femur  should  be  treated  by 
open  operation  and  internal  fixation.  Some 
surgeons  have  been  advocating  this  for  ten 
years  but  it  has  been  only  in  the  last  year 
that  I have  come  to  realize  that  this  method 
gives  these  old  people  their  best  opportunity 
to  survive  this  injury  and  to  avoid  a miser- 
able, slow  death. 

It  is  well  known  that  the  young  and  more 
physically  fit  will  do  well  when  treated  by 
traction  methods,  but  these  old  and  debilitat- 
ed persons  cannot  survive  the  prolonged  re- 
cumbency that  the  traction  methods  require. 
It  requires  a much  longer  time  for  bony 
union  to  occur  in  these  patients  than  in  the 
younger  ones.  They  frequently  are  incontin- 
ent of  urine  and  many  times  of  feces.  An  in- 
dwelling catheter  helps  but  even  this  does 
not  always  keep  them  dry.  They  must  have 
excellent  nursing  care  to  prevent  decubital 
ulcers,  and  nursing  care  is  now  hard  to  get. 
The  imposed  inactivity  and  the  pain  fre- 
quently result  in  mental  depression  and  even 
psychosis. 

It  is  only  reasonable  for  laymen  and  phy- 
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sicians  to  believe  before  investigation  that 
these  elderly  debilitated  patients  cannot  tol- 
erate open  reduction  and  internal  fixation. 
Statistical  reports  from  several  large  hos- 
pitals show  that  the  mortality  in  this  group 
treated  by  traction  methods  runs  between  35 
and  40  per  cent  and  that  in  the  same  hospitals 
the  mortality  has  been  reduced  by  about  10 
per  cent  by  open  reduction  and  internal  fixa- 
tion. In  addition  to  the  lowered  mortality  the 
patients  are  more  comfortable,  have  fewer 
complications,  and  require  less  nursing  and 
shorter  hospitalization. 

In  a group  of  34  intertrochanteric  frac- 
tures that  I have  treated  in  private  patients, 
22  were  treated  by  traction  with  a mortality 
of  22  per  cent.  Further  analysis  of  this  group 
of  patients  treated  by  traction  revealed  that 
13  were  over  70  years  of  age  and  that  the 
mortality  in  this  group  was  39  per  cent.  It 
became  obvious  that  the  fatalities  in  the 
conservatively  treated  group  were  occurring 
principally  in  patients  over  70  years  of  age. 
This  information  and  statistical  reports  from 
some  of  the  larger  hospitals  in  this  country 
led  me  to  attempt  open  reduction  and  in- 
ternal fixation  in  this  older  age  group.  Since 
adopting  this  method  I have  operated  on  12 
patients  with  an  average  age  of  79  years. 
The  mortality  in  this  group  of  12  patients 
treated  by  open  reduction  and  internal  fixa- 
tion has  been  33  per  cent,  which  is  6 per  cent 
lower  than  in  the  group  of  13  who  were 
over  70  years  of  age  and  treated  by  traction. 

I believe  that  information  concerning  the 
lowered  mortality  following  operative  treat- 
ment in  the  older  age  group  should  be  dis- 
seminated because  that  is  the  group  in 
which  it  is  reasonable  to  assume  operation  is 
not  advisable  unless  a thorough  study  of  the 
situation  has  been  made.  Some  have  advised 
that  these  patients  be  prepared  for  surgery 
over  a period  of  days,  but  it  has  been  my  ex- 
perience that  given  a patient  who  is  not 
acutely  ill  and  who  has  been  as  active  as  these 
old  people  ordinarily  are,  they  do  better  if 
operated  upon  within  a few  hours  of  their 
injury.  Many  will  require  transfusion,  for 
they  are  anemic  and  the  operation  will  be 
cause  for  shock  additional  to  that  associated 
with  their  injury.  This  shock  can  and  should 
be  treated  promptly  and  the  operation  car- 
ried out  within  a few  hours. 

Numerous  devices  have  been  designed  for 
internal  fixation  and  I have  used  many  of 
them.  Some  of  these  are  suitable  in  some 
types  of  fractures  but  not  in  others.  I have 
attempted  to  find  one  device  which  is  suit- 
able for  all  of  the  many  types  of  intertro- 
chanteric fractures  so  that  the  operative  pro- 
cedure can  be  standardized  to  be  done  quick- 
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ly.  The  worst  of  these  fractures  have  exten- 
sive comminution  over  an  area  of  about  2 
inches  in  the  intertrochanteric  area.  In  these 
cases  firm  fixation  of  the  internal  fixation 
device  must  be  had  in  the  head  of  the  femur 
and  along  the  upper  portion  of  the  shaft  of 
the  femur  with  enough  strength  between 
these  two  points  of  fixation  to  sustain  the 
stress  of  free  movement  in  bed  without 
breaking  or  bending.  The  Smith-Petersen 
nail  with  attachable  femoral  plate  has  met 
this  requirement  for  me.  The  femoral  plate 
is  so  made  that  it  can  be  securely  fixed  to 
the  nail  at  varying  degrees  to  meet  the  angle 
subtended  by  the  nail  and  the  femoral  shaft. 

The  treatment  of  intertrochanteric  frac- 
tures in  elderly  patients  is  difficult  and  many 
complications  can  arise.  They  tax  the  inge- 
nuity of  the  surgeon  and  the  facilities  of  the 
hospital,  but  the  plight  of  these  patients  is 
so  pitiful  I feel  that  all  possible  should  be 
done  to  help  them. 

Complications  which  commonly  arise  are 
shock,  infection,  bending  of  fixation  device, 
intrusion  of  the  nail  into  the  hip  joint,  decu- 
bital  ulcers,  and  senile  psychosis.  These  com- 
plications should  be  anticipated  and  prophy- 
lactic measures  taken.  Shock  can  be  avoided 
by  transfusion  before  surgery  when  indicat- 
ed, by  speedy  operation  and  transfusion  dur- 
ing or  after  operation  when  necessary.  The 
danger  of  infection  can  be  lessened  by  keep- 
ing the  patient’s  hemoglobin  above  80  per 
cent  and  blood  proteins  up,  by  speedy,  atrau- 
matic surgery,  and  by  remedying  any  vitamin 
deficiency.  The  fixation  device  should  be 
strong  enough  to  withstand  the  stress  to  be 
put  upon  it.  Intrusion  of  the  nail  may  occur  if 
the  fixation  device  bends,  permitting  varus 
deformity.  If  comminution  is  extensive  and 
the  patient  has  good  thigh  muscles,  traction 
may  be  necessary  for  awhile  to  prevent  intru- 
sion of  the  nail.  However,  the  primary  object 
in  operating  on  these  patients  is  to  prevent 
the  necessity  of  traction.  To  prevent  decu- 
bital  ulcers  the  patient  should  be  kept  clean 
and  dry  and  should  be  turned  frequently.  The 
hemoglobin  and  blood  proteins  should  also  be 
kept  high.  Senile  psychosis  may  be  avoided 
by  so  fixing  the  fracture  that  the  patient  is 
not  constantly  in  pain,  by  getting  him  up  in 
a few  days,  and  by  keeping  him  interested 
in  things  in  which  he  had  been  interested  be- 
fore injury. 

ABSTRACT  OF  DISCUSSION 

Dr.  Felix  L.  Butte,  Dallas:  All  of  us  who  treat 
elderly  patients  with  intertrochanteric  fractures  of 
the  femur  have  experienced  similar  good  and  bad 
results.  While  I agree  that  some  fonn  of  internal 
fixation  is  the  method  of  choice  in  treating  these 
fractures,  I am  still  not  willing  to  discard  certain 
forms  of  traction,  and  particularly  the  well-leg  trac- 
tion whereby  the  patient  can  be  put  in  a wheel  chair 


and  can  be  moved  about  relatively  freely  within  a 
few  days  after  the  fracture.  I do  not  believe  any  of 
these  older  patients  should  be  treated  with  any  of 
the  methods  of  traction  which  confine  them  to  bed. 
However,  the  well-leg  traction  treatment  is  still,  in 
my  opinion,  acceptable  in  a certain  percentage  of 
these  cases. 

Dr.  S.  C.  Richardson,  Bryan:  I think  anyone  that 
is  satisfied  with  using  as  large  a device  as  the 
Smith-Petersen  nail  in  neck  and  intertrochanteric 
fractures  and  open  reductions  will  find  Dr.  Hodges’ 
method  good  in  many  cases. 

I have  used  Roger-Anderson’s  pins  and  saved  do- 
ing open  operations  on  quite  a number  of  old  people 
with  good  results.  Usually  this  procedure  can  be 
done  under  local  anesthesia  and  the  patient  can  be 
up  in  a wheel  chair  early  with  no  cast  being  used 
at  all. 

If  the  two  pins  are  put  through  the  neck  into  the 
head  at  angles  to  each  other  and  the  outside  ends 
of  the  pins  are  tightened  together,  they  will  hold. 
Then  bars  and  pins  can  be  used  in  the  shaft  and 
locked.  Trouble  may  be  encountered  in  getting  the 
pins  placed  right,  but  they  are  small  enough  that 
they  do  little  damage  and  can  be  removed  and  re- 
placed easily  until  they  are  placed  where  they  be- 
long according  to  a roentgen-x-ay  check. 

Dr.  Ben  L.  Schoolfield,  Dallas:  The  essayist  is  to 
be  congratulated  upon  his  utter  frankness  in  relat- 
ing some  of  his  poor  results.  It  appears  likely  that 
greater  progress  would  be  achieved  if  more  of  us 
would  tell  about  such  results  rather  than  boast  of  our 
good  ones. 

In  dealing  with  intertrochanteric  fractures  of  the 
femur,  two  things  should  be  kept  in  mind:  (1)  that 
the  physician  is  dealing  in  most  cases  with  elderly 
patients  and  (2)  that  these  fractures  will  almost 
invariably  heal  if  the  patient  can  be  kept  alive. 
Since  these  patients  are  on  an  average  extremely 
old,  rather  older  than  the  average  patient  with  frac- 
ture of  the  neck  of  the  femur,  there  is  always  the 
question  of  whether  or  not  they  will  survive  so  much 
traumatism  as  is  involved  in  this  injury.  Since  the 
fractures  will  heal  irrespective  of  the  method  of 
treatment,  the  important  thing  appears  to  be  to 
make  every  effort  at  keeping  the  patients  alive  and 
at  getting  them  out  of  the  recumbent  attitude  as 
soon  as  possible. 

Having  been  brought  up  in  the  Whitman  school  of 
orthopedic  thinking,  I began  treating  these  fractures 
by  the  abduction  method  and  the  use  of  the  long 
plaster  of  Paris  spica.  Within  recent  years,  I have 
continued  to  use  the  Whitman  method  of  reduction 
except  that  I have  used  the  local  injection  of  novo- 
cain with  a preliminary  injection  of  morphine.  With 
this  form  of  anesthesia,  the  physician  need  be  in  no 
particular  hurry  and  there  is  plenty  of  time  for 
roentgen-ray  check-up  on  the  reduction.  Also  I have 
been  using  only  a short  plaster  spica  reaching  from 
the  rib  margins  down  to  the  knee  of  the  affected 
side.  A Steinmann  pin  or  Kirschner  wire  is  put 
through  the  shaft  of  the  femur  just  proximal  to  the 
condyles  to  hold  the  internal  rotation  of  the  thigh 
and  prevent  any  slipping  up  or  down  of  the  spica. 

This  latter  procedure  is  accomplished  with  the 
local  use  of  novocain  and  the  pin  or  wire  is  in- 
corporated in  the  plaster  of  Paris.  This  method  en- 
tails the  use  of  a minimal  amount  of  anesthesia  and 
trauma  to  the  patient  and  the  patient  may  be  gotten 
up  in  a wheel  chair  quite  early.  Crutches  may  be 
used  if  the  patient  is  strong  enough  to  handle  them. 

Of  course,  some  of  these  elderly  patients  will  die 
no  matter  how  they  are  treated.  Some  of  them  can- 
not stand  that  amount  of  injury  and  will  die  of  shock 
or  heart  condition.  I think  the  simpler  the  method 
of  treatment,  the  more  likely  is  the  patient  to  sur- 
vive and  the  method  outlined  above  seems  to  meet 
those  conditions  satisfactorily.  Frequent  turning  of 
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the  patient  while  recumbent  and  getting  the  patient 
out  of  recumbency  as  early  as  conditions  will  allow 
will  serve  to  prevent  bed  sores  and  pneumonia  in 
most  cases.  Again  let  me  insist  that  the  greatest 
problem  in  intertrochanteric  fractures  of  the  femur 
is  in  keeping  the  patient  alive.  Nonunion  of  such  a 
fracture  must  be  a great  rarity  regardless  of  the 
method  of  treatment. 


MISCELLANEOUS 


COMING  MEETINGS  AND  CLINICS 

State  Medical  Association  of  Texas,  San  Antonio,  May  2-5,  1949. 
Dr.  Tate  Miller,  Dallas,  President;  Dr.  Harold  M.  Williams, 
700  Guadalupe  St.,  Austin,  Secretary. 

American  Medical  Association.  Interim  Session,  St.  Louis, 
November  30-December  3,  1948.  Dr.  R.  L.  Sensenich,  South 
Bend,  Ind.,  President ; Dr.  George  F.  Lull,  535  North  Dearborn 
St.,  Chicago  10,  Secretary. 

NATIONAL  AND  REGIONAL 

American  Academy  of  Allergy.  Dr.  Will  C.  Sprain,  New  York, 
President ; Dr.  Theodore  L.  Squier,  424  East  Wisconsin  Ave., 
Milwaukee,  Secretary. 

American  Academy  of  Dermatology  and  Syphilology.  Dr.  Clyde 
L.  Cummer,  Cleveland,  President;  Dr.  Earl  D.  Osborne,  471 
Delaware  Ave.,  Buffalo,  N.  Y.,  Secretary. 

American  Academy  of  General  Practice,  Cincinnati,  March  7-9, 
1949.  Dr.  Paul  A.  Davis,  Akron,  Ohio,  President;  Dr.  Mac  F. 
Cahal,  20  N.  Wacker  Drive,  Chicago  6,  Acting  Executive  Sec- 
retary. 

American  Academy  of  Neurological  Surgery.  Dr.  William  S. 
Keith,  Toronto,  Canada,  President ; Dr.  T.  C.  Erickson,  1300 
University  Ave.,  Madison  5,  Wis.,  Secretary. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Chi- 
cago, October  10-15,  1948.  Dr.  C.  H.  McCaskey,  Indianapolis, 
President;  Dr.  W.  L.  Benedict,  Mayo  Clinic,  Rochester,  Minn., 
Secretary. 

American  Academy  of  Pediatrics,  Atlantic  City,  November  20-23, 

1948.  Dr.  John  A.  Toomey,  Cleveland,  President;  Dr.  C.  G. 
Grulee,  636  Chuich  St.,  Evanston,  111.,  Secretary. 

American  Association  for  Thoracic  Surgery.  Dr.  Alton  Ochsner, 
New  Orleans,  President;  Dr.  Brian  Blades,  George  Washing- 
ton University  School  of  Medicine,  Washington,  D.  C.,  Sec- 
retary. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  C.  E. 
Burford,  St.  Louis,  President;  Dr.  Norris  J.  Heckel,  122  S. 
Michigan  Ave.,  Chicago,  Secretary. 

American  Association  of  Obstetricians,  Gynecologists,  and  Ab- 
dominal Surgeons,  Hot  Springs,  Va.,  September  9-11,  1948. 
Dr.  Robert  D.  Mussey,  Rochester,  Minn.,  President;  Dr.  L.  A. 
Calkins.  University  of  Kansas  Medical  Center,  Kansas  City,  3, 
Secretary. 

American  College  of  Physicians,  New  York,  March  28-April  1, 

1949.  Dr.  Walter  W.  Palmer,  New  York,  President ; Mr. 
E.  R.  Loveland,  4200  Pine  St.,  Philadelphia  4,  Secretary. 

American  College  of  Radiology,  Dr.  Edwin  C.  Ernst.  St.  Louis, 
President;  Dr.  Mac  F.  Cahal,  20  N.  Wacker  Drive,  Chicago  6, 
Secretary. 

American  College  of  Surgeons,  Los  Angeles,  October  18-22,  1948. 
Dr.  Arthur  W.  Allen,  Boston,  President;  Dr.  Paul  B.  Magnu- 
son,  40  E.  Erie  St.,  Chicago  11,  Secretary. 

American  Congress  of  Physical  Medicine,  Washington,  D.  C.. 
September  7-11,  1948.  Dr.  H.  Worley  Kendell,  Chicago,  Presi- 
dent; Dr.  Richard  Kovacs,  2 E.  88th  St.,  New  York  28,  Sec- 
retary. 

American  Dermatological  Association.  Dr.  Harry  R.  Foerster, 
Milwaukee,  President ; Dr.  L.  A.  Brunsting,  102  2nd.  Ave., 
S.  W.,  Rochester,  Minn.,  Secretary. 

American  Gastro-Enterological  Association,  Atlantic  City,  June 
3-4,  1949.  Dr.  A.  F.  R.  Andresen,  Brooklyn,  President ; Dr. 
Dwight  L.  Wilbur,  655  Sutter  St.,  San  Francisco,  Secretary. 
American  Gynecological  Society.  Dr.  Edmund  A.  Schumann, 
Philadelphia,  President;  Dr.  Howard  Taylor,  Jr.,  842  Park 
Ave.,  New  York  21,  Secretary. 

American  Hospital  Association,  Atlantic  City,  September  20-23, 
1948.  Mr.  Graham  L.  Davis,  Battle  Creek,  Mich.,  President; 
Mr.  George  P.  Bugbee,  18  E.  Division  St.,  Chicago,  Executive 
Secretary. 

American  Laryngological,  Rhinological  and  Otological  Society, 
Chicago,  April,  1949.  Dr.  John  J.  Shea,  Memphis,  Tenn., 
President ; Dr.  C.  S.  Nash,  277  Alexander  St.,  Rochester  7, 
N.  Y.,  Secretary. 

American  Neurological  Association.  Dr.  Stanley  Cobb,  Boston, 
President;  Dr.  H.  Houston  Merritt,  710  W.  168th  St.,  New 
York  32,  Secretary. 

American  Ophthalmological  Society.  Dr.  Henry  C.  Haden,  Hous- 
ton, President;  Dr.  W.  S.  Atkinson,  129  Clinton  St.,  Water- 
town,  N.  Y.,  Secretary. 

American  Orthopedic  Association.  Dr.  Robert  I.  Harris,  Toronto, 


Canada,  President;  Dr.  C.  Leslie  Mitchell,  Henry  Ford  Hos- 
pital, Detroit  2,  Secretary. 

American  Otological  Society.  Dr.  Marvin  F.  Jones.  New  York 
President;  Dr.  Gordon  D.  Hoople,  713  E.  Genesee  St.,  Syra- 
cuse 3,  N.  Y.,  Secretary. 

American  Pediatric  Society.  Dr.  Grover  F.  Powers,  New  Haven 
Conn.,  President;  Dr.  Henry  G.  Poncher,  1819  W.  Polk  St.! 
Chicago  12,  Secretary. 

American  Proctologic  Society.  Dr.  George  H.  Thiele,  Kansas 
City  Mo.,  President;  Dr.  Vernon  G.  Jeurink,  1612  Tremont 
PI.,  Denver  2,  Secretary. 

American  Psychiatric  Association.  Dr.  Winfred  Overholser. 
Washington,  D.  C.,  President ; Dr.  Leo  H.  Bartemeier,  General 
Motors  Bldg.,  Detroit,  Secretary. 

American  Public  Health  Association,  Boston,  November  8-12 
1948.  Dr.  Martha  M.  Eliot,  Washington,  D.  C.,  President;  Dr! 
R.  M.  Atwater,  1790  Broadway,  New  York  19,  Secretary. 
American  Roentgen  Ray  Society,  Chicago,  September  14-18,  1948. 
Dr.  J.  B.  Edwards,  St.  Louis,  President;  Dr.  H.  Dabney  Kerr 
University  Hospital,  Iowa  City,  Secretary. 

American  Society  of  Anesthesiologists,  St.  Louis,  November  4-6, 

1948. _  Dr.  Charles  F.  McCuskey,  Los  Angeles,  President ; Dr. 
Curtiss  B.  Hickcox,  745  Fifth  Ave.,  New  York  22,  Secretary. 

American  Society  of  Clinical  Pathologists,  Chicago,  October 
10-16,  1948,  Dr.  Theodore  J.  Curphey,  Hempstead,  N.  Y 
President;  Dr.  A.  S.  Giordano,  531  N.  Main  St.,  South  Bend, 
Ind.,  Secretary. 

American  Surgical  Association.  Dr.  Elliott  C.  Cutler,  Boston 
President;  Dr.  W.  M.  Firor,  Johns  Hopkins  Hospital,  Balti- 
more 5,  Secretary. 

American  Urological  Association,  Los  Angeles.  May  16-19,  1949 
Dr.  Charles  C.  Higgins,  Cleveland,  President ; Dr.'  T.  D.  Moore! 
899  Madison  Ave.,  Memphis  3,  Tenn.,  Secretary. 

Association  of  American  Physicians,  Atlantic  City,  May  3-4, 

1949.  Dr.  Francis  G.  Blake,  New  Haven,  President ; Dr.  H.  m! 
Thomas,  Jr.,  1201  N.  Calvert  St.,  Baltimore  2,  Secretary. 

Central  Neuropsychiatric  Association,  Kansas  City,  October  29- 
30.  1948.  Dr.  William  C.  Menninger,  Topeka,  Kan.,  President ; 
Dr.  Lee  Eaton,  Mayo  Clinic,  Rochester,  Minn.,  Secretary. 
International  College  of  Surgeons,  U.  S.  Chapter,  St.  Louis,  No- 
vember 15-20,  1948.  Dr.  Herbert  Acuff,  Knoxville,  Tenn., 

President;  Dr.  Louis  J.  Gariepy,  16401  Grand  River  Ave 
Detroit  27,  Secretary. 

National  Tuberculosis  Association,  Dr.  James  R.  Reuling,  Bay- 
side,  N.  Y.,  President;  Dr.  H.  Stuart  Willis,  1790  Broadwav, 
New  York  19,  Secretary. 

Radiological  Society  of  North  America.  Dr.  L.  Henry  Garland 
San  Francisco,  President;  Dr.  D.  S.  Childs,  Medical  Arts  Bldg’ 
Syracuse  2,  N.  Y.,  Secretary. 

Southern  Medical  Association,  Miami,  Fla.,  October  25-28,  1948 
Dr.  A.  LeDoux,  New  Orleans,  President;  C.  P.  Loranz,  Empire 
Building,  Birmingham,  Ala.,  Secretary-Manager. 

Southern  Psychiatric  Association.  Dr.  Guy  F.  Witt,  Dallas,  Presi- 
dent; Dr.  Newdigate  M.  Owensby,  384  Peachtree  St.  N.  E., 
Atlanta,  Ga.,  Secretary. 

Southern  Surgical  Association,  White  Sulphur  Springs,  Decem- 
ber 7-9,  1948.  Dr.  E.  P.  Lehmann,  Charlottesville,  Va.,  Presi- 
dent ; Dr.  Alfred  Blalock,  Johns  Hopkins  Hospital,  Baltimore 
5,  Secretary. 

Southwest  Allergy  Forum,  El  Paso,  April  4-5,  1949.  Dr.  Sim 
Hulsey,  Fort  Worth,  President;  Dr.  O.  E.  Egbert,  First  Na- 
tional Bank  Bldg.,  El  Paso,  Secretary. 

Southwestern  Medical  Association,  El  Paso,  October  28-30,  1948. 
Dr.  Leslie  M.  Smith,  El  Paso.  President;  Dr.  Wickliffe  R. 
Curtis,  First  National  Bank  Building,  El  Paso,  Secretary. 
Southwest  Regional  Cancer  Conference,  Fort  Worth,  October  12, 
1948.  Secretary,  209  Medical  Arts  Bldg.,  Fort  Worth. 

United  States-Mexico  Border  Public  Health  Association,  Nogales, 
Ariz.,  and  Nogales,  Mexico,  1949.  Dr.  Victor  Ocampo  Alonzo, 
Hermosillo,  Mexico,  President;  Dr.  M.  F.  Haralson,  314  U.  S. 
Court  House,  El  Paso,  Secretary. 

STATE 

Texas  Association  of  Obstetricians  and  Gynecologists,  Houston, 
October  15-16.  1948.  Dr.  Warren  E.  Massey,  Dallas,  President ; 
Dr.  George  Adam,  4115  Fannin,  Houston,  Secretary. 

Texas  Chapter,  American  Academy  of  General  Practice.  Dr.  J. 
B.  Copeland,  San  Antonio,  President;  Dr.  W.  P.  Higgins,  Jr., 
Medical  Arts  Bldg.,  P’ort  Worth,  Secretary. 

Texas  Chapter,  American  College  of  Chest  Physicians.  Dr.  Robert 
B.  Homan,  El  Paso,  President;  Dr.  Charles  J.  Koerth,  Kerr- 
ville,  Secretary. 

Texas  Club  of  Internists.  Dr.  Julian  C.  Barton,  San  Antonio, 
President ; Dr.  Charles  Barrier,  Medical  Arts  Building,  Fort 
Worth,  Secretary. 

Texas  Dermatological  Society.  October.  Dr.  D.  T.  Gandy.  Hous- 
ton. President;  Dr.  W.  Harris  Connor,  601  Medical  Arts 
Bldg.,  Houston,  Secretary. 

Texas  Heart  Association.  Dr.  Walter  B.  Whiting.  Wichita  Falls, 
President;  Dr.  Merritt  B.  Whitten,  1421  Medical  Arts  Bldg., 
Dallas,  Secretary. 

Texas  Hospital  Association,  Galveston,  April  19-21,  1949.  Mr.  C. 
J.  Hollingsworth.  Lubbock,  President ; Mrs.  Ruth  Barnhart, 
2210  Main  St.,  Dallas,  Secretary. 
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Texas  Neuropsychiatric  Association,  Waco,  October  25,  1948. 

Dr.  M.  J.  Cooper,  San  Antonio,  President ; Dr.  David  Wade, 
604  Capital  National  Bank  Bldg.,  Austin,  Secretary. 

Texas  Orthopedic  Association,  San  Antonio,  May  2,  1949.  Dr. 
Ruth  Jackson,  Dallas,  President;  Dr.  Margaret  Watkins,  3629 
Fairmount  St.,  Dallas,  Secretary. 

Texas  Pediatric  Society,  Dallas,  October  15-16,  1948.  Dr.  C.  B. 
Alexander,  San  Antonio,  President;  Dr.  John  E.  Ashby,  3610 
Fairmount,  Dallas,  Secretary. 

Texas  Public  Health  Association,  San  Antonio,  February,  1949. 
Dr.  Austin  E.  Hill,  San  Antonio,  President ; Mr.  Earle  W. 
Sudderth,  Dallas  County  Health  Department,  Court  House, 
Dallas,  Executive  Secretary. 

Texas  Radiological  Society,  Fort  Worth.  January  7-8,  1949. 

Dr.  L.  M.  Garrett,  Corpus  Christi,  President ; Dr.  R.  P. 
O’Bannon,  650  Fifth  Ave.,  Fort  Worth,  Secretary. 

Texas  Railway  and  Traumatic  Surgical  Association,  San  Antonio, 
May  2,  1949.  Dr.  Denman  C.  Hucherson.  Houston,  President; 
Dr.  W.  F.  Parsons,  First  National  Bank  Bldg.,  Fort  Worth, 
Secretary. 

Texas  Rheumatism  Association.  Dr.  Howard  C.  Coggeshall,  Dal- 
las, President;  Dr.  J.  Paul  Thomas,  Medical  Arts  Bldg.,  Dallas, 
Secretary. 

Texas  Society  for  Mental  Hygiene,  Dallas,  March  3-5,  1949.  Dr. 
Ozro  T.  Woods,  Dallas,  President ; Mrs.  Elizabeth  F.  Gardner, 
1617  Watchhill  Road,  Austin  21,  Executive  Secretary. 

Texas  Society  of  Anesthesiologists.  Dr.  J.  C.  Youngblood,  Hous- 
ton, President ; Dr.  H.  C.  Slocum,  928  Strand,  Galveston, 
Secretary. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  San  An- 
tonio, May  2,  1949.  Dr.  Alvin  Baldwin,  Dallas,  President;  Dr. 
Carl  Giesecke,  1602  Nix  Professional  Bldg.,  San  Antonio, 
Secretary. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Fort 
Worth,  December  3-4,  1948.  Dr.  S.  N.  Key,  Sr.,  Austin,  Presi- 
dent; Dr.  John  L.  Matthews,  929  Nix  Professional  Bldg.,  San 
Antonio,  Secretary. 

Texas  Society  of  Pathologists,  Dallas,  January  30,  1949.  Dr. 
W.  W.  Coulter,  Sr.,  Houston,  President;  Dr.  C.  T.  Ashworth, 
604  Medical  Arts  Bldg.,  Fort  Worth,  Secretary. 

Texas  State  TJrological  Society,  Temple.  Dr.  Michael  K. 
O’Heeron,  Houston,  President;  Dr.  E.  O.  Bradfield,  Scott  and 
White  Clinic,  Temple,  Secretary. 

Texas  Surgical  Society,  Fort  Worth,  October  4-5,  1948.  Dr.  G.  W. 
N.  Eggers,  Galveston,  President ; Dr.  Truman  G.  Blocker, 
University  of  Texas  Medical  Branch,  Galveston,  Secretary. 
Texas  Tuberculosis  Association,  San  Angelo,  September  24-25, 
1948.  F.  K.  Dougharty,  Liberty,  President;  Miss  Pansy  Nich- 
ols, 700  Brazos,  Austin,  Executive  Secretary. 

DISTRICT 

Second  District  Society,  Lubbock,  October  5-6,  1948.  Dr.  R.  B.  G. 
Cowper,  Big  Spring,  President ; Dr.  Carl  Uthoff,  Big  Spring, 
Secretary. 

Third  District  Society,  Lubbock,  October  5-6,  1948.  Dr.  C.  E. 
High,  Pampa,  President ; Dr.  Kenneth  Flamm,  Amarillo,  Sec- 
retary. 

Fourth  District  Society,  Ballinger,  October  12,  1948.  Dr.  J.  C. 
Young.  Coleman,  President;  Dr.  Charles  F.  Bailey,  Ballinger, 
Secretary. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July,  1949. 
Dr.  D.  R.  Knapp,  Kerrville,  President ; Dr.  Charles  Tennison, 
Nix  Professional  Building,  San  Antonio,  Secretary. 

Seventh  District  Society.  Dr.  David  Wade,  Austin,  President; 

Dr.  Joe  W.  Bailey,  1411  San  Antonio  St.,  Austin,  Secretary. 
Eighth,  Ninth  and  Tenth  Districts  Society.  Dr.  T.  O.  Woolley, 
Orange,  President;  Dr.  James  Greenwood,  Jr.,  518  Medical 
Arts  Bldg.,  Houston  2,  Secretary. 

Eleventh  District  Society,  Tyler,  October  22,  1948.  Dr.  Harvey 
Bell,  Palestine,  President ; Dr.  C.  B.  Young,  929  S.  Confeder- 
ate, Tyler,  Secretary. 

Twelfth  District  Society.  Dr.  R.  R.  White,  Temple,  President ; 

Dr.  H.  F.  Connally,  Jr.,  Amicable  Bldg.,  Waco,  Secretary. 
Thirteenth  District  Society,  Mineral  Wells,  November  11-12,  1948. 
Dr.  Fred  Harrell,  Olney,  President  ; Dr.  S.  W.  Wilson,  Medical 
Arts  Bldg.,  Fort  Worth,  Secretary. 

Fourteenth  District  Society,  Ennis,  January,  1949.  Dr.  W.  I. 
Southerland,  Sherman,  President ; Dr.  John  Bagwell,  Medical 
Arts  Building,  Dallas,  Secretary. 

Fifteenth  District  Society,  Daingerfield,  October  19,  1948.  Dr. 
W.  S.  Terry,  Jefferson,  President;  Dr.  James  Harris,  Marshall, 
Secretary. 

CLINICS 

Dallas  Southern  Clinical  Society,  Dallas,  March  14-17,  1949. 
Miss  Thelma  J.  Webb,  Medical  Arts  Bldg.,  Dallas  1.  Executive 
Secretary. 

International  Post-Graduate  Medical  Assembly  of  Southwest 
Texas,  San  Antonio,  January  25-27,  1949.  Dr.  John  J.  Hinchey, 
643  Moore  Bldg.,  San  Antonio  5,  Secretary. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference, 
Wichita  Falls,  October  20,  1948.  Dr.  Charles  H.  Brown, 

Wichita  Falls,  Program  Chairman. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City, 


October  25-28,  1948.  Muriel  R.  Waller,  512  Medical  Arts  Bldg., 
Oklahoma  City  2,  Executive  Secretary. 

Post  Graduate  Medical  Assembly  of  South  Texas,  Houston,  De- 
cember 7-9,  1948.  Dr.  E.  Trowbridge  Wolf,  229  Medical  Arts 
Bldg.,  Houston,  Secretary. 


TEXAS  DIABETES  ASSOCIATION 

The  Texas  Diabetes  Association  is  being-  organ- 
ized at  the  suggestion  of  the  American  Diabetes  As- 
sociation and  has  already  had  one  meeting.  Some 
twenty  physicians  from  throughout  the  state  gath- 
ered in  Gainesville  on  July  17  to  hear  a lecture  by 
Dr.  Arthur  R.  Colwell,  Chicago  specialist  in  dia- 
betes, and  to  make  plans  for  a permanent  organi- 
zation in  Texas.  Dr.  J.  Shirley  Sweeney,  Gaines- 
ville, was  elected  president;  Dr.  Ben  F.  Smith,  Hous- 
ton, first  vice-president;  Dr.  Haynes  Harvill,  Dallas, 
second  vice-president;  Dr.  .James  H.  Harris,  Marshall, 
secretary;  and  Dr.  W.  N.  Powell,  Temple,  treasurer. 

A charter  has  been  filed,  and  a board  of  directors 
is  being  chosen.  Dr.  Charles  H.  Best,  University 
of  Toronto,  Canada,  co-discoverer  of  insulin  and 
president  of  the  American  Diabetes  Association,  will 
serve  as  honorary  chairman  of  the  board.  Dr. 
Smith  is  chairman  of  a committee  to  draw  up  a 
constitution  and  by-laws. 

In  addition  to  the  clinical  society,  the  organizers 
of  the  Texas  Diabetes  Association  plan  to  have  a lay 
council  to  disseminate  knowledge  about  diabetes,  and 
laymen  from  various  parts  of  the  state  will  be  rep- 
resented on  the  board  of  directors. 


DALLAS  HEALTH  MUSEUM  CELEBRATES 
BIRTHDAY  WITH  EXPANDED  PROGRAM 
The  second  anniversary  of  the  Dallas  Health  Mu- 
seum will  be  observed  October  9 when  the  State  Fair 
of  Texas  opens.  During  its  two  years  of  existence, 
the  museum  has  greatly  increased  its  program  of 
activities,  many  of  which  are  described  in  the  first 
issue  of  a quarterly  bulletin,  Dallas  Health  Museum, 
which  was  distributed  in  Acfgust. 

Of  major  interest  as  the  museum  closes  its  second 
year  of  making  “nontechnical  health  information 
interesting  and  readily  available  to  the  layman”  is 
the  fact  that  the  major  portion  of  the  internation- 
ally famous  Oberlander  collection  of  health  educa- 
tion exhibits  is  being  loaned  to  it  for  display.  More 
than  fifty  exhibits,  including  the  “Transparent  Man” 
and  an  8 foot  ear  demonstrating  how  fluid  in  the 
canals  of  the  organ  control  the  sense  of  balance, 
are  included  in  the  loan.  They  are  part  of  the  col- 
lection which  the  Oberlander  Trust  and  Foundation, 
Philadelphia,  assembled  for  display  at  the  New  York 
World’s  Fair  by  the  American  Museum  of  Health, 
New  York  City.  Mr.  Homer  Calver,  director  of 
the  American  Museum,  arranged  for  transfer  of 
the  exhibits  to  Dallas  from  the  Cleveland  Health 
Museum,  where  they  have  been  for  the  past  several 
years.  The  transfer  is  part  of  a cooperative  plan 
worked  out  among  the  nation’s  health  museums  for 
the  exchange  of  educational  material. 

Necessary  refurbishing  of  the  exhibit  is  being  done 
in  the  newly  established  Health  Museum  workshop, 
which  is  equipped  with  a variety  of  tools  for  pro- 
duction of  new  exhibits  as  well  as  for  repairing  and 
renovating  older  displays.  A seven  unit  display  on 
dental  science  constructed  in  the  workshop  from  de- 
signs by  Vic  Klein,  museum  industrial  design  con- 
sultant, with  the  Dallas  County  Dental  Society  co- 
operating will  be  dedicated  October  5. 

A summer  activity  of  the  museum  has  been  twice- 
weekly  arts  and  crafts  classes  for  children  in  which 
two  art  instructors  have  led  the  children  in  illustrat- 
ing certain  health  topics  in  clay,  drawings,  and  other 
media. 

Courses  in  parentcraft  for  future  mothers  and 
fathers,  well  child  conferences,  free  chest  x-ray  ex- 
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animations,  a question  box  on  health  subjects,  and 
daily  guided  tours  are  other  services  of  the  museum. 
Thirty-four  college  and  school  groups  have  used  the 
Health  Museum  facilities  as  the  basis  for  field  trips 
and  study  periods  since  January,  1948. 

In  April  the  first  annual  Dallas  Health  Museum 
Award  for  Outstanding  Contribution  to  Public 
Health  in  Texas  was  presented  to  Dr.  Robert  L. 
Sutherland,  Austin,  director  of  the  Hogg  Founda- 
tion for  Mental  Hygiene. 

The  work  of  the  Dallas  Health  Museum  has  al- 
ready gained  international  recognition.  An  invita- 
tion was  recently  received  by  museum  officials  to 
present  a paper  at  the  Scientific  Museum  Section  of 
the  International  Organization  of  Museums  Con- 
gress in  Paris.  The  congress  is  part  of  the  United 
Nations  Educational,  Social,  and  Cultural  Organiza- 
tion. Although  unable  to  attend,  Mrs.  Marguerite 
Hays,  director  of  the  museum,  prepared  a report  on 
the  Dallas  Health  Museum  to  be  read  at  the  con- 
gress. 


UNIVERSITY  OF  TEXAS  POSTGRADUATE 
COURSES 

The  1948-1949  schedule  of  postgraduate  refresher 
courses  to  be  offered  by  the  University  of  Texas 
School  of  Medicine,  Galveston,  has  been  released  by 
Dr.  T.  G.  Blocker  Jr.,  director  of  the  Postgraduate 
Division.  The  courses  and  the  dates  for  which  they 
will  be  offered  are  as  follows: 

Electrocardiography,  Friday  afternoons,  Oetober- 
December  17  (individual  arrangement). 

Tumor  Conference  (fall),  October  25-28. 

Psychiatry,  November  1-6. 

Pediatrics  (fall),  November  8-13. 

Physical  Medicine,  March  7-11  (tentative). 

Obstetrics,  March  21-26. 

Pediatrics  (spring) , April  11-16. 

Tumor  Conference  (spring),  May  4-7. 

The  tumor  conference  in  October  will  be  devoted 
to  tumors  of  the  lymphoid  system,  tumors  of  the 
thyroid,  and  intrathoraeic  tumors.  This  course  is  the 
fourth  of  a series  of  courses  dealing  with  various 
types  of  tumors,  planned  to  run  over  a period  of 
three  years. 


SAN  ANTONIO  TUMOR  SEMINAR  SCHEDULED 

Dr.  Shields  Warren,  Boston,  will  conduct  the  fifth 
annual  tumor  seminar  in  San  Antonio  on  October  23 
in  the  auditorium  of  the  fourth  annex  of  Brooke 
General  Hospital.  The  meeting  will  begin  at  9:30 
a.  m.  “Diseases  of  the  Reticulo-Endothelial  Sys- 
tem” is  the  subject  chosen  for  study  this  year,  and 
25  cases  will  be  discussed  by  Dr.  Warren. 

Physicians  interested  in  attending  the  seminar 
should  communicate  with  Dr.  B.  F.  Stout,  Medical 
Arts  Building,  San  Antonio.  Visitors  need  not  bring 
their  own  microscopes. 

Luncheon  will  be  served  at  the  hospital,  and  a 
dinner  will  be  held  at  7:30  p.  m.  at  La  Villita  for 
guests  and  their  wives. 


TEXAS  TUBERCULOSIS  ASSOCIATION 
The  thirty-eighth  annual  meeting  of  the  Texas 
Tuberculosis  Association,  together  with  meetings  of 
the  Texas  Trudeau  Society  and  the  Texas  Confer- 
ence of  Tuberculosis  Secretaries,  will  be  held  at  the 
St.  Angelus  Hotel,  San  Angelo  on  September  24  and 
25.  Physicians  of  the  state  have  been  cordially  in- 
vited to  attend,  and  scientific  presentations  of  par- 
ticular interest  to  them  have  been  planned. 

Dr.  J.  B.  McKnight,  superintendent  of  the  State 
Tuberculosis  Sanatorium  near  San  Angelo,  will  en- 


tertain visitors  with  a barbecue  at  6 p.  m.,  Septem- 
ber 23.  Various  departments  of  the  Sanatorium  will 
be  open  to  visitors  before  the  barbecue. 


ATABRINE  EFFECTIVE  IN  TULAREMIA 

Atabrine,  the  principal  reliance  for  malaria  con- 
trol in  the  Pacific  and  Mediterranean  theaters  dur- 
ing the  war,  may  be  effective  in  controlling  undu- 
lant  fever  and  tularemia.  Writing  in  the  June, 
1948,  issue  of  The  Illinois  Medical  Journal,  D.  H. 
Ecke,  M.D.,  of  Vandalia,  and  Dean  H.  Ecke  of  the 
Illinois  History  Survey,  Urbana,  described  8 cases 
of  tularemia  and  4 cases  of  undulant  fever  which 
Dr.  Ecke  successfully  treated  with  atabrine. 

The  tularemia  cases  included  in  the  report  were 
all  treated  up  to  April,  1948.  “Without  exception, 
atabrine  produced  a favorable  response  within  one 
to  three  days  and  not  one  case  required  further 
treatment  after  the  fifth  day,”  the  report  states. 
“In  none  of  these  cases  has  there  been  a recur- 
rence of  symptoms.” 

Dr.  Ecke  employed  the  same  treatment  in  4 un- 
dulant fever  cases.  All  symptoms  of  undulant  fever 
disappeared  within  five  days  after  atabrine  was 
started.  One  patient  relapsed  after  almost  five 
years,  but  recovered  after  two  or  three  days  of 
atabrine  treatment. 


INTERNSHIPS  IN  VA  HOSPITALS 

A limited  number  of  internships  in  Veterans  Ad- 
ministration hospitals  will  be  offered  qualified  med- 
ical graduates,  the  Veterans  Administration  has  an- 
nounced. The  internships  will  be  available  for 
“straight”  subjects  in  surgery,  general  medicine,  and 
other  fields  and  for  “rotating”  service  in  surgery, 
general  medicine,  and  related  subjects,  including  ob- 
stetrics and  pediatrics,  provision  for  which  will  be 
made  in  other  than  Veterans  Administration  hos- 
pitals. 

Internships  will  be  for  one  year,  subject  to  re- 
appointment for  one  year,  and  will  be  available  only- 
in  the  seventy-five  Veterans  Administration  hos- 
pitals now  offering  residency  training  programs  in 
cooperation  with  class  A medical  schools. 

In  Texas,  internships  will  be  offered  at  the  Vet- 
erans Administration  hospitals  in  Dallas,  Legion, 
McKinney,  Temple,  and  Waco.  Residency  training 
is  also  offered  at  the  mental  hygiene  clinic  in  the 
regional  office  of  the  Veterans  Administration,  Love 
Field,  Dallas. 

Announcement  has  also  been  made  that  the  Vet- 
erans Administration  has  immediate  openings  for  at 
least  one  hundred  physicians  interested  in  taking 
residency  training  in  psychiatry  or  neurology  or 
both.  Applications  should  be  made  to  the  Chief 
Medical  Director,  Veterans  Administration,  Wash- 
ington 25,  D.  C. 


LIBRARY  NOTES 


PACKAGE  SERVICE 

The  package  library  consists  of  collections  of  reprints 
and  other  periodical  material  on  various  subjects,  pre- 
pared for  lending  to  members  of  the  Association.  Re- 
quests for  packages  should  be  addressed  “Library,  State 
Medical  Association  of  Texas,  700  Guadalupe  Street, 
Austin,  Texas.”  Twenty-five  cents  in  stamps  should  be 
enclosed  with  the  request  to  cover  postage  and  part  of 
the  expense  of  collecting  the  material.  Packages  are 
allowed  to  remain  in  the  hands  of  the  borrower  for 
14  days. 


ACCESSIONS 

The  following  additions  were  made  to  the  Library 
during  August: 

Reprints  received,  436. 
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Journals  received,  179. 

Books  received,  13. 

General  Endocrinology,  Turner,  from  W.  B.  Saun- 
ders, Philadelphia. 

Morphologic  Hematology  and  The  Spleen  and  Hy- 
persplenism, Dameshek  (editor)  ; Hemolysis  a?id  Re- 
lated Phenomena,  Ponder;  Venous  Thrombosis  and 
Pulmonary  Eynbolism,  Neuhof;  and  Biology  of  Dis- 
ease, Moschcowitz,  from  Grune  & Stratton,  New 
York. 

Practical  Therapeutics,  Rehfuss  and  others;  Man- 
ual of  Leprosy,  Muir;  and  Bacterial  and  Virus  Dis- 
eases, Parish,  from  Williams  & Wilkins  Company, 
Baltimore. 

Human  Breeding  Survival,  Burch  and  others,  from 
Penguin  Book  Incorporation,  New  York. 

More  than  Armies,  Mooney,  from  Mathis,  Van 
Nort  and  Company,  Dallas. 

The  Technic  and  the  Art  of  Medical  Writing,  Fish- 
bein,  from  Blakiston  Company,  Philadelphia. 

Physiology  of  Man  in  the  Desert,  Adolph,  from 
Interscience  Publishers,  Inc.,  New  York. 

SUMMARY  OF  SERVICE 

Local  users,  39.  Borrowers  by  mail,  28. 

Items  consulted,  581.  Packages  mailed,  32. 

Items  taken  out,  174.  Items  mailed,  323. 

Total  number  of  items  consulted  and  loaned,  1,078. 


MOTION  PICTURE  FILM  LIBRARY 

Motion  picture  films  on  medical  subjects,  16  mm.,  both 
silent  and  sound,  some  in  color,  and  suitable  for  either 
medical  or  lay  audiences,  are  available  for  loan  to  county 
medical  societies,  hospital  staffs,  or  individual  physi- 
cians, on  request.  Borrowers  will  be  required  to  pay  only 
the  cost  of  shipment  of  the  films,  by  express,  with  in- 
surance, and  for  any  damage  to  films  while  in  the  hands 
of  the  borrower. 

Requests  for  films  should  be  addressed  to  “Motion 
Picture  Film  Library,  State  Medical  Association  of  Texas, 
700  Guadalupe  Street,  Austin,  Texas.”  A list  of  avail- 
able films,  with  descriptions,  will  be  furnished  on  request. 


The  following  motion  picture  films  were  loaned 
by  the  Film  Library  during  August; 

Acute  Appendicitis  in  Childhood  (Mead  Johnson) 
— All  Saints  Hospital  Resident  Staff,  Fort  Worth. 

Animated  Hematology  (Armour  Laboratories) — 
Coffey  Clinic,  Fort  Worth. 

As  Others  See  Us  (American  Hospital  Associa- 
tion)— Coffey  Clinic,  Fort  Worth. 

Bleeding  Tendency  (Mead  Johnson) — Dr.  T.  L. 
LaMotte,  Harlingen. 

Cervical  Smear  II  (Dr.  K.  J.  Karnaky) — Gilbert 
and  Roberts  Clinic,  Irving. 

Cloud  in  the  Sky  (Spanish)  (Texas  Tuberculosis 
Association) — Junior  Service  League  Well  Baby 
Clinic,  Brownsville. 

Conquering  Darkness  (Hurst  Clinic) — Dr.  T.  J. 
LaMotte,  Harlingen. 

Human  Fertility  (Ortho-Products  Inc.) — Dr.  T.  J. 
LaMotte,  Harlingen. 

Nasal  Sinusitis  (E.  Fougera  & Co.)- — Dr.  Johnnie 
Monaghan,  Jr.,  Fort  Worth. 

Parkinsonism  (Lederle  Laboratories) — Dr.  John- 
nie Monaghan,  Jr.,  Fort  Worth. 

Safer  Gastrectomy  (Billy  Burke  Productions)  — 
Coffey  Clinic,  Fort  Worth. 

Spontaneous  Delivery  (Mead  Johnson)— Dr.  John- 
nie Monaghan,  Jr.,  Fort  Worth. 

Time  Is  Life  (American  Cancer  Society) — Gil- 
bert and  Roberts  Clinic,  Irving. 

Traitor  Within  (American  Cancer  Society) — Gil- 
bert and  Roberts  Clinic,  Irving. 


Trichomonas  Vaginalis  (Dr.  K.  J.  Karnaky) — Gil- 
bert and  Roberts  Clinic,  Irving. 

When  Bobby  Goes  to  School  (Mead  Johnson)  — 
Well  Baby  Clinic,  Brownsville. 


BOOK  REVIEWS 

’Textbook  of  General  Surgery.  By  Warren  H.  Cole, 
M.D.,  F.A.C.S.,  and  Robert  Elman,  M.D.,  F.A.C.S. 
Fifth  edition.  Cloth,  1,160  pages.  Price,  $11.  New 
York  and  London,  D.  Appleton-Century  Com- 
pany, 1948. 

This  latest  edition  of  an  excellent  textbook  of  sur- 
gery contains  many  new  features  which  make  it 
even  more  desirable  as  a reference  book  for  the  gen- 
eral practitioner  and  the  surgical  specialist.  New 
chapters  on  preoperative  and  postoperative  care  and 
surgical  diseases  of  the  chest,  as  well  as  additions  to 
the  chapters  on  chemotherapy,  further  increase  the 
value  of  this  book.  It  is  highly  recommended  to  any- 
one interested  in  surgery  and  the  surgical  specialties. 

“Advances  in  Military  Medicine.  By  American  In- 
vestigators Working  under  the  Sponsorship  of 
the  Committee  on  Medical  Research.  Cloth,  882 
pages,  illustrated,  two  volumes.  Price  $12.50. 
Boston,  Atlantic  Monthly  Press,  Little,  Brown 
and  Company,  1948. 

These  two  books  make  up  an  official  record  of 
medical  progress  during  the  war.  It  is  a record  of 
achievement  by  medical  men  and  their  associates  in 
research,  the  tremendous  effects  of  which  are  now 
beginning  to  be  felt  throughout  the  fields  of  medicine 
and  public  health. 

Specialists  in  various  fields  of  study  have  contrib- 
uted to  the  information  gathered  in  these  sections: 
medicine,  surgery,  aviation  medicine,  physiology, 
chemical-warfare  agents,  anti-pest  agents,  adreno- 
cortical steroids,  malaria,  penicillin,  and  sensory  de- 
vices. 

With  the  worldwide  scope  of  the  war  necessitating 
troops  scattered  in  areas  from  the  equator  to  the 
poles,  and  with  doctors,  scientists,  and  technicians  at 
work  with  unlimited  funds  furnished  by  the  govern- 
ment, progress  and  developments  of  almost  unbe- 
lievable proportions  have  been  reported.  The  infor- 
mation gathered  together  in  these  two  books  would 
usually  be  found  in  an  unlimited  number  of  books. 

“Advances  in  Military  Medicine”  may  well  be  rec- 
ommended as  a ready  reference  to  such  perplexing 
problems  as  tropical  diseases,  repair  of  peripheral 
nerve  lesions,  motion  sickness,  shock,  blood  substi- 
tutes, history  of  development  of  DDT,  malaria,  peni- 
cillin, and  sensory  devices.  These  represent  just  a few 
of  the  many  interesting  subjects  discussed. 

“Laboratory  Technique  in  Biology  and  Medicine.  By 

E.  V.  Cowdry,  Professor  of  Anatomy,  Washing- 
ton University,  and  Director  of  Research, 
Barnard  Free  Skin  and  Cancer  Hospital,  St. 
Louis.  Second  edition.  Cloth,  269  pages.  Price, 
$4.  Baltimore,  Williams  and  Wilkins  Company, 
1948. 

Dr.  Cowdry’s  second  edition  of  “Laboratory  Tech- 
nique in  Biology  and  Medicine”  presents  to  physi- 
cians an  excellent  reference  book  relative  to  prob- 
lems in  biology.  The  content  is  basic  and  the  result 
of  extensive  experience  within  the  field  of  investiga- 
tion. The  alphabetical  order  of  subject  matter  per- 
mits quick,  orderly  reference  to  the  normal,  relative 
normal,  or  problem  status,  and  thereafter  guidance 
is  given  with  named  procedures,  materials,  and  indi- 
cated reference. 

Reviewed  by  Robert  D.  Bickel,  M.D.,  Fort  Worth. 

2Reviewed  by  J.  H.  Steger,  M.D.,  Fort  Worth. 

^Reviewed  by  H.  B.  Williford,  M.D.,  Beaumont. 
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It  is  not  wise  to  attempt  listing  of  unit  interest, 
because  the  reader  will  most  often  carry  a problem 
to  the  book.  However,  many  individualistic  and 
interesting  enumerations  will  initiate  scientific 
problems.  The  book  is  thought-provoking,  non-enig- 
matical,  though  purposely  expansile. 

‘Clinical  Diagnosis  By  Laboratory  Methods.  By 
James  Campbell  Todd,  Ph.D.,  M.  D.,  and  Arthur 
Hawley  Sanford,  A.M.,  M.D.  Eleventh  edition. 
Cloth,  954  pages.  Price,  $7.50.  Philadelphia  and 
London,  W.  B.  Saunders  Company,  1948. 

The  eleventh  edition  of  this  well  known  book  has 
been  extensively  revised.  New  illustrations  have 
been  added,  and  many  of  the  older  figui'es  have  been 
redrawn.  A new  feature  is  the  listing  of  references 
at  the  end  of  each  chapter. 

In  the  section  on  urine,  Sulkowitch’s  test  for  cal- 
cium, the  methods  of  Jacobson  and  Milner  for  the 
identification  of  Bence-Jones  protein,  and  Sumner’s 
quantitative  test  for  dextrose  have  been  added.  In  the 
section  on  blood,  the  discussion  on  coagulation  has 
been  revised,  the  Ivy  method  for  bleeding  time  has 
been  added,  the  Rh  factor  is  more  fully  discussed, 
and  new  material  on  blood  dyscrasias  has  been  in- 
serted. 

Under  gastric  analysis,  the  method  of  Foley  and 
Andosca  for  the  examination  of  gastric  contents  for 
Mycobacterium  tuberculosis  is  included.  No  details 
are  given  for  the  microscopic  examination  of  bile 
and  duodenal  contents. 

The  chapter  on  clinical  chemistry  contains  new 
material  and  methods,  and  the  order  of  presentation 
has  been  changed.  Watson’s  method  for  the  quanti- 
tative determination  of  urobilinogen  is  briefly  dis- 
cussed in  the  chapter  on  feces.  Under  puncture 
fluids  a brief  discussion  of  the  smear  methods  of 
cytodiagnosis  is  given,  but  the  technique  of  Papani- 
colaou is  not  mentioned.  A separate  chapter  is  now 
devoted  to  viruses  and  rickettsias,  while  a chapter  on 
mycology  has  been  revised.  Biologic  skin  tests  are 
well  covered  in  a separate  chapter. 

No  detailed  techniques  are  given  for  the  determi- 
nation of  any  vitamins  except  cevitamic  acid.  Hor- 
mones are  briefly  covered,  with  the  frog  test  for 
pregnancy  included. 

The  quality  of  the  paper  and  print  is  much  supe- 
rior to  that  of  the  previous  edition.  The  book  main- 
tains its  former  high  standard  and  can  be  strongly 
recommended  to  students,  practitioners,  and  labora- 
tory workers. 

“Neuroanatomy.  By  Fred  A.  Mettler,  A.  M.,  M.  D., 
Ph.D.,  Associate  Professor  of  Anatomy,  College 
of  Physicians  and  Surgeons,  Columbia  Univer- 
sity, New  York.  Second  Edition.  Cloth,  536 
pages.  Price,  $10.  St.  Louis,  C.  V.  Mosby  Com- 
pany, 1948. 

The  second  edition  of  Dr.  Mettler’s  “Neuroanat- 
omy” has  brought  this  subject  up  to  date.  It  is  not, 
as  are  many  second  editions  of  books,  just  another 
reprint.  The  author  gives  a complete  and  accurate 
description  of  the  blood  supply  and  venous  drainage 
of  the  central  nervous  system.  As  he  states  in  the 
preface,  much  of  the  new  material  added  is  not  easily 
available  in  English.  This  section  serves  well  to 
show  the  relationship  of  the  blood  supply  to  disease 
and  pathology  of  the  central  nervous  system. 

The  discussion  of  the  connections  of  the  subdivi- 
sions of  the  thalamus  with  the  higher  portions  of 
the  brain  is  enlightening  and  helps  to  clear  up  the 
conception  of  the  functions  of  these  deeper-lying 
portions  of  the  brain. 

‘Reviewed  by  W.  N.  Powell,  M.D.,  Temple. 

5Reviewed  by  Dr.  W.  W.  Looney,  M.D.,  Dallas. 


The  author’s  concept  of  the  connections  of  the 
basal  ganglia  is  especially  interesting  in  view  of  the 
fact  that  it  suggests  a clearer  idea  of  the  function 
of  these  not  too  well  understood  portions  of  the 
brain. 

As  stated  in  a review  of  the  first  edition  of  this 
book,  it  might  be  hoped  that  the  author  will  see  fit 
to  include  in  future  editions  a somewhat  fuller  dis- 
cussion of  the  functional  side  of  the  nervous  system. 
This  text  contains  excellent  illustrations,  and  the 
descriptive  material  is  good  and  concise.  It  can  be 
recommended  to  both  students  and  graduate  physi- 
cians. 

“Heart — A Physiologic  and  Clinical  Study  of  Car- 
diovascular Disease.  Edited  by  Aide  A.  Luisida, 
M.  D.,  Instructor  in  Physiology  and  Pharma- 
cology, Tufts  Medical  School;  Lecturer  in  Medi- 
cine and  Lecturer  Post  Graduate  Division,  Tufts 
Medical  School;  Associate  in  Medicine,  Beth 
Israel  Hospital,  Boston;  Former  Professor  of 
Medicine,  Ferrara,  Italy.  With  a foreword  by 
Herman  L.  Blumgart.  Cloth,  653  pages.  Price, 
$10.  Baltimore,  Williams  and  Wilkins  Company, 
1948. 

Although  a faithful  and  silent  organ  in  health, 
the  heart  in  disease  becomes  a difficult  and  complex 
problem.  The  author  realized  this  situation  and 
therefore  undertook  to  cover  the  multiplicity  of 
cardiac  derangements  by  first  establishing  the 
known  anatomic  and  physiologic  facts  of  a normal 
heart  before  digressing  to  the  great  variety  of  patho- 
logic conditions. 

To  enable  the  reader  to  have  a vivid  picture  of 
each  cardiac  aberration,  special  effort  has  been 
taken  to  supplement  the  discussion  by  visual  means. 
This  is  accomplished  by  actual  photographs,  dia- 
grams, drawings,  and  tracings.  It  is  true  that  if  a 
person  reads  the  text  as  a novel,  the  repetition  of 
these  illustrations  becomes  tiresome,  but  if  he  uses 
the  text  for  reference  work,  a composite  picture  of 
the  particular  cardiac  condition  to  be  studied  is 
complete  in  each  detail.  There  is  no  excess  statis- 
tical data  to  divert  attention  from  the  central  theme. 
Instead,  the  reference  work  is  marked  by  a heavy 
type  numeral  in  parenthesis,  and  the  complete  biblio- 
graphy is  listed  at  the  end  of  each  chapter. 

The  text  is  written  in  simple  terms  and  has  an  ex- 
cellent arrangement.  All  related  conditions  are  in- 
cluded in  a single  chapter.  For  instance,  in  the 
chapter  on  “Disease  of  the  Myocardium”  are  found 
all  those  conditions  that  have  to  do  with  changes 
in  structure  and  function  of  the  heart  muscle.  Then 
each  individual  condition  is  further  broken  down 
into  etiology,  symptoms,  signs,  tracings,  and  differ- 
ential diagnosis.  This  gives  a complete  discussion 
of  a particular  phase  without  any  great  amount  of 
confusion. 

Unquestionably,  this  text  is  an  asset  in  the  field 
of  cardiology,  and  is  the  outgrowth  of  intensive 
study  and  experience.  Such  material,  which  has 
been  gained  through  many-fruitful  years,  should  not 
be  lost,  but  transmitted  to  those  who  are  especially 
interested  in  the  heart  as  it  functions  in  health  and 
disease. 

:The  Years  After  Fifty.  By  Wingate  M.  Johnson, 
M.  D.,  Professor  of  Clinical  Medicine  and  Chief 
of  Private  Diagnostic  Clinic  of  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  College. 
Cloth,  153  pages.  Price,  $2.  New  York  and  Lon- 
don, McGraw-Hill  Book  Company,  Inc.,  1948. 

Although  this  book  is  written  primarily  for  the 

"Reviewed  by  I.  H.  Readinger,  M.D.,  Fort  Worth. 

■Reviewed  by  James  P.  Bridges,  M.D..  Abilene. 
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layman,  it  makes  excellent  reading  for  physicians. 
Dr.  Johnson,  the  author,  is  one  of  the  leading  cham- 
pions of  the  “family  doctor,”  and  he  presents  his 
subject  with  the  understanding  and  wisdom  of  an 
observant  family  physician.  Comprehensive  in  its 
scope,  brief  in  its  presentation,  this  book  contains 
informative  reading  on  how  to  “grow  old  grace- 
fully.” Frequent  quotations  from  ageless  literature 
are  given,  ranging  from  Plato  through  Stieglitz. 

This  book  presents  to  the  reader  impressions  of 
what  medicine  can  now  offer  to  promote  the  com- 
fort and  usefulness  of  persons  living  beyond  the 
age  of  60.  It  makes  interesting  and  profitable  read- 
ing for  the  person  approaching  this  age  with  trepi- 
dation and  concern. 

■■Psychology  and  Psychiatry.  By  Wendell  Muncie, 
M.  D.  Second  edition.  Cloth,  609  pages.  Price, 
$9.  St.  Louis,  C.  V.  Mosby  Company,  1948. 

This  book  by  Dr.  Muncie  should  be  a “must”  for 
all  psychiatrists.  It  re-orients  in  a clear  fashion 
the  various  approaches  to  psychiatric  idealogy.  The 
section  on  “Evaluation  of  the  Personality”  is 
complete  and  valuable  to  the  student.  The  exami- 
nation section  is  extremely  complete  and  perhaps 
a bit  too.  detailed  for  the  average  reader,  but  excel- 
lent for  the  advanced  student.  Probably  one  of  the 
most  valuable  features  of  the  entire  book  is  the 
presentation  of  the  histories  manifesting  various 
types  of  reactions.  They  are  fine  and  represent 
an  attitude  of  real  study  of  the  human  being  rather 
than  an  attempt  at  didactic  diagnosis. 

Any  person  interested  in  psychiatry,  whether  a 
medical  student,  general  practitioner,  teaching  psy- 
chiatrist, or  in  private  practice,  whether  intramural 
or  extramural,  will  find  in  this  volume  an  enlight- 
ening and  thought  provoking  stimulus. 

Diseases  of  Metabolism.  Edited  by  Garfield  G. 
Duncan,  M.D.  Second  edition.  Cloth,  1,000  pages, 
illustrated.  Price,  $12.  Philadelphia,  W.  B.  Saun- 
ders Company,  1947. 

This  volume  is  a 1,000  page  work  edited  by  Dr. 
Duncan,  who  writes  the  introductory  chapter  on 
“General  Metabolic  Considerations”  and  a complete 
review  of  those  conditions  which  alter  the  basal 
metabolic  rate. 

Each  chapter  is  a contribution  by  some  author- 
ity on  the  specific  type  of  metabolism  under  discus- 
sion. For  instance,  the  chapter  on  “Carbohydrate 
Metabolism”  is  written  by  Dr.  C.  N.  H.  Long,  Ster- 
ling professor  of  physiological  chemistry,  Yale  Uni- 
versity School  of  Medicine.  He  discusses  the  im- 
portance of  carbohydrate,  the  digestion,  absorption, 
and  fate  of  carbohydrate  in  the  body,  and  the  part 
played  by  the  liver  skeletal  muscles,  anterior  pitu- 
itary, and  so  forth  in  the  process. 

Protein  metabolism  is  well  and  ably  handled  by 
Abraham  White,  associate  professor  of  physiological 
chemistry,  Yale  University  School  of  Medicine.  Tom 
P.  Spies  and  Hugh  R.  Butt  discuss  vitamins  and  avi- 
taminosis and  the  part  these  elements  play  in  disease 
processes  affecting  metabolism. 

Thus,  each  chapter  deals  with  some  phase  of  jneta- 
bolism  and  usually  starts  with  a brief  historical  and 
experimental  background  with  a fair  presentation 
of  pros  and  cons,  and  ends  with  a grouping  and 
description  of  the  disease  phase  of  differential  diag- 
nosis and  treatment  of  the  disease.  It  is  a “must” 
for  the  general  practitioner  or  the  specialist  who 
wishes  to  review  experimental  work  of  the  labora- 
tory worker  as  correlated  with  clinical  medicine. 

''Reviewed  by  Charles  H.  Brown,  M.D.,  Wichita  Falls. 
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Contributions  to  this  department  will  be  appreciated. 
News  should  be  of  general  medical  interest,  such  as  public 
health  activities,  new  hospitals,  personal  items  of  more 
than  local  value,  etc.  News  for  a particular  number  of 
the  Journal  should  be  in  the  hands  of  the  Editor  not 
later  than  the  fifteenth  of  the  preceding  month. 


Meetings  of  Interest  in  the  near  future  include  the 
following: 

Hospital  Standardization  Conference,  Los  Angeles, 
October  18-22.  This  annual  conference  will  be  held 
in  conjunction  with  the  clinical  congress  of  the 
American  College  of  Surgeons  and  will  include  lec- 
tures and  discussions  of  interest  to  all  types  of  per- 
sonnel concerned  with  hospitals,  including  physicians 
and  surgeons.  Additional  information  may  be  se- 
cured from  the  College,  40  E.  Erie  Street,  Chicago. 

Southern  Medical  Association,  Miami,  Fla.,  Oc- 
tober 25-28.  Twenty-one  section  meetings,  two  gen- 
eral sessions,  one  conjoint  meeting  with  the  Ameri- 
can College  of  Chest  Physicians,  Southern  Chapter, 
and  “Miami  Day”  general  clinical  sessions  are 
scheduled.  Hotel  reservations  will  be  handled  by  the 
Hotel  Committee,  Southern  Medical  Association 
Meeting,  c/o  City  of  Miami  Convention  Bureau,  320 
N.  E.  Fifth  Street,  Miami  32,  Fla. 

Oklahoma  City  Clinical  Society  Conference,  Okla- 
homa City,  October  25-28.  Seventeen  distinguished 
guests  will  lecture;  postgraduate  symposia  and 
round-table  luncheons  will  be  held;  a clinical-path- 
ological conference  has  been  arranged ; and  enter- 
tainment is  being  planned.  Additional  information 
may  be  secured  from  the  Executive  Secretary,  512 
Medical  Arts  Building,  Oklahoma  City. 

National  Society  for  Crippled  Children  and  Adults, 
Chicago,  November  15-17.  Facts  on  progress  in  work 
with  the  handicapped  will  be  presented  by  speakers 
in  the  fields  of  medicine,  health,  and  education.  De- 
tails of  the  meeting  are  available  at  Society  head- 
quarters, 11  S.  LaSalle,  Chicago. 

The  Texas  Physicians  Committee  met  in  Dallas 
on  August  8 to  hear  discussions  of  the  history  and 
plans  of  the  National  Physicians  Committee,  with 
which  the  Texas  group  is  affiliated.  Arthur  L. 
Conrad,  Chicago,  associate  administrator,  and  Dr. 
Edward  H.  Cary,  Dallas,  chairman  of  the  National 
Physicians  Committee,  were  the  principal  speakers. 
Dr.  F.  J.  L.  Blasingame,  Wharton,  was  reelected 
chairman  of  the  Texas  organization;  Dr.  R.  W. 
Kimbro,  Cleburne,  was  elected  vice-president;  and 
Dr.  H.  E.  Griffin,  Graham,  was  elected  secretary- 
treasurer. 

The  College  of  American  Pathologists  sponsored 
a regional  meeting  in  Dallas,  September  6-7.  Dr.  A. 
E.  Mourant  of  the  Blood  Grouping  Laboratory,  Lis- 
ter Institute,  London,  England,  and  Dr.  Paul  A. 
Owren,  University  of  Oslo,  Oslo,  Norway,  were  the 
guest  speakers  for  a program  which  emphasized 
blood  studies.  Radioactive  isotopes  and  the  effects 
of  atomic  radiation  on  body  tissues  were  also  con- 
sidered. 

The  National  Medical  Association,  meeting  in  New 
York  in  August,  elected  Dr.  C.  A.  Whittier,  San 
Antonio,  as  president.  Dr.  Whittier,  a general  physi- 
cian and  surgeon,  is  a past  president  of  the  Lone 
Star  State  Medical  Association  and  has  been  prom- 
inent in  other  activities  of  the  Negro  medical  pro- 
fession of  Texas. 

An  Ambulance  Plane  Is  Available  to  physicians  of 
North  Texas,  according  to  the  Wichita  Falls  Daily 
Times.  The  Alexander  Clinic  of  Wichita  Falls  has 
recently  secured  a completely  equipped  ambulance 
plane,  which  will  be  placed  at  the  disposal  of  physi- 
cians at  nominal  cost  in  case  of  emergency.  Dr.  Ted 
Alexander,  director  of  the  clinic,  and  his  associate. 
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Dr.  Charles  Hawes,  are  both  licensed  pilots,  and  the 
services  of  Jack  Holman,  another  pilot,  are  avail- 
able if  needed.  The  plane  has  room  for  a patient,  a 
nurse,  and  a physician. 

Reorganization  of  the  Gonzales  Warm  Springs 
Foundation  is  well  under  way  with  formation  of  a 
new  medical  staff  and  adoption  of  by-laws,  reports 
the  San  Antonio  Express.  Dr.  Peter  M.  Keating, 
San  Antonio,  has  been  named  resident  medical  di- 
rector and  new  equipment  is  being  added  to  the 
facilities  of  the  40  acre  tract  set  aside  for  the  care 
of  poliomyelitis  patients.  It  is  hoped  the  foundation 
will  soon  secure  the  approval  of  the  American  Col- 
lege of  Surgeons.  The  medical  staff  elected  Drs. 
David  M.  Shelby,  Gonzales,  president;  Alfred  I. 
Heinen,  Seguin,  vice-president;  Sidney  Stovall,  San 
Antonio,  secretary;  Philip  Magrish,  San  Antonio, 
chief  of  the  medical  division;  Walter  Stuck,  San 
Antonio,  chief  of  surgical  service;  and  C.  B.  Lynn, 
Austin,  chief  of  dental  staff. 

Texas  Medical  Center. — Two  committees  to  aid  in 
the  integration  of  the  Texas  Medical  Center  program 
have  been  appointed,  according  to  the  Houston 
Chronicle.  A professional  committee  to  act  on  mat- 
ters pertaining  to  the  teaching  responsibilities  of  the 
center  and  cooperating  units  is  headed  temporarily 
by  Dr.  James  A.  Greene  as  chairman  and  by  Dr. 
Russell  J.  Blattner  as  secretary.  Both  men  are  on 
the  staff  of  Baylor  University  College  of  Medicine. 
The  institutional  committee,  which  will  handle  mat- 
ters of  common  interest  among  the  units  in  the 
center,  has  as  temporary  chairman  James  W.  Rock- 
well, a regent  of  the  University  of  Texas,  and  as 
temporary  secretary  Mrs.  Elna  Birath,  bursar  of 
the  University  of  Texas  Dental  School. 

Plans  for  the  University  of  Texas  School  of  Pub- 
lic Health,  authorized  by  the  State  Legislature  as 
one  of  the  participating  units  of  the  Texas  Medical 
Center,  were  discussed  in  Houston  in  August,  re- 
ports the  Houston  Chronicle.  Dr.  R.  E.  Dyer,  Beth- 
esda,  Md.,  director  of  the  National  Institute  of 
Health;  Dr.  T.  S.  Painter,  Austin,  president  of  the 
University  of  Texas;  Dr.  E.  W.  Bertner,  Houston, 
president  of  the  Texas  Medical  Center;  Dr.  Chaun- 
cey  D.  Leake,  Galveston,  vice-president  and  dean  of 
the  University  of  Texas  Medical  Branch;  and  Dr. 
R.  Lee  Clark,  Jr.,  Houston,  director  of  the  M.  D. 
Anderson  Hospital  for  Cancer  Research,  conferred. 
It  is  planned  to  request  the  next  Legislature  to  ap- 
propriate funds  for  the  School  of  Public  Health, 
which  will  be  the  ninth  such  school  in  the  United 
States. 

A survey  of  children’s  hospitals  throughout  the 
United  States,  Mexico,  and  Canada  is  being  under- 
taken by  the  Texas  Children’s  Foundation  prepara- 
tory to  erection  of  a 200  bed  children’s  hospital  in 
the  Texas  Medical  Center,  according  to  the  Houston 
Chronicle.  Dr.  Russell  J.  Blattner,  chairman  of  the 
Department  of  Pediatrics  at  Baylor  University  Col- 
lege of  Medicine,  and  Milton  Foy  Martin,  Houston 
architect,  are  on  a tour  to  inspect  hospital  facilities. 
Money  for  the  survey  has  been  made  available  by 
proceeds  from  the  Houston  Horse  Show. 

The  new  400  bed  Hermann  Hospital  building,  due 
to  open  about  November  1,  will  include  an  expanded 
physical  medicine  department  which  will  be  one  of 
the  largest  in  the  country,  the  Houston  Chronicle 
informs.  Facilities  in  the  new  department  will  care 
for  more  than  seven  times  the  patients  now  treated. 
Classes  in  the  school  of  physical  therapy,  establish- 
ed last  year  at  the  hospital,  will  begin  October  1. 

The  M.  D.  Anderson  Hospital  for  Cancer  Research 
has  appointed  four  new  staff  members,  the  Houston 
Chronicle  states.  Dr.  Charles  C.  Henderson,  Dallas, 
has  been  named  a fellow  in  clinical  research ; Dr. 
Frank  S.  Rose,  former  chief  of  surgical  services  at 
Randolph  Field,  has  been  made  a resident  in  sur- 


gery; 'Alton  Landua,  Houston,  and  O.  K.  Towler, 
Baytown,  have  been  named  to  the  research  labora- 
tory staff. 

Baylor  University  College  of  Medicine  has  received 
a $50,000  gift  for  scholarships  in  pediatrics  from 
Houston  Endowment,  Inc.,  the  philanthropic  cor- 
poration established  by  Mr.  and  Mrs.  Jesse  Jones, 
reports  the  Houston  Post.  To  be  known  as  the  Jones 
Pediatric  Scholarships  (Jesse  Jones  scholarships  for 
men,  Mary  Gibbs  Jones  scholarships  for  women), 
the  gifts  will  provide  from  $400  to  $800  a year  for 
from  three  to  six  years  to  undergraduates  and 
graduates  who  wish  to  specialize  in  child  health. 
Baylor  has  also  announced  an  affiliation  agreement 
with  the  Children’s  Medical  Center  of  Boston  to 
provide  for  an  exchange  of  students  for  pediatric 
study. 

A laboratory  of  clinical  electrophysiology  will  be- 
gin operation  at  Baylor  University  College  of  Med- 
icine about  the  first  of  the  year,  the  Houston 
Chronicle  informs,  with  Dr.  Peter  E.  Kellaway,  as- 
sociate professor  of  physiology  and  neurology,  as 
director.  The  Baylor  laboratory  will  do  pioneering 
work  in  the  field  of  electrical  phenomena  produced 
through  normal  body  functions  and  their  applica- 
tion in  the  study  of  poliomyelitis,  the  heart,  brain, 
and  muscles. 

Dr.  Michael  E.  DeBakey,  associate  professor  of 
surgery  at  Tulane  University,  has  been  named  Jud- 
son  L.  Taylor  professor  of  surgery  at  Baylor  Uni- 
versity College  of  Medicine,  according  to  the  Hous- 
ton Press. 

Southwestern  Medical  College  with  the  opening  of 
its  school  year  is  undertaking  an  intensified  cancer 
program  centered  in  its  new  biophysics  laboratory 
directed  by  Dr.  Allen  Reid,  head  of  the  Department 
of  Biophysics.  Funds  for  cancer  work  totaling  more 
than  $150,000  have  been  made  available  to  the  col- 
lege since  its  founding. 

Dr.  Herman  I.  Kantor,  clinical  assistant  professor 
of  obstetrics  and  gynecology  at  Southwestern  Medi- 
cal College,  has  been  awarded  the  annual  prize  of 
the  Central  Association  of  Obstetricians  and  Gyne- 
cologists for  the  “best  investigative  work  done  dur- 
ing the  past  year.”  Dr.  Kantor  appeared  at  the  an- 
nual meeting  of  the  association  in  September  to  re- 
port on  his  study  concerning  the  urinary  bladder 
during  labor. 

Dr.  Thomas  W.  Farmer,  former  instructor  in  in- 
ternal medicine  at  Johns  Hopkins  University,  has 
been  named  assistant  professor  of  neurology  at 
Southwestern  Medical  College,  the  Dallas  Times- 
Herald  reports. 

The  University  of  Texas  Medical  Branch  has  an- 
nounced the  appointment  of  Dr.  Wendell  H.  Grif- 
fith, professor  of  biochemistry,  St.  Louis  Univer- 
sity Medical  School,  as  professor  of  biochemistry  and 
nutrition  at  the  Medical  Branch  and  of  Col.  Roy 
Stout,  USA  (Ret.),  an  authority  on  plastic  and 
maxillo-facial  surgery,  as  consultant  dentist. 

Dr.  Marshall  Brucer,  assistant  professor  of  phys- 
iology at  the  University  of  Texas  Medical  Branch, 
has  been  appointed  chairman  of  the  board  of  medical 
consultants  for  research  studies  involving  radio- 
active isotopes  in  treatment  of  cancer  at  the  Oak 
Ridge  Institute  of  Nuclear  Studies,  reports  the  Gal- 
veston- Tribune. 

Dr.  Edgar  J.  Poth,  professor  of  surgery,  has  re- 
ceived a grant  of  $3,000  from  the  Upjohn  Company, 
Kalamazoo,  Mich.,  for  a special  study  on  the  action 
of  antibiotics  in  promoting  healing  in  surgical 
wounds.  Dr.  Poth  reported  some  of  the  results  of 
his  studies  at  the  Pan-Pacific  Surgical  Congress  in 
Honolulu,  August  30-September  10. 

Friends  of  the  late  Dr.  Albert  O.  Singleton,  pro- 
fessor of  surgery  at  the  Medical  Branch,  have  placed 
a bronze  plaque  bearing  a bas-relief  of  Dr.  Single- 
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ton  near  the  entrance  to  the  special  surgical  unit  of 
John  Sealy  Hospital,  recently  completed  as  a re- 
sult of  plans  made  by  Dr.  Singleton. 

Personals 

Dr.  Mclver  Furman,  Corpus  Christi,  was  named 
representative  director  of  the  National  Tuberculosis 
Association  for  a two  year  term  at  its  annual  meet- 
ing in  June  in  New  York,  according  to  the  Bulletin 
of  the  Association.  Dr.  James  E.  Dailey,  Houston, 
was  elected  to  the  advisory  board  of  the  American 
Trudeau  Society,  and  Miss  Emmeline  J.  Rents,  ex- 
ecutive secretary  of  the  Houston  Anti-Tuberculosis 
League,  was  made  president-elect  of  the  National 
Conference  of  Tuberculosis  Secretaries. 

Drs.  George  E.  Clark,  Austin;  Olin  B.  Gober  and 
J.  G.  Rodarte,  Temple;  Lester  Karotkin,  Houston; 
Everett  P.  Veatch,  Pasadena;  William  Rosenblatt, 
Wichita  Falls;  and  George  R.  Hermann,  Galveston, 
were  present  for  the  American  College  of  Physicians 
postgraduate  course  in  cardiology  at  the  National 
Institute  in  Mexico,  D.  F.,  recently. 

Dr.  Lewis  William  Fetzer,  Dallas,  has  been  in- 
vited to  become  a member  of  the  research  committee 
of  the  President’s  Conference  on  Industrial  Safety 
to  be  held  in  Washington,  D.  C.,  soon. 

Dr.  J.  Gordon  Bryson  is  now  serving  as  mayor  of 
Bastrop,  according  to  the  Bastrop  Advertiser. 

Dr.  Henry  W.  Poetter,  Kerrville,  has  been  ap- 
pointed acting  superintendent  of  the  Kerrville  State 
Sanatorium,  reports  the  Kerrville  Sun. 

Dr.  Will  Rogers,  El  Paso,  was  paid  tribute  for 
his  thirty-four  years  of  service  to  the  City-County 
Hospital  at  the  monthly  hospital  party  given  at  the 
nurses  home  in  August,  states  the  El  Paso  Times. 

Mrs.  Lavinia  Bishop  Baird,  wife  of  the  late  Dr. 
R.  W.  Baird,  Dallas,  died  July  28,  informs  the  Dallas 
News. 

Births 

To  Dr.  and  Mrs.  Grady  Baskin,  Galveston,  a son, 
Thomas  Grady  Baskin,  Jr.,  on  July  7. 

To  Dr.  and  Mrs.  Peter  M.  Marcuse,  Houston,  a 
daughter,  Yvonne  Lee,  on  July  3. 
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Cass-Marion  Counties  Society 
July  14,  1948 

Twenty-four  members,  wives,  and  guests  were 
present  for  a fish  supper  held  by  the  Cass-Marion 
Counties  Medical  Society  on  July  14  at  the  camp  of 
Dr.  and  Mrs.  W.  S.  Terry  on  Carter’s  Lake,  with  the 
doctors  of  Jefferson  as  hosts. 

Jefferson  County  Society 

August  11,  1948 

National  Blood  Bank  Program  of  the  American  Red  Cross — • 
Raymond  Frank  Barnes,  St.  Louis. 

Raymond  Frank  Barnes,  St.  Louis,  administrator 
of  the  American  Red  Cross  midwestern  area  medical 
services,  was  the  principal  speaker  at  the  meeting 
of  Jefferson  County  Medical  Society  in  Beaumont  on 
August  11.  He  discussed  the  Red  Cross  blood  bank 
program. 

Lamar  County  Society 
August  5,  1948 

(Reported  by  Thomas  E.  Hunt,  Jr.,  Secretary) 
Functional  Heart  Murmurs — J.  L.  Jopling,  Paris. 

Lamar  County  Medical  Society,  meeting  August 
5 in  Paris,  heard  a discussion  of  functional  heart 
murmurs  by  J.  L.  Jopling,  who  illustrated  his  talk 
with  recordings  of  heart  murmurs.  He  pointed  out 
that  50  per  cent  of  systolic  murmurs  are  of  no  im- 
portance, but  that  diastolic  murmurs  indicate  or- 


ganic heart  disease.  He  emphasized  the  necessity 
of  taking  a careful  history  in  diagnosing  heart 
disease. 

Lubbock-Crosby  Counties  Society 
August  3,  1948 

(Reported  by  Roy  G.  Loveless,  Secretary) 

Modern  Concepts  of  Diabetic  Management — Ivan  G.  Mayfield, 

Lubbock. 

Twenty-eight  members  and  guests  attended  the 
August  3 meeting  of  Lubbock-Crosby  Counties  Medi- 
cal Society  in  Lubbock.  The  scientific  program  con- 
sisted of  a discussion  of  diabetic  management  in 
which  Ivan  G.  Mayfield  stressed  the  importance  of 
teaching  diabetic  patients  to  care  for  themselves. 

Mr.  J.  Louis  Neff,  Houston,  executive  director  of 
the  Texas  Division,  American  Cancer  Society,  spoke 
briefly  of  the  cancer  movement  and  offered  the  fa- 
cilities of  the  cancer  society  in  the  establishment  of 
a diagnostic  cancer  clinic  in  Lubbock  if  such  a pro- 
gram meets  with  the  approval  of  the  county  medi- 
cal society. 

H.  H.  Latson,  Amarillo,  district  councilor,  and  E. 
A.  Rowley,  Amarillo,  trustee  of  the  State  Medical 
Association,  talked  of  district  matters. 

The  president,  R.  C.  Douglas,  Lubbock,  gave  a re- 
port for  the  committee  on  public  health  in  the  ab- 
sence of  the  chairman.  The  committee  recom- 
mended (1)  a full-time  assistant  health  officer;  (2) 
separation  of  public  health  from  welfare  service; 
(3)  modernization  of  public  health  laws;  (4)  employ- 
ment of  a school  physician  by  the  Lubbock  Inde- 
pendent School  District;  (5)  erection  of  structures 
by  the  city  and  county  to  coordinate  the  cancer  so- 
ciety, blood  bank,  city  laboratories,  tuberculosis  so- 
ciety, and  other  similar  health  agencies.  Motion  was 
made  by  Allen  T.  Stewart,  seconded  by  0.  R. 
Hand,  that  the  report  be  endorsed  and  that  the  com- 
mittee continue  study  of  the  problems  and  introduce 
a full  discussion  at  the  next  meeting  of  the  society. 

John  L.  Cobb,  Slaton,  and  Ennis  E.  Moss,  Lub- 
bock, were  elected  to  membership. 

Pecos- Jeff  Davis-Presidio-Brewster 
Counties  Society 
August  1,  1948 

(Reported  by  W.  E.  Lockhart,  Secretary) 

Skin  Lesions  of  Venereal  Diseases — J.  C.  Kern,  Sanderson. 

Pecos- Jeff  Davis-Presidio-Brewster  Counties  Med- 
ical Society  met  August  1 at  the  residence  of  John 
W.  Pate,  Sanderson.  Four  members  and  six  visitors 
were  present. 

J.  C.  Kern  presented  130  slides  prepared  at  Johns 
Hopkins  University  showing  skin  lesions  of  venereal 
diseases. 

Seventh  District  Society 
July  29,  1948 

(Reported  by  David  Wade,  Secretary) 

The  Seventh  District  Medical  Society  held  a social 
meeting  July  29  at  the  ranch  of  G.  F.  Thornhill, 
near  Austin.  Several  political  candidates  spoke.  Of- 
ficers for  the  coming  year  were  elected  as  follows: 
David  Wade,  Austin,  president;  Jay  J.  Johns,  Tay- 
lor, vice-president;  and  Joe  W.  Bailey,  Austin,  sec- 
retary-treasurer. A midwinter  clinical  meeting  will 
be  held  in  Austin. 

Twelfth  District  Society 
July  13,  1948 

(Reported  by  H.  F.  Connally,  Jr.,  Secretary) 
Shoulder-Hand  Syndrome — C.  Collum  Smith,  Waco. 

Surgical  Diseases  of  Pancreas — Edgar  J.  Poth,  University  of 

Texas  Medical  Branch,  Galveston. 
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Sympathectomy  in  Peripheral  Vascular  Disease — Harvey  Mac 
Richey,  Waco. 

Management  of  Diabetes — Raymond  Gregory,  University  of 
Texas  Medical  Branch,  Galveston. 

Analysis  of  Tonsillectomy  and  Adenoidectomy — Ernest  A.  John- 
son. Waco. 

Injuries  to  Carpal  Bones — Howard  R.  Dudgeon,  Jr.,  Waco. 
Diverticulosis  of  Duodenum — Bromley  S.  Freeman,  Veterans 
Administration  Hospital,  Temple. 

The  Twelfth  District  Medical  Society  held  its  semi- 
annual meeting  July  13  at  Bryan.  The  scientific 
program  outlined  above  was  presented.  At  noon  the 
Brazos-Robertson  Counties  Medical  Society  was  host 
to  members  of  the  District  Medical  Society  and  Aux- 
iliary for  luncheon.  Dr.  Charles  I.  Spurr  of  the  M.  D. 
Anderson  Foundation,  Houston,  was  the  luncheon 
speaker. 


AUXILIARY  NOTES 


Officers  of  the  Woman’s  Auxiliary  to  the  State  Medical  Asso- 
ciation of  Texa^ : President,  Mrs.  S.  M.  Hill,  Dallas  ; President- 
Elect,  Mrs.  Joseph  B.  Foster,  Houston;  First  Vice-President  (Or- 
ganization), Mrs.  O.  W.  Robinson,  Paris;  Second  Vice-Presi- 
dent (Physical  Examination),  Mrs.  Robert  F.  Thompson,  El 
Paso;  Third  Vice-President  (Hygeia),  Mrs.  J.  C.  Terrell, 
Stephenville ; Fourth  Vice-President  (Program),  Mrs.  Edward  W. 
Coyle,  San  Antonio ; Corresponding  Secretary,  Mrs.  Cecil  O. 
Patterson,  Dallas  ; Recording  Secretary,  Mrs.  R.  E.  Clark,  Mem- 
phis ; Treasurer,  Mrs.  V.  M.  Longmire.  Temple ; Publicity  Sec- 
retary, Mrs.  H.  S.  Renshaw,  Fort  Worth;  Parliamentarian,  Mrs. 
J.  C.  Sharp,  Corpus  Christi. 


STATE  EXECUTIVE  BOARD  TO  MEET 
The  Executive  Board  of  the  Woman’s  Auxiliary  to 
the  State  Medical  Association  will  meet  September 
22  at  2 o’clock  in  the  home  of  Mrs.  Samuel  M.  Hill, 
Dallas,  President.  Plans  for  the  autumn  and  winter 
will  be  discussed  by  officers  and  committees.  Mrs. 
Hill  will  be  hostess  at  dinner  and  entertainment  dur- 
ing the  evening. 


DEATHS* 


Dr.  John  Wyeth  Ray,  Houston,  Texas,  died  Au- 
gust 20,  1948. 

Born  in  Dillon,  S.  C.,  on  February  14,  1908,  Dr. 
Ray  was  the  son  of  Archibald  C.  and  Ida  C.  Ray. 
He  attended  high  school  at  Pittsboro,  N.  C.;  received 
his  bachelor  of  arts  degree  from  the  University  of 
North  Carolina,  Chapel  Hill;  and  was  graduated  in 
medicine  from  the  Louisiana  State  University  Medi- 
cal School,  New  Orleans,  in  1937.  He  served  an  in- 
ternship at  the  City  Memorial  Hospital,  Winston- 
Salem,  N.  C.,  and  was  .house  surgeon  at  the  Nan 
Travis  Hospital,  Jacksonville,  Texas,  before  begin- 
ning private  practice  at  Timpson  in  1940.  After 
serving  for  some  months  as  a first  lieutenant  with 
the  Army  Medical  Corps,  Dr.  Ray  returned  to  prac- 
tice in  December,  1941,  at  Houston,  where  he  was 
active  until  shortly  before  his  death. 

Since  1940  Dr.  Ray  had  been  a member  of  the 
State  Medical  Association  and  American  Medical  As- 
sociation, first  through  Shelby-San  Augustine-Sa- 
bine  Counties  Medical  Society,  and  later  through 
Harris  County  Medical  Society.  He  was  a member 
and  deacon  of  the  First  Presbyterian  Church  and  a 
member  of  the  East  End  Optimist  Club. 

Dr.  Ray  is  survived  by  his  wife,  the  former  Miss 
Grace  Duke  of  New  Orleans,  whom  he  married  in 
1934;  his  mother,  Mrs.  Archibald  C.  Ray,  Sr.,  Rich- 
mond, Va.;  four  sisters,  Mrs.  R.  J.  Saville,  State  Col- 
lege, Miss.;  Mrs.  Glenn  Fry,  Columbus,  Ohio;  and 
Mrs.  J.  L.  Wall  and  Mrs.  Horace  G.  Porter,  Rich- 
mond, Va.;  and  two  brothers,  the  Rev.  Archie  C. 

*An  obituary  ordinarily  will  not  be  published  more  than  four 
months  after  date  of  death.  Cooperation  in  reporting  deaths  of 
physicians  and  in  furnishing  appropriate  biographical  material 
promptly  is  solicited. 


Ray,  Hammond,  La.,  and  William  L.  Ray,  Richmond, 
Va. 

Dr.  Marvin  Arnold  Gantt  died  at  his  home  in  Hous- 
ton, Texas,  on  July  1,  1948,  of  carcinoma  of  the  liver. 

The  son  of  the  Rev.  Albert  G.  and  Emma  Catherine 
(Browning)  Gantt,  Dr.  Gantt  was  born  November 
22,  1877,  in  Summerville,  N.  C.  He  attended  high 
school  and  did  college  academic  work  in  North  Caro- 
lina, and  was  graduated  in  medicine  from  the  Louis- 
ville Medical  College,  Louisville,  Ky.,  in  1904.  After 
serving  as  an  intern  and  resident  for  three  years  at 
the  Norton  Memorial  Infirmary,  Louisville,  Dr. 
Gantt  moved  to  Texas.  He  practiced  for  three  years 
each  at  Dallas  and  San  Benito  before  locating  in 
1914  at  Houston,  where  he  was  active  until  his  re- 
tirement in  1947. 

Throughout  his  professional  career  in  Texas,  Dr. 
Gantt  was  a member  of  the  State  Medical  Associa- 
tion and  American  Medical  Association  through  the 
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Dallas  and  then  the  Harris  County  Medical  Societies. 
Shortly  before  his  death  he  was  nominated  for  hon- 
orary membership  in  the  Harris  County  Society.  He 
was  a member  of  the  South  Texas  District  Medical 
Society  and  the  Houston  Academy  of  Medicine.  Dr. 
Gantt  was  a charter  member  of  the  Houston  Masonic 
Lodge  and  a member  of  Scottish  Rite  bodies,  the 
Arabia  Temple  Shrine,  and  the  Methodist  Church. 

On  June  29,  1929,  in  Houston,  Dr.  Gantt  married 
Miss  Minnie  Ola  Law,  who  survives.  Also  surviving 
are  a son  and  a daughter  by  a previous  marriage, 
Horace  Gantt  and  Mrs.  Marveen  Schaele,  both  of 
Hollywood,  Calif.,  and  one  brother,  G.  D.  Gantt, 
Houston. 

Dr.  Herschel  Frank  Connally,  former  President  of 
the  State  Medical  Association,  died  July  16,  1948,  at 
his  home  in  Waco,  Texas,  of  coronary  occlusion. 

Dr.  Connally  was  born  at  Comanche  Springs,  near 
McGregor,  on  January  6,  1878,  the  son  of  Thomas  G. 
and  Mary  Samanthia  (Christian)  Connally.  His 
early  education  was  received  at  McGregor,  and  his 
medical  education  at  Vanderbilt  University,  Nash- 
ville, Tenn.,  from  which  he  was  graduated  in  1900. 
He  did  postgraduate  work  at  the  New  York  Poly- 
clinic, Chicago  Post  Graduate  School,  Mayo  Clinic, 
Massachusetts  General  Hospital,  and  Johns  Hopkins 
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University.  He  began  practice  in  Bruceville,  moved 
to  Eddy  in  1907,  and  then  in  1912  to  Waco,  where 
he  limited  his  practice  to  general  surgery.  During 
World  War  I,  Dr.  Connally  served  with  the  Army 
Medical  Reserve  Corps,  first  as  major  and  then 
lieutenant  colonel.  He  was  chief  of  surgical  service 
and  then  in  command  of  Base  Hospital  90  in  France. 
While  in  France,  Dr.  Connally  was  given  a post- 
graduate course  in  plastic  surgery  in  the  Hospital 
De-La  Petie  in  Paris.  Upon  his  discharge  in  1919, 
Dr.  Connally  resumed  his  practice  in  Waco.  He  was 
the  first  chief  of  staff  of  the  Hillcrest  Memorial 
Hospital,  which  was  opened  in  1920;  was  consulting 
surgeon  for  the  Veterans  Administration  Hospital 
from  the  time  it  was  established  in  1931;  and  was  a 
member  of  the  surgical  staff  of  Hillcrest  and  Provi- 
dence Hospitals.  He  was  medical  examiner  of  the 
Amicable  Life  Insurance  Company  and  for  many 
years  local  surgeon  for  the  Missouri-Kansas-Texas 
Railroad. 

Dr.  Connally  was  a charter  member  of  the  Mc- 
Lennan County  Medical  Society,  which  was  organ- 
ized in  1903,  and  held  continuous  membership 
through  that  society  in  the  State  Medical  Association 
and  American  Medical  Association.  He  was  also  a 
member  of  the  Twelfth  District  Medical  Society.  He 
was  president  of  the  McLennan  County  Medical  So- 
ciety, councilor  of  the  Twelfth  District  from  1934 
through  1942,  chairman  of  the  Board  of  Councilors, 
vice-president  of  the  State  Medical  Association  in 
1918  and  1932;  President-Elect  in  1943,  and  Presi- 
dent in  1944.  He  was  chairman  of  the  Section  on 
Obstetrics  and  Gynecology  in  1918  and  of  the  Section 
on  Surgery  in  1937.  Dr.  Connally  was  appointed  to 
the  State  Board  of  Medical  Examiners  in  1927  and 
was  secretary  of  the  board  at  the  time  of  his  death. 
He  had  been  chairman  of  its  committee  on  reciprocity 
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for  a number  of  years  and  was  on  the  board  of  di- 
rectors of  the  Federation  of  State  Medical  Boards. 
He  was  a fellow  of  the  American  College  of  Sur- 
geons. 

The  week  before  his  death,  Dr.  Connally  was  hon- 
ored by  the  Rotary  Club  of  Waco  for  his  perfect 
record  of  attendance  for  twenty-five  years.  In  addi- 
tion to  being  a member  of  the  Rotary  Club,  Dr.  Con- 
nally was  a member  of  the  Baptist  Church,  Masonic 
Lodge,  and  American  Legion.  During  World  War 


II  he  served  on  the  local  Draft  Appeal  Board.  He 
was  actively  interested  in  politics,  having  been  a 
city  commissioner  in  1925  and  mayor  of  Waco  in 
1926.  He  was  a political  adviser  to  his  cousin,  Sen- 
ator Tom  Connally. 

Preceding  Dr.  Connally  in  death  in  August,  1947, 
was  his  wife,  the  former  Miss  Clara  Blailock,  whom 
he  married  in  1905  in  McGregor.  He  is  survived 
by  one  son,  Dr.  H.  F.  Connally,  Jr.,  Waco;  two 
daughters,  Mrs.  Betsy  Maness,  Waco,  and  Mrs. 
Taylor  Frazier,  Bluefield,  W.  Va.;  two  brothers, 
Clarence  Connally,  Waco,  and  Tom  Connally,  Claren- 
don; and  eight  grandchildren. 

Dr.  Charles  Russell  Hartsook  died  at  his  home  in 
Wichita  Falls,  Texas,  on  July  14,  1948,  after  a long 
illness. 

Dr.  Hartsook  was  born  in  Castlewood,  Russell 
County,  Va.,  in  1873.  He  attended  Lebanon  College 
in  Virginia  and  the  Medical  College  of  Virginia, 
Richmond.  He  practiced  for  a short  time  in  Natural 
Bridge,  Va.,  before  moving  to  Tulia,  Texas,  and  then 
in  1911  to  Wichita  Falls. 

Continuously  since  1909  Dr.  Hartsook  had  been 
a member  of  the  State  Medical  Association  and 
American  Medical  Association,  first  through  Swisher 
County  Medical  Society  and  then  through  Wichita 
County  Medical  Society.  He  was  councilor  of  the 
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Third  District  from  1916  until  1919  and  a former 
president  of  the  Wichita  County  Society.  He  was  a 
former  chairman  of  the  board  of  directors  of  Wichita 
General  Hospital,  a fellow  of  the  American  College 
of  Surgeons,  and  an  organizer  of  the  Texas  Society 
of  Ophthalmology  and  Otolaryngology.  He  was  a 
member  of  the  Methodist  Church,  the  Masonic  Order, 
Knights  Templar,  and  Shrine.  He  was  a charter 
member  and  past  president  of  the  Wichita  Falls  Ro- 
tary Club.  He  was  an  enthusiastic  hunter,  fish- 
erman, and  photographer  of  the  out-of-doors,  and 
was  active  in  civic  projects. 

Surviving  Dr.  Hartsook  is  his  wife,  the  former 
Miss  Evaline  Taylor  of  Richmond,  Va. 

Dr.  Joseph  A.  Mullen,  Houston,  Texas,  died  June 
8,  1948,  at  a local  hospital. 

The  son  of  Edward  and  Sarah  Mullen,  Dr.  Mullen 
was  born  August  18,  1866,  in  Philadelphia.  Sup- 
posedly suffering  from  pernicious  anemia,  he  spent 
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most  of  his  early  youth  traveling  in  Europe  and 
South  America.  Restored  to  health,  he  studied  for 
two  years  at  the  Philadelphia  College  of  Pharmacy 
and  then  was  graduated  in  1893  from  the  Jefferson 
Medical  College,  Philadelphia.  The  following  year 
he  went  to  Houston  and  became  city  and  county 
oculist  and  aurist.  For  a number  of  years  he  was 
oculist  and  aurist  for  the  Southern  Pacific  and  Aran- 
sas Pass  Railroads.  He  became  associated  with  St. 
Joseph’s  Infirmary  and  was  an  honorary  member  of 
the  staff  at  the  time  of  his  death.  He  and  other 
associates  organized  at  St.  Joseph’s  Infirmary  the 
first  training  school  for  nurses  in  Houston.  Dr. 
Mullen  retired  from  active  practice  in  1928. 

Throughout  his  professional  career  Dr.  Mullen 
was  a member  of  the  Harris  County  Medical  Society, 
State  Medical  Association,  and  American  Medical 
Association.  Since  1934  he  had  been  an  honorary 
member  of  the  State  Medical  Association.  He  served 
as  secretary*  of  the  Section  on  Eye,  Ear,  Nose,  and 
Throat  in  1909.  Dr.  Mullen  had  been  a member  of 
the  Southwestern  Medical  Association;  Otolaryngo- 
logical  Society,  Anglo-European;  French  Society  of 
Ophthalmology;  Ninth  Congress  of  Ophthalmology; 
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American  College  of  Surgeons;  and  Sky  Top  Club, 
Sky  Top,  Pa.  His  hobby  was  the  study  of  archeol- 
ogy. Dr.  Mullen  had  been  a member  of  Christ  Epis- 
copal Church  since  1895  and  had  been  a member  of 
its  vestry. 

In  Houston  Dr.  Mullen  was  probably  best  known 
as  a patron  of  the  fine  arts,  especially  music  and 
art.  He  organized  the  Houston  Symphony  Orchestra 
in  1931  and  was  its  president  from  1931  until  1934, 
during  that  time  encouraging  the  support  of  promi- 
nent business  men.  He  was  chairman  of  the  board 
of  trustees  of  the  Museum  of  Fine  Arts  at  the  time 
the  museum  building  was  constructed.  Following 
the  death  of  his  wife,  who  shared  his  interest  in  the 
fine  arts,  Dr.  Mullen  and  his  son  created  a memo- 
rial fund  for  the  establishment  of  an  art  library  in 
the  museum.  They  also  provided  funds  for  a medi- 
cal library  at  St.  Joseph’s  Infirmary. 

Dr.  Mullen  married  Mrs.  Ida  Kirkland  Tyler  in 
1898.  The  couple  traveled  extensively  in  Europe 
and  Mexico  prior  to  Mrs.  Mullen’s  death  January  8, 
1944.  They  are  survived  by  a son,  Joseph  Mullen, 
New  York  City. 


Dr.  Vincent  Sylvester  Pawelek,  Jr.,  Houston, 
Texas,  was  killed  August  6,  1948,  in  an  automobile 
accident  near  Eunice,  La.  He  and  his  wife,  who  was 
injured  in  the  accident,  were  en  route  to  New  Or- 
leans for  a vacation. 

Born  November  5,  1918,  in  Falls  City,  Texas,  Dr. 
Pawelek  was  the  son  of  Vincent  S.  and  Eleanor  Pa- 
welek. He  was  graduated  from  the  Karnes  City 
High  School  and  from  St.  Mary’s  University,  San 
Antonio,  from  which  he  received  a bachelor  of  sci- 
ence degree  in  1939.  His  degree  of  doctor  of  medi- 
cine was  obtained  from  Baylor  University  College 
of  Medicine,  Dallas,  in  1943.  He  served  an  intern- 
ship at  the  Robert  B.  Green  Memorial  Hospital,  San 
Antonio,  and  then  for  two  years  was  on  duty  with 
the  Army,  first  with  the  Medical  Administrative 
Corps  Reserve  as  a lieutenant  and  then  with  the 
Transport  Command  in  the  Atlantic  Theater  as  a 
captain.  Upon  his  discharge  in  1946,  Dr.  Pawelek 
became  associated  with  his  uncles,  Drs.  I.  L.  and 
Louis  G.  Pawelek,  in  Houston,  where  he  was  in  prac- 
tice at  the  time  of  his  death. 

Since  1944  Dr.  Pawelek  had  been  a member  of 
the  State  Medical  Association  and  American  Medi- 
cal Association,  first  through  Bexar  County  Medi- 
cal Society  and  later  through  Harris  County  Medical 
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Society.  He  was  also  a member  of  the  South  Texas 
District  Medical  Society.  He  was  a member  of  the 
Catholic  Church,  Knights  of  Columbus,  Catholic  War 
Veterans,  Polish  National  Alliance,  and  Ex-Students 
Association  of  St.  Mary’s  University. 

Dr.  Pawelek  married  Miss  Hazel  Patricia  Lenore 
Green  in  Tulsa,  Okla.,  on  January  5,  1946.  He  is 
survived  by  his  wife;  an  infant  son,  William  Louis 
Pawelek;  his  parents,  Mr.  and  Mrs.  Vincent  S.  Pa- 
welek, Falls  City;  one  sister,  Mrs.  Franklin  Ruhnke, 
Mission;  and  one  brother,  Albert  Francis  Pawelek, 
Falls  City. 

CORRECTION 

I)r.  Emanuel  Toomim.  — The  surname  of  Dr. 
Emanuel  Toomim,  Beaumont,  Texas,  who  died  April 
15,  1948,  inadvertently  appeared  as  “Toomin”’  in 
the  obituary  published  in  the  August,  1948,  Journal 
(page  342) . 
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DEVOTED  TO  THE  INTERESTS  OF  THE  MEDICAL  PROFESSION  AND  PUBLIC  HE ALTH  IN  TEXAS 


The  Interim  Session  of  the  American 
Medical  Association,  the  first  national  Medi- 
cal Public  Relations  Conference,  and  the  an- 
nual Conference  of  Secretaries  and  Editors 
will  be  held  in  St.  Louis  on  successive  days 
the  latter  part  of  November  and  first  part 
of  December. 

Planned  especially  for  the  general  practi- 
tioner, the  interim  session,  November  30- 
December  3,  will  offer  lectures  by  nationally 
known  medical  leaders  on  such  subjects  as 
diabetes,  heart  disease,  cancer,  poliomyelitis, 
obstetrics,  pediatrics,  dermatology,  genito- 
urinary conditions,  hypertension,  anesthesia, 
tuberculosis,  jaundice,  laboratory  diagnosis, 
roentgen-ray  diagnosis,  and  physical  medi- 
cine as  applied  to  the  treatment  of  arthritis — 
subjects  which  are  of  most  frequent  concern 
to  the  general  practitioner.  Clinical  confer- 
ences, demonstrations,  scientific  exhibits, 
technical  exhibits,  and  entertainment  have 
been  planned  for  visiting  physicians.  One 
feature  of  the  session  will  be  the  awarding 
of  the  second  annual  general  practitioner 
medal.  Most  of  these  activities  as  well  as 
meetings  of  the  House  of  Delegates  will  take 
place  in  the  St.  Louis  Auditorium. 

Immediately  preceding  the  interim  session, 
November  28-29,  the  annual  Conference  of 
Secretaries  and  Editors,  held  heretofore  at 
the  American  Medical  Association  head- 
quarters in  Chicago,  will  be  held.  Problems 
of  mutual  concern  to  the  secretaries  of  state 
medical  associations  and  editors  of  state 
medical  journals  will  be  discussed. 

A Medical  Public  Relations  Conference 
nationwide  in  scope  will  be  held  under  aus- 


pices of  the  American  Medical  Association 
for  the  first  time  on  November  27.  The  prob- 
lem of  creating  a favorable  impression  on 
the  public  and  the  necessity  for  so  doing 
have  been  brought  forcibly  before  the  medi- 
cal profession  in  recent  years.  This  confer- 
ence is  an  attempt  to  give  directors  of  pub- 
lic relations,  chairmen  of  public  relations 
committees  of  state  associations,  and  execu- 
tive secretaries  charged  with  public  relations 
responsibilities  an  opportunity  to  exchange 
ideas  and  develop  concerted  action. 

The  State  Medical  Association  of  Texas 
will  be  officially  represented  at  each  of  the 
three  meetings.  However,  the  interim  session 
especially  is  of  such  nature  that  many  physi- 
cians will  wish  to  attend  even  though  not  in 
an  official  capacity.  The  fact  that  the  session 
is  being  held  in  a place  as  accessible  to  Texas 
as  St.  Louis  should  mean  an  increased  at- 
tendance from  this  state. 

A registration  form  which  enables  physi- 
cians to  save  time  by  securing  a registration 
card  in  advance  is  appearing  in  The  Journal 
of  the  American  Medical  Association  every 
other  week,  and  a convenient  blank  for 
making  hotel  reservations  is  also  printed  in 
The  Journal.  All  hotel  reservations  must  be 
cleared  through  the  Chairman,  Subcommit- 
tee on  Hotels,  American  Medical  Association, 
Hotel  Reservation  Bureau,  1420  Syndicate 
Trust  Building,  St.  Louis  1,  and  should  be 
received  before  November  9. 

Political  Medicine. — The  story  of  the 
Wagner-Murray-Dingell  bills  and  all  of  the 
proposals  for  compulsory  health  insurance — 
political  medicine — in  the  United  States  are 
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well  known  to  the  physicians  of  Texas. 
These  maneuvers  need  not  be  reviewed  at 
this  time.  The  latest  tactic,  however,  should 
be  made  crystal  clear  to  every  member  of 
the  profession.  Last  January  the  Federal 
Security  Administration  prepared  a letter 
for  the  signature  of  the  President  requesting 
Oscar  Ewing,  the  Federal  Security  Adminis- 
trator, to  prepare  a ten  year  health  program 
for  the  United  States.  In  order  to  prepare  a 
backdrop  of  acceptability,  a so-called  Na- 
tional Health  Assembly  was  called  for  May 
1 in  Washington,  D.  C.  This  so-called  Na- 
tional Health  Assembly  in  its  original  execu- 
tive committee  contained  the  name  of  only 
one  physician — no  dentist,  no  nurse,  no  hos- 
pital administrator.  Of  the  twenty-four  mem- 
bers named  to  that  executive  committee,  sev- 
enteen had  previously  espoused  the  cause  of 
compulsory  health  insurance  for  the  United 
States.  This  National  Health  Assembly  was 
nothing  more  than  a political  move  which 
was  to  serve  as  a forum  for  the  further 
propaganda  efforts  on  the  part  of  those  who 
would  collectivize  all  the  activities  not  only 
of  physicians  and  dentists  but  of  all  the  peo- 
ple of  the  United  States. 

The  hearings  on  the  last  Wagner-Murray- 
Dingell  bill,  S.  1320,  and  the  Taft  bill,  S.  545, 
forcibly  brought  home  the  fact  that  the  de- 
* termined  little  group  of  socializers  would 
stop  at  nothing.  Dr.  Maurice  Friedman  of 
Washington,  D.  C.,  in  his  testimony  clearly 
pointed  out  that  the  much  used  “draft  statis- 
tics” were  deliberately  maneuvered  to  prove 
that  America  was  “falling  apart  at  the 
seams”  on  the  health  issue.  This  testimony 
led  the  Brookings  Institute  of  Washington, 
D.  C.,  to  undertake  an  independent  study  of 
the  compulsory  health  insurance  issue.  The 
fifteen  conclusions  of  the  Brookings  Insti- 
tute clearly  pointed  out  that  the  statistics 
which  have  been  used  in  the  past  to  prove 
poor  health  in  the  United  States  have  been 
unreliable.  The  Brookings  conclusions  de- 
clared : 

“The  so-called  draft  statistics  . . . have  been  wide- 
ly used  to  show  bad  health  among  the  American 
people  and  the  need  for  revolutionary  changes  in 
arrangements  for  medical  care  of  individuals;  they 
are  unreliable  as  a measure  of  the  health  of  the 
Nation  and  cannot  be  used  to  show  the  extent  of  the 
medical  needs  of  the  country  as  a whole. 

“Probably  no  great  nation  in  the  world  has  among 
its  white  population  better  health  than  prevails  in 
the  United  States.” 

The  Brookings  report  further  stated; 

“The  problem  of  eliminating  politics  from  Gov- 
ernment administration  is  extremely  difficult.  It 
does  not  seem  probable  that  politics  could  be  elimi- 
nated from  medical  care  supplied  under  a govern- 
mental system.” 

The  official  Senate  hearings  closed  with  a 


joint  resolution,  S.  Res.  249,  in  which  it  was 
stated  that  before  any  action  could  be  taken 
it  was  evident  that  further  study  was 
needed. 

In  spite  of  this  resolution,  on  September  2, 
Oscar  Ewing  issued  his  ten  year  health  pro- 
gram for  America  entitled  “The  Nation’s 
Health — A Ten  Year  Program.”  This  186 
page  volume  was  apparently  prepared  after 
the  May  meeting  of  the  National  Health  As- 
sembly and  presumably  after  consideration 
and  consultation  with  the  700  invited  dele- 
gates to  the  National  Health  Assembly.  It 
seems  much  more  likely,  however,  when  all 
the  facts  are  considered,  that  the  Ewing  re- 
port was  practically  complete  even  before 
the  National  Health  Assembly  was  held.  The 
method  of  recommending  little  health  as- 
semblies all  over  the  country  now  would  lead 
to  the  belief  that  this  new  technique  on  the 
part  of  the  supporters  of  political  medicine 
needs  careful  watching. 

The  Texas  Physicians  Committee  is  a 
spirited  and  independent  group  of  physi- 
cians in  Texas,  cooperating  with  the  Nation- 
al Physicians  Committee,  and  has  been  the 
watch-dog  on  this  issue  for  a period  of  al- 
most ten  years.  The  fight  has  been  success- 
ful, but  the  new  threat  in  this  new  technique 
warrants  the  support  of  every  Texas  physi- 
cian who  loves  independent  and  free  prac- 
tice and  who  wishes  to  guard  it  against  those 
who  would  not  only  control  and  dictate  to 
the  medical  profession  but  also  control  and 
dictate  to  every  citizen  of  the  United  States. 

The  Oklahoma  City  Clinical  Society  Con- 
ference, offering  lectures  and  discussions  by 
seventeen  distinguished  guests,  will  be  held 
October  25-28  in  Oklahoma  City.  The  general 
assemblies,  postgraduate  symposiums,  and 
round-table  luncheons  which  have  become  an 
established  part  of  the  clinical  conference 
during  its  previous  seventeen  years  of  ac- 
tivity will  again  be  held.  A clinical-patholog- 
ical conference  has  also  been  planned.  In  ad- 
dition, the  Oklahoma  City  Chamber  of  Com- 
merce will  honor  the  Oklahoma  City  Clinical 
Society  and  its  visiting  members  and  their 
families  with  a dinner  party ; the  annual  stag 
smoker  will  be  held ; and  a dinner  honoring 
Dr.  Morris  Fishbein,  Chicago,  editor  of  The 
Journal  of  the  American  Medical  Associa- 
tion, and  associate  members  of  the  clinical 
society  will  be  given  with  the  Oklahoma 
County  Medical  Society  as  host.  All  of  these 
activities  are  included  in  the  registration 
fee  of  $15. 

The  guest  lecturers  who  will  participate  in 
the  conference  include  the  following : 

Dr.  J.  W.  Conn,  associate  professor  of  internal 
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medicine,  University  of  Michigan  School  of  Medi- 
cine, Ann  Arbor  (medicine). 

Dr.  Katherine  Dodd,  associate  professor  of  pe- 
diatrics, University  of  Cincinnati  School  of  Medi- 
cine, Cincinnati  (pediatrics). 

Dr.  John  G.  Downing,  professor  of  dermatology, 
Tufts  College  Medical  School  and  Boston  Univer- 
sity School  of  Medicine,  Boston  (dermatology). 

Dr.  Lawrence  S.  Fallis,  special  instructor  in 
surgery  and  surgical  anatomy,  Wayne  University 
College  of  Medicine,  Detroit  (surgery). 

Dr.  Arthur  B.  Hunt,  associate  professor  of  ob- 
stetrics and  gynecology,  University  of  Minnesota 
Graduate  School,  Mayo  Foundation,  Rochester, 
Minn,  (obstetrics). 

Dr.  R.  H.  Kampmeier,  associate  professor  of 
medicine,  Vanderbilt  University  School  of  Medicine, 
Nashville  (medicine). 

Dr.  Frank  R.  Loch,  professor  of  obstetrics  and 
gynecology,  Bowman  Gray  School  of  Medicine, 
Winston-Salem,  N.  C.  (gynecology). 

Dr.  William  P.  Longmire,  associate  professor  of 
surgery,  Johns  Hopkins  University  School  of  Medi- 
cine, Baltimore  (surgery). 

Dr.  Morris  Fishbein,  editor,  The  Journal  of  the 
American  Medical  Association,  Chicago. 

Dr.  Tracy  0.  Powell,  associate  clinical  professor 
of  urology,  College  of  Medical  Evangelists,  Los 
Angeles  (urology). 

Dr.  David  G.  Pugh,  University  of  Minnesota 
Graduate  School,  Mayo  Foundation,  Rochester, 
Minn,  (roentgenology). 

Dr.  Harold  G.  Scheie,  assistant  professor  of 
ophthalmology,  University  of  Pennsylvania  Medical 
and  Graduate  School,  Philadelphia  (ophthalmol- 
ogy). 

Dr.  Allen  F.  Voshell,  professor  of  orthopedic 
surgery,  University  of  Maryland  School  of  Medicine, 
Baltimore  ( orthopedics ) . 

Dr.  Theodore  E.  Walsh,  professor  of  otolaryng- 
ology, Washington  University  School  of  Medicine, 
St.  Louis  (otolaryngology). 

Dr.  Owen  W.  Wangensteen,  professor  of  sur- 
gery, University  of  Minnesota  School  of  Medicine, 
Minneapolis  (surgery). 

Dr.  Theodore  A.  Watters,  senior  visiting  neuro- 
psychiatrist, DePaul  Sanatorium,  New  Orleans 
(neurology). 

Dr.  John  B.  Youmans,  dean  and  professor  of 
medicine,  College  of  Medicine,  University  of  Illinois, 
Chicago  (medicine). 

Details  concerning  the  Oklahoma  confer- 
ence, which  long  ago  created  for  itself  an 
enviable  position  among  postgraduate  medi- 
cal conferences  in  this  region,  may  be  se- 
cured from  the  executive  secretary  of  the 
Oklahoma  City  Clinical  Society,  512  Medical 
Arts  Building,  Oklahoma  City. 

The  Southern  Medical  Association  will 
hold  its  annual  meeting  October  25-28  in 
Miami,  utilizing  the  convention  facilities  re- 
cently made  available  at  Dinner  Key,  the  air- 
base formerly  used  by  Pan  American  Air- 
ways. The  convention  hall  made  by  joining 
two  hangars  to  provide  space  for  10,000  per- 
sons will  be  headquarters  for  the  convention, 
and  all  section  meetings  and  scientific,  tech- 
nical, hobby,  and  motion  picture  exhibits, 
will  be  housed  there.  Evening  general  ses- 


sions will  be  held  at  the  Municipal  Audi- 
torium. 

The  first  day  of  the  convention  will  be  de- 
voted to  a conjoint  meeting  with  the  Ameri- 
can College  of  Chest  Physicians,  Southern 
Chapter  and  to  “Miami  Day,”  for  which  the 
local  profession  will  provide  a clinical  pro- 
gram. Each  of  the  twenty-one  sections  of  the 
association  will  have  a half-day  program 
during  succeeding  days.  One  afternoon  has 
been  left  open  so  that  visitors  may  partici- 
pate in  sporting  events  or  go  sightseeing. 
Following  the  meeting,  tours  to  Havana  and 
Nassau  will  be  conducted  under  auspices  of 
the  association  for  its  members  and  guests. 

Members  of  the  State  Medical  Association 
of  Texas  are  eligible  for  membership  in  the 
Southern  Medical  Association  upon  applica- 
tion and  payment  of  $5  dues,  which  also  en- 
titles the  physician  to  a subscription  to  the 
Journal  of  the  Southern  Medical  Association. 
Applications  for  membership  and  requests 
for  detailed  information  about  the  conven- 
tion should  be  sent  to  the  association  office 
in  the  Empire  Building,  Birmingham  3,  Ala. 

The  1948  convention  with  the  Dade  Coun- 
ty (Florida)  Medical  Association  as  host 
promises  a medical  program  of  value  plus 
the  opportunity  to  enjoy  the  vacation  attrac- 
tions of  Florida,  Cuba,  and  the  Bahamas. 
For  physicians  who  have  stayed  in  their  of- 
fices during  the  summer  months  and  now 
feel  the  need  of  scientific  stimulation  and  a 
relaxing  vacation,  the  Southern  Medical  As- 
sociation offers  the  answer. 

Membership  Dues  for  1949  are  due  Jan- 
uary 1 and  members  who  have  not  paid  by 
that  date  will  be  considered  delinquent.  To 
be  sure  that  there  is  no  lapse  in  membership 
and  to  assist  the  central  office  staff  in 
handling  the  dues  most  effectively,  county 
medical  society  secretaries  are  urgently  re- 
quested to  begin  now  to  collect  next  year’s 
dues  from  the  members  of  their  societies 
and  to  forward  the  dues  to  the  central  office 
promptly. 

It  should  be  emphasized  that  the  House  of 
Delegates  meeting  in  Houston  last  April 
authorized  the  collection  of  $35  per  member 
for  1949,  an  increase  in  annual  dues  of  $15. 
The  necessity  for  additional  income  from 
dues  was  brought  about  by  the  general  rise 
in  prices  which  has  increased  routine  operat- 
ing' costs ; by  the  passage  of  resolutions  call- 
ing for  the  removal  of  the  central  offices 
from  Fort  Worth  to  Austin  and  the  erection 
of  a suitable  building;  by  the  decision  of  the 
House  to  contribute  $1  from  the  dues  of  each 
member  to  the  work  of  the  Woman’s  Auxil- 
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iary;  and  by  the  growing  importance  of  the 
legislative  and  public  relations  programs  of 
the  Association.  As  a matter  of  fact,  in  set- 
ting the  dues  at  $35,  the  House  of  Delegates 
recognized  that  the  income  to  be  derived 
therefrom  might  still  be  insufficient  to  carry 
on  the  program  of  work,  and  the  Board  of 
Trustees  was  requested  to  keep  the  matter  in 
mind,  study  the  situation,  and  make  fur- 
ther recommendations  to  the  House  of  Dele- 
gates if  it  appeared  necessary  to  increase 
the  dues  still  further. 

As  always,  checks  to  cover  the  payment  of 
dues  should  be  made  in  favor  of  the  State 
Medical  Association  of  Texas  and  sent  to  the 
Secretary,  together  with  a list  of  the  mem- 
bers for  tvhom  payment  is  being  made. 

Again,  it  is  urged  that  payment  of  1949 
dues  be  made  now  so  as  to  avoid  confusion 
or  lapse  in  membership  benefits. 

The  Dallas  Health  Museum  has  become 
established  as  an  important  medium  of 
health  education  for  the  laymen  of  Texas. 
As  it  observes  its  second  anniversary  this 
month,  it  would  be  well  for  the  medical  pro- 
fession of  Texas  to  become  better  acquainted 
with  the  program  carried  on  in  the  little 
white  building  in  Fair  Park,  Dallas,  and  of- 
ficials of  the  museum  have  given  the  doctors 
of  the  state  a hearty  invitation  to  visit  during 
the  State  Fair  of  Texas,  October  9-24,  which 
is  annually  a period  of  great  activity  for  the 
Health  Museum. 

The  year  round  program  of  the  museum  is 
described  in  some  detail  in  the  September 
issue  of  the  Journal  (page  403),  and  addi- 
tional information  about  the  election  of  of- 
ficers and  the  current  special  exhibit,  includ- 
ing a picture  of  the  “Transparent  Man,”  ap- 
pears on  page  472  of  this  issue. 

Suffice  it  to  point  out  here  that  the  Dallas 
Health  Museum,  following  in  the  steps  of 
the  Cleveland  Health  Museum ; the  Ameri- 
can Museum  of  Health,  New  York;  and  a few 
other  groups  in  this  country  and  abroad,  is 
pioneering  in  bringing  to  the  public  authen- 
tic medical  and  health  facts  in  an  entertain- 
ing way,  making  full  use  of  modern  visual 
teaching  methods.  The  service  which  the 
museum  is  equipped  and  eager  to  offer  to 
classes,  industrial  concerns,  and  other  inter- 
ested groups,  as  well  as  to  individuals  curi- 
ous about  their  bodies  and  how  to  keep  them 
in  good  condition,  is  a resource  with  which 
Texas  physicians  should  be  familiar.  If  they 
cannot  visit  the  museum  in  person,  museum 
officials  will  welcome  inquiries  about  their 
activities  from  physicians  who  wish  to  rec- 
ommend the  museum  to  their  patients  and 
organizations  within  their  communities. 


“Give  . . . Give  Enough!” — Once  more  the 
season  of  the  Red  Feather  is  at  hand  and 
Community  Chest  campaigns  are  being  car- 
ried on  in  cities  and  towns  across  the  nation. 

Texas  physicians,  too,  are 
being  called  on  to  contribute 
to  their  local  Community 
Chest  funds. 

Perhaps  it  is  unnecessary 
to  explain  to  physicians  just 
where  the  Community  Chest 
money  goes  — they  know 
about  the  family  service,  aid 
to  handicapped,  homes  for 
aged,  day  nurseries,  maternity  homes, 
YMCA,  YWCA,  Boy  Scouts,  Girl  Scouts,  and 
all  the  rest.  Perhaps,  however,  they  need  to 
be  reminded  that  there  are  a great  many 
services,  operating  throughout  the  year, 
which  are  asking  for  help  through  this 
single  fund-raising  campaign.  Such  a united 
effort  brings  order  out  of  a chaos  of  compe- 
titive and  sometimes  duplicating  appeals,  re- 
duces campaign  and  administration  costs, 
and  assures  effective  use  of  and  accounting 
of  funds.  It  means,  though,  that  “out-of- 
pocket”  contributions  are  seldom  enough  to 
cover  the  need  and  that  pledges  to  be  paid 
throughout  the  year  will  be  required  to  reach 
the  goals  which  local  committees  have  set 
after  much  study  and  planning. 

This  year,  at  the  request  of  Secretary  of 
Defense  James  Forrestal  and  a Civilian  Ad- 
visory Committee,  the  Community  Chest  is 
including  in  its  budget  sufficient  funds  to 
finance  a reactivated  USO  to  help  solve  the 
problems  being  created  by  an  enlarged  mili- 
tary force.  For  this  program  alone  it  is  ob- 
vious that  many  dollars  will  be  needed,  and 
this  service  is  only  one  of  many  included  in 
each  Community  Chest  appeal. 

Members  of  the  State  Medical  Association 
know  what  the  Community  Chest  is,  know 
what  it  does,  know  that  contributions  must 
be  generous.  They  will  give,  and  give  enough. 

The  Woman’s  Auxiliary*  to  the  State 
Medical  Association  of  Texas  as  well  as  that 
of  every  other  state  medical  association  in 
the  nation  was  given  special  recognition  at 
the  annual  session  of  the  A.M.A.  held  at 
Chicago  in  June,  1948,  through  the  presen- 
tation to  the  House  of  Delegates  of  the  fol- 
lowing resolution ; 

Whereas,  Our  local,  state,  and  national  woman’s 
auxiliaries  have  become  an  indispensable  adjunct  of 
organized  medicine;  and 

Whereas,  The  local,  state,  and  national  auxiliaries 
are  especially  effective  as  agencies  for  furthering 

♦Editor’s  Note:  This  is  the  second  of  a series  of  articles  on 
the  Transactions  of  the  House  of  Delegates  of  the  American 
Medical  Association  and  activities  of  the  various  councils,  com- 
mittees, and  bureaus  of  the  A.M.A.  which  are  destined  to  exert 
an  influence  on  the  practice  of  medicine  and  the  improvement 
of  the  public  health  of  this  nation. 


1948 


EDITORIAL 


417 


the  education  of  the  public  concerning  the  aims  and 
accomplishments  of  scientific  medicine;  and 

Whereas,  Their  maximum  effectiveness  requires 
participation  by  the  wife  of  every  member  and  suf- 
ficient funds  to  enable  them  to  carry  on  their  essen- 
tial activities ; therefore  be  it 

Resolved , That  each  constituent  state  medical  as- 
sociation be  urged  to  budget  sufficient  funds  to  de- 
fray the  cost  of  the  activities  of  its  auxiliary  and 
to  pay  the  annual  dues  of  the  national  auxiliary, 
thus  making  the  wife  of  every  member  automatically 
a member  of  the  state  and  national  auxiliaries  and 
eliminating  the  collection  of  state  and  national 
auxiliary  dues  from  individual  auxiliary  members. 

This  resolution,  presented  by  the  Oregon 
State  Medical  Society,  was  approved  by  the 
House  of  Delegates  and  referred  to  the 
various  state  medical  associations  with  the 
recommendation  that  each  state  pass  favor- 
ably upon  it. 

It  will  be  recalled  that  the  State  Medical 
Association  of  Texas,  at  its  annual  session 
at  Houston  in  April,  1948,  passed  a resolu- 
tion in  keeping  with  the  intent  of  the 
A.M.A.’s  action,  setting  forth  the  work  of 
the  Woman’s  Auxiliary  and  pointing  out  that 
the  women  have  been  seriously  handicapped 
because  of  inadequate  funds  to  further  their 
work.  It  recommended  that  the  House  of 
Delegates  request  the  Board  of  Trustees  to 
set  aside  $1  per  capita  annually  from  dues 
for  the  use  of  the  Woman’s  Auxiliary.  The 
Trustees  acted  favorably  on  this  request  and 
approximately  $5,500  will  therefore  be  al- 
located to  the  Auxiliary  in  1949. 

Although  the  resolution  passed  by  the 
State  Association  prior  to  the  action  of  the 
A.M.A.  was  in  spirit  with  the  intent  of  the 
A.M.A.  resolution  it  does  not  completely 
satisfy  the  recommendation  as  set  forth  by 
the  national  group.  This  matter  will  be 
brought  to  the  attention  of  the  House  of 
Delegates  at  its  meeting  during  the  annual 
session  in  San  Antonio  next  May. 

The  value  of  the  Woman’s  Auxiliary  as 
expressed  in  both  these  resolutions  is  in  no 
way  exaggerated.  The  Auxiliary  in  Texas 
each  year  carries  on  a purposeful  program 
of  activities  which  interlocks  with  the  pro- 
gram of  the  State  Medical  Association,  en- 
hancing and  supplementing  it.  Plans  for  the 
1948-1949  season  were  discussed  by  the 
Executive  Board  in  Dallas  on  September  22, 
and  a brief  report  of  that  meeting  is  pub- 
lished on  page  481  of  this  Journal.  Some 
idea  of  the  scope  of  the  Auxiliary  program 
can  be  gained  by  reading  those  minutes. 
Certainly  the  Woman’s  Auxiliary  should  re- 
ceive the  recognition  and  assistance,  finan- 
cial and  otherwise,  which  it  so  rightly  de- 
serves. 


CURRENT  EDITORIAL  COMMENT* 

Early  Recognition  of  Cerebral  Palsy. — The 

early  recognition  of  cerebral  palsy  is  of  the 
utmost  importance.  It  is  here  that  the  gen- 
eral practitioner  and  pediatrician  can  be  of 
the  greatest  help.  Early  recognition  assures 
early  treatment,  and,  in  many  cases,  the  pre- 
vention of  deformity  rather  than  the  more 
difficult  correction  of  it. 

Early  recognition  is  based  both  on  the  his- 
tory and  the  physical  examination.  The  his- 
tory should  include  prenatal  and  natal  fac- 
tors as  well  as  the  developmental  history  of 
the  baby.  Any  abnormal  condition  during 
pregnancy  such  as  threatened  abortion  or 
virus  diseases  early  in  the  first  trimester, 
falls,  or  severe  anemia  should  be  noted.  A 
difficult  labor  with  attendant  trouble  to  the 
baby  such  as  the  need  for  resuscitation  or 
any  indication  of  anoxia  should  put  the  doc- 
tor on  guard.  One  of  the  most  significant 
and  constant  findings  is  a feeding  problem 
which  is  actually  a mechanical  difficulty 
with  sucking.  This  difficulty  has  been  noted 
in  90  per  cent  of  the  children  with  cerebral 
palsy.  Next  is  the  failure  to  develop  in  the 
motor,  emotional,  and  adaptive  fields  accord- 
ing to  the  chronologic  age. 

The  physical  findings  will  vary  with  the 
type  of  cerebral  palsy : athetoid,  spastic, 
ataxic,  tremor,  and  rigidity. 

The  lesion,  or  damage,  in  the  athetoid  type 
is  to  the  basal  ganglia.  As  a result  there  is 
loss  of  control  of  associated  involuntary  acts. 
There  are  two  characteristics  of  athetosis : 
purposeless  motion  and  an  unconscious  effort 
by  the  patient  to  get  a part  of  the  body  into 
a distorted  position.  The  athetoid  patient 
from  3 to  6 months  of  age  usually  lies  with 
the  legs  in  extension,  the  arms  abducted,  the 
thumbs  adducted,  and  he  performs  a certain 
amount  of  purposeless  motion  of  the  fingers 
and  hands,  toes  and  feet.  There  may  or  may 
not  be  an  accompanying  involvement  of  the 
eyes.  If  present,  it  is  manifested  as  strabis- 
mus of  one  or  both  eyes.  The  reflexes  are 
normal. 

Reciprocation  is  normally  developed  at  3 
months.  This  may  be  delayed  in  the  athetoid 
patient,  though  it  is  a much  more  character- 
istic finding  in  the  spastic.  There  are  two 
main  classifications  of  athetosis : nontension 
and  tension.  Usually  tension  is  not  present  in 
little  babies  except  in  the  extremely  severe 
cases. 

There  is  general  delay  in  accomplishment 

♦This  department  of  the  Journal  presents  editorial  comments 
on  current  items  pertaining  to  the  science,  art  and  practice  of 
medicine,  contributed  by  members  of  the  State  Medical  Associa- 
tion and  scientists  closely  associated  with  the  medical  profession 
of  Texas.  Invitation  is  hereby  extended  to  any  member  of  the 
State  Medical  Association  of  Texas  to  submit  such  discussions 
for  this  department.  The  discussions  should  not  be  more  than 
500  words  in  length. 
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in  the  motor  field : delay  in  holding  the  head 
up,  which  is  normally  developed  by  3 months 
sitting  alone,  normally  developed  by  5 to  Y 
months ; and  crawling,  which  is  normally  de- 
veloped from  6 to  10  months.  There  is  nearly 
always  a disturbance  of  the  normal  sucking 
reflex  so  that  feeding  is  difficult. 

The  history  of  jaundice  or  anoxia  is  im- 
portant in  the  athetoid  patient.  Many  cases 
of  athetoid  palsy  in  little  babies  are  so  mild 
that  the  diagnosis  would  be  missed  early 
without  this  history,  and  that  of  a moderate 
slowness  in  development. 

In  the  spastic  patient  the  damage  is  to  the 
motor  cortex  so  that  the  physical  findings 
are  those  commensurate  with  a lesion  of  the 
pyramidal  tracts.  The  examination  of  the 
spastic  child  will  depend  upon  the  extent  of 
the  involvement.  The  extent  may  vary  from 
a monoplegia  to  a quadriplegia,  and  the  de- 
gree of  involvement  may  vary  from  mild  to 
severe.  When  the  legs  are  involved  there  will 
be  a delay  in  reciprocal  movements.  The  re- 
flexes are  hyperactive.  There  is  generally  a 
positive  Babinski  sign,  positive  ankle  clonus, 
and  absent  cremasteric  and  abdominal  re- 
flexes. Most  characteristic  of  spastic  palsy 
is  the  presence  of  the  stretch  reflex  in  the 
involved  extremities,  which  is  the  snap  back 
or  recoil  of  the  spastic  muscle  when 
stretched. 

In  ataxia  the  damage  is  to  the  cerebellum 
and  to  its  efferent  and  afferent  pathways. 
There  is  a generalized  hypotonus.  The  re- 
flexes are  diminished  and  there  are  no 
pathologic  reflexes.  Nystagmus  is  found  in  a 
large  percentage  of  the  cases.  There  is 
marked  delay  in  accomplishment. 

The  history  in  ataxia  is  informative.  These 
babies  prefer  to  be  left  alone.  They  do  not 
like  to  be  picked  up  or  carried  or  to  ride  in  a 
car.  They,  too,  present  a feeding  problem, 
partly  due  to  inability  to  control  the  tongue 
and  partly  due  to  the  hypotonus. 

Tremor  and  rigidity,  usually  found  to- 
gether, are  usually  of  postnatal  and  post- 
infectious  etiology  and  thus  do  not  constitute 
a major  problem  in  early  diagnosis.  If  the 
cause  is  birth  trauma,  it  is  severe,  the  lesions 
are  diffuse,  and  the  clinical  picture  is  not 
difficult  to  recognize.  On  physical  examina- 
tion there  will  be  found  hyperactive  reflexes 
in  the  involved  extremities  with  the  patho- 
logic reflexes  of  pyramidal  tract  involvement. 
The  damage  to  the  brain  may  vary  in  degree 
and  extent,  and  because  of  the  diffuseness  of 
the  lesions  there  is  a higher  percentage  of 
mental  impairment  in  these  two  types. 

Cerebral  palsy  is  widespread.  Seven  babies 
with  this  condition  are  born  per  100,000  of 
population  per  year.  Of  this  7,  1 will  die  in 


infancy  and  2 will  be  feeble  minded,  leaving 
4 treatable  and  educable  cases.  For  any  com- 
munity the  constant  case  load  can  be  de- 
termined. Early  diagnosis  of  these  cases  is 
important  to  the  babies  themselves,  to  the 
parents,  and  to  the  physician,  who  can  refer 
them  to  a treatment  center  for  early  therapy. 
Early  treatment  assures  the  maximum  ad- 
justment of  these  children  to  a complex  social 
and  economic  world. 

Therefore,  physicians  should  endeavor  to 
make  as  early  a diagnosis  of  cerebral  palsy 
as  possible.  When  a case  is  diagnosed,  the 
family  must  be  helped  to  accept  their  prob- 
lem and  be  directed  to  the  proper  centers  for 
treatment  where,  through  education  of  the 
parents  as  well  as  the  children,  they  can  be 
taught  to  help  the  child  to  do  things  at  the 
proper  age,  things  which  the  cerebral  palsied 
child  cannot  do  automatically  or  without 
help. 

Margaret  Watkins,  M.  D., 
Chairman,  Medical  Advisory  Board, 
Dallas  Treatment  Center  for 
Cerebral  Palsied  Children, 

Dallas,  Texas. 


3629  Fairmount  Street. 


TRANSFUSIONS  FOR  HEMOPHILIA 

Blood  transfusions  are  effective  in  controlling 
hemophilia  over  long  periods  of  time,  report  two 
researchers  from  the  Medical  Research  Labora- 
tories, Beth  Israel  Hospital  and  the  Department  of 
Medicine,  Harvard  Medical  School,  Boston. 

Writing  in  the  September  18  issue  of  The  Journal 
of  the  American  Medical  Association,  Benjamin 
Alexander,  M.  D.,  and  Greta  Landwehr,  B.  S.,  say 
that  “observations  on  patients  treated  over  a period 
of  10  to  20  months  indicate  that  this  approach  pro- 
vides amelioration  of  the  bleeding  tendency.”  Four 
patients  with  the  disease  were  given  blood  plasma 
three  to  four  times  weekly  by  the  researchers.  The 
blood  transfusions  were  always  followed  by  a drop 
to  normal  or  nearly  normal  in  the  time  required  for 
the  patients’  blood  to  clot.  Two  of  the  patients 
treated  who  had  not  been  able  to  take  part  in  active 
sports  played  baseball  and  basketball  after  receiv- 
ing blood  plasma. 

Of  the  10  reactions  which  the  researchers  ob- 
served during  the  study,  only  4 were  moderately 
severe  or  severe  with  symptoms  of  chills,  drop  in 
blood  pressure,  and  headache.  This  incidence  of  re- 
actions was  only  slightly  more  than  1 per  cent,  the 
researchers  say.  One  patient  developed  jaundice, 
probably  from  the  transfusions. 

Blood  plasma  is  effective  against  hemophilia  only 
as  long  as  transfusions  continue  to  be  given,  and 
the  treatment  does  not  cure  the  underlying  condi- 
tion of  the  disease,  the  article  emphasizes.  Yet  this 
treatment  is  the  first  reported  which  is  effective  in 
controlling  hemophilia  over  a long  period  of  time, 
the  researchers  point  out. 


For  the  school  year  1948-1949  the  budgets  of  the 
medical  schools  and  basic  medical  science  schools 
in  the  United  States  total  $51,000,000,  an  increase 
of  $8,000,000  over  the  total  for  the  year  1947-1948. — 
Report  of  Council  on  Medical  Education  and  Hos- 
pitals, J.A.M.A.,  Sept.  3,  1948. 
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ORIGINAL  ARTICLES 

THE  ANESTHESIA  STUDY 
COMMISSIONS 

R.  J.  WHITACRE,  M.  D. 

CLEVELAND,  OHIO 

As  every  surgeon  knows,  there  are  few  sit- 
uations in  medicine  in  which  the  factors  of 
second-to-second  judgment  and  second-to- 
second  skill  are  so  important  to  the  patient’s 
immediate  welfare — and  only  too  often  to  his 
life — as  they  are  in  the  management  of  anes- 
thesia during  the  surgical  period.  Neverthe- 
less, as  probably  most  surgeons  realize,  there 
are  few  areas  in  medicine  where  opinion  is 
so  much  the  rule,  or  where  opinions  on  cor- 
rect practice  are  so  divergent,  or  where  there 
is  so  much  inescapable  recourse  to  empiri- 
cism as  in  the  management  of  anesthesia 
during  the  critical  surgical  period. 

There  are  a number  of  special  reasons, 
both  historic  and  medical,  why  such  a situ- 
ation should  exist  today  in  anesthesiology.  As 
I see  it,  the  pertinent  substance  of  all  the  rea- 
sons can  be  summed  up  in  a single  honest 
statement.  The  anomaly  exists  because, 
despite  the  many  notable  and  even  remark- 
able advances  made  recently  in  the  specialty 
of  anesthesiology,  the  information,  both 
quantitative  and  qualitative,  necessary  to  es- 
tablish objective  and  tested  clinical  criteria 
for  the  correct  management  of  anesthesia  is 
not  available. 

Anesthesiologists  need  considerably  more 
information  than  we  have,  and  on  a broad 
base,  to  establish  a comprehensive  physiology 
of  anesthesia.  Such  a physiology  is  the 
foundation  for  the  positive  methods  of  di- 
agnosis we  must  develop  to  avoid  or  to  pre- 
vent anesthetic  complications  with  any  con- 
sistency. We  also  need  a great  deal  of  now 
nonexistent  information  for  a more  positive 
working  symptomatology  of  anesthetic  com- 
plications. I am  sure  that  in  view  of  the  in- 
tricate and  often  little  understood  effects  of 
many  anesthetic  drugs  we  cannot  possibly 
have  such  a physiology,  or  such  a symptomat- 
ology, without  an  adequate  pathology  of 
anesthesia. 

A pathology  of  anesthesia  is  the  corner- 
stone of  the  structure  of  scientific  informa- 
tion needed  to  overcome  many  of  the  present 
deficiencies  of  anesthesiology.  Yet  it  is  pre- 
cisely in  this  key  field  of  pathology — and 
after  a century  of  anesthesia — that  the 
paucity  of  information  of  value  to  anesthesia 
is  most  glaring. 

Equally  serious  is  a failure  to  appreciate 

From  the  Department  of  Anesthesiology,  Huron  Road  Hospital. 

Read  before  the  Section  on  Surgery,  State  Medical  Association 
of  Texas,  Annual  Session,  Houston,  April  27,  1948. 


the  pharmacology  of  anesthesia.  Anesthetic 
drugs  are  without  exception  potentially 
lethal,  and  it  is  common  clinical  practice  to 
use  them  in  near  lethal  concentrations. 
While  these  facts  are  well  known,  it  is  still 
the  set  habit  of  many  institutions  to  use 
these  drugs  as  if  they  effected  only  a super- 
ficial and  transient  alteration  of  the  physi- 
ologic and  metabolic  processes  of,  the  body. 
This  attitude  toward  the  pharmacology  of 
anesthesia  is  stubbornly  sustained  in  the  face 
of  overwhelming  evidence  in  every  operat- 
ing room  that  damaging  and  even  irrever- 
sible physiologic  and  metabolic  reactions  do 
take  place  under  anesthesia.  These  reactions, 
and  their  consequences,  are  accepted  in  too 
many  cases  with  a sort  of  statistical  fatalism. 
Often  no  real  investigations  are  made  where 
fatalities  occur,  either  into  the  nature  and 
causes  of  the  damage  to  the  patient’s  tissues 
and  vital  organs  or  into  the  possible  causes 
of  the  deaths.  As  a consequence,  the  role  of 
the  anesthesia  either  in  the  damage  done  or 
in  the  fatalities  occurring  is  left  largely  un- 
known. 

These  effects  due  to  anesthesia  occur  in- 
frequently enough  in  each  surgeon’s  practice 
to  dull  somewhat  his  sense  of  responsibility, 
and  they  are  often  shrugged  off  as  being  ex- 
pected rather  than  preventable  complica- 
tions. This  is  in  no  way  intended  to  be  critical 
of  present  day  anesthesia  practices,  because 
all  physicians  appreciate  the  tremendous  ad- 
vances that  have  been  made  in  the  past 
decade  in  this  branch  of  medicine.  It  is  with 
a thought  toward  the  future  standards  of 
safety  that  this  critical  analysis  is  being 
presented. 

The  logical  first  step  in  solving  this  prob- 
lem is  to  compile  accurate  information  and 
to  study  more  carefully  the  complications  and 
deaths  that  occur  during  anesthesia.  While 
the  information  needed  is  within  reach,  for 
obvious  institutional  reasons  it  is  not  going 
to  be  had  just  for  the  reaching.  No  one  in- 
dividual or  institution  can  have  sufficient 
experience  with  all  anesthetic  methods  and 
drugs  in  a reasonable  period  of  time  to  carry 
out  such  an  investigation.  It  therefore  must 
be  achieved  through  the  combined  efforts  of 
many  institutions.  The  practical  approach 
would  be  to  place  this  study  on  a community 
basis  where  frequent  meetings  could  be  held. 
It  was  to  meet  the  immediate  need  for  estab- 
lishing the  habit  of  routine  investigation  into 
the  causes  of  anesthetic  deaths  that  the  an- 
esthesiologists of  this  country  took  action  to 
set  up  what  have  now  become  generally 
known  as  the  Anesthesia  Study  Commis- 
sions. 

Let  us  consider  the  problem  of  an  anes- 


420 


ANESTHESIA  STUDY  COMMISSIONS— WHIT  ACRE 


October, 


thetic  death.  Improper  sedation,  an  overdose 
of  the  anesthetic  agent,  too  little  oxygen  in 
the  inspired  atmosphere,  inadequate  pul- 
monary ventilation,  reduction  of  the  circula- 
tion time,  or  an  inadequate  amount  of  cir- 
culating hemoglobin  can  each,  for  different 
reasons  but  with  the  same  possibly  serious 
results,  produce  hypoxia  in  the  patient.  The 
relaxation  of  the  soft  tissues  in  the  throat, 
or  slight  and  perhaps  unnoticed  vomiting, 
as  well  as  other  factors  can  cause  or  seriously 
aggravate  an  already  existing  hypoxia. 

Even  a relatively  mild  hypoxia,  if  per- 
mitted to  become  chronic,  can,  and  too  often 
does,  bring  on  complications  that  end  fatally. 
Often  hypoxia  contributes  to  the  production 
of  surgical  shock  or  even  primary  cardiac 
failure.  What  is  the  therapy  indicated? 
Moments  are  precious.  Each  case  must  be 
individualized.  In  order  to  do  this,  the  anes- 
thesiologist must  have  knowledge  and  judg- 
ment which  can  be  gained  only  by  thorough 
examination  of  all  phases  of  many  similar 
cases.  Unless  investigations  of  operating 
room  complications  are  made  a routine  pro- 
cedure and  are  open  to  discussion,  the  clin- 
ician has  no  way  of  improving  his  judgment 
and  skill  to  any  degree  except  by  his  own  ex- 
perience. Worse,  the  interns  and  residents 
about  him  run  the  danger  of  assimilating 
and  perpetuating  his  mistakes. 

I am  not  referring  primarily  to  fatalities 
among  poor  risk  cases,  or  in  major  surgery. 
There  is  too  much  daily  evidence  of  fatalities 
among  good  risk  patients,  undergoing  so- 
called  minor  operations,  caused  by  complica- 
tions which  originated  with  bad  management 
of  the  anesthesia.  The  following  case  is  an 
illustration. 

CASE  REPORT 

A healthy  young  man  was  premedicated  with 
nembutal  grains  3,  morphine  sulfate  grain  .25,  and 
scopolamine  grain  .01  prior  to  a hemorrhoidectomy. 
A caudal  anesthesia  was  administered  with  the  pa- 
tient in  the  prone  position.  Shortly  after  the  surgery 
was  started,  the  patient  became  restless,  the  blood 
pressure  fell  to  70/50,  and  the  pulse  rate  dropped 
from  100  to  46.  This  state  of  affairs  continued  for 
twenty-five  minutes  because,  as  it  was  stated,  “he 
did  not  seem  to  get  any  worse.”  Finally,  an  attempt 
was  made  to  administer  oxygen,  but  the  condition  of 
the  patient  did  not  improve.  Shortly  after  this  the 
blood  pressure  could  not  be  obtained,  respirations 
ceased,  and  no  heart  action  could  be  detected.  At 
this  point  it  was  deemed  necessary  to  interrupt  the 
surgical  procedure  and  turn  the  patient  over  on  his 
back.  After  injection  of  various  stimulants  the  circu- 
lation gradually  improved,  but  the  patient  did  not 
regain  consciousness.  Tetanic  muscular  contractions 
developed,  and  the  patient  died  twelve  hours  post- 
operatively. 

The  choice  of  preoperative  medication,  the 
selection  of  anesthesia,  and  the  position  of 
the  patient  in  this  case  are  all  factors  that 
might  be  criticized,  but,  in  spite  of  them, 


with  proper  management  the  fatal  outcome 
probably  could  have  been  avoided.  This  pa- 
tient was  neglected  because  the  anesthetist 
did  not  properly  interpret  the  signs.  No  ef- 
fective treatment  was  instituted  until  com- 
plete circulatory  and  respiratory  failure  had 
occurred.  By  this  time,  the  damage  due  to 
hypoxia  was  irreversible.  The  fault  rested 
not  with  the  drug  or  the  technique  but  with 
the  anesthetic  management. 

When  a new  anesthetic  drug  appears,  the 
dangers  that  drug  may  hold  for  certain  types 
of  patients,  or  when  used  with  certain  tech- 
niques or  in  certain  balances,  may  not  become 
apparent  during  the  first  100  cases,  or  even 
the  first  500  cases.  Suddenly  there  is  a 
fatality.  Such  fatalities,  caused  by  the  same 
drug,  may  have  already  occurred  in  some 
hospitals,  but  because  investigations  of  op- 
erating room  deaths  were  not  made  in  these 
hospitals,  the  role  of  the  drug  remains  un- 
known. Without  an  investigation,  the  new 
fatality  will  add  nothing  to  our  knowledge. 
Working  in  the  dark,  all  the  clinician  can  do 
is  guess  until  there  is  a sufficient  accumula- 
tion of  statistical  evidence — meaning  a large 
and  wholly  unnecessary  toll  of  lives — to  make 
him  suspicious  of  that  new  drug.  To  realize 
the  importance  of  this,  one  has  only  to 
wonder  how  long  it  would  take  even  today 
to  evaluate  chloroform  if  it  were  to  be  intro- 
duced for  the  first  time  as  an  anesthetic 
agent. 

I have  tried  to  give  background  to  the  im- 
portant scientific  justification  as  well  as  the 
immediate  clinical  urgency  for  the  work  un- 
dertaken by  Anesthesia  Study  Commissions. 
It  is  worth  while  to  point  out  that  there  is  the 
problem  of  overcoming  institutional  and  pro- 
fessional fears  over  reporting  operating 
room  deaths.  Having  official  commissions 
made  up  of  men  well  known  in  the  local  com- 
munity to  handle  the  materials  was  expected 
to  make  it  easier,  and  it  has  made  it  easier  to 
cope  with  this  problem.  There  was  also  the 
recognized  need  for  official  leadership  in 
each  community  to  inculcate  the  habits  of 
consistent  investigation  and  reporting  of  an- 
esthesia deaths  among  the  anesthesiologists. 
In  some  communities,  as  in  Philadelphia  and 
Cleveland,  these  commissions  have  done  the 
additionally  important  job  of  getting  both 
surgeons  and  internists,  as  well  as  patho- 
logists, to  participate  in  the  discussions  and 
analyses  of  cases. 

There  is  another  point  that  requires  clari- 
fication. The  purpose  of  these  commissions 
is  to  compile  and  disseminate  information  on 
operating  room  deaths  and  their  causes  as 
related  to  the  anesthesia.  They  are  not  in- 
terested in  general  pathology,  or  in  fixing 
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and  analyzing  the  causes  of  operating  room 
deaths  as  such.  Their  investigations,  discus- 
sions, and  reporting  are  strictly  limited  to 
the  anesthesia. 

The  need  for  these  study  commissions  was 
recognized  officially  by  the  medical  profes- 
sion when  the  House  of  Delegates  of  the 
American  Medical  Association  passed  a reso- 
lution, in  1944,  urging  all  county  and  state 
medical  societies,  as  well  as  all  other  medical 
societies,  to  set  up  anesthesia  study  commis- 
sions. It  was  stressed  at  the  time  that  the 
need  for  such  studies  was  particularly  acute 
because  of  the  many  new  methods  and  the 
large  number  of  new  drugs  that  had  been  in- 
troduced into  anesthesia. 

The  resolution  could  have  been  given  much 
broader  justification,  for  the  fact  was  that, 
regardless  of  whether  the  drugs  and  methods 
were  new  or  old,  physicians  were  totally 
without  the  means  for  gathering  and  dis- 
seminating reliable  information  on  the  in- 
cidence and  problems  of  mortality  resulting 
directly  or  indirectly  from  the  anesthesia. 

Professional  anesthesiologists  had  been  ac- 
tive for  a long  time  in  stimulating  an  interest 
in  the  Anesthesia  Study  Commissions.  In 
1935,  at  the  suggestion  of  Dr.  Henry  S.  Ruth, 
the  Philadelphia  County  Medical  Society  set 
up  the  country’s  first  Anesthesia  Study  Com- 
mission. The  Ohio  Society  of  Anesthesiolog- 
ists established  such  a commission  in  1941.  A 
Committee  on  Anesthesia  Mortality  was  set 
up  by  the  American  Society  of  Anesthesiol- 
ogists, Inc.,  in  1943. 

The  resolution  passed  by  the  American 
Medical  Association  drew  wide  attention  to 
the  problem  and  stimulated  the  formation  of 
new  commissions.  In  1945,  we  organized  the 
Cleveland  Anesthesia  Study  Commission.  The 
Chicago  Society  and  the  New  England  So- 
ciety of  Anesthesiologists  have  recently  de- 
veloped similar  groups.  Yesterday  at  a meet- 
ing of  the  Texas  Society  of  Anesthesiologists 
a committee  on  mortality  and  statistics 
was  established.  Undoubtedly,  others  have 
been  formed  or  are  in  the  process  of  being 
organized. 

PROCEDURE 

The  state  and  national  commissions  con- 
duct their  business  by  mail.  The  members 
mail  in  their  individual  reports,  and  the  com- 
mission in  turn  sends  back  the  compiled 
materials  by  mail.  While  this  method  has 
been  successful,  it  holds  certain  inherent  dis- 
advantages. For  that  reason  there  has  been 
a tendency  to  form  local  study  commissions, 
where  the  members  meet  face  to  face  and 
freely  discuss  their  problems.  Cases  can  be 
analyzed  while  still  fresh  to  the  memory. 


Surgeons  and  internists  can  be  induced  to 
join  the  discussions. 

In  these  commissions,  reports  of  fatalities 
occurring  during  or  within  twenty-four 
hours  after  surgical  operations  are  submitted 
to  the  chairman  of  the  commission,  who  in 
turn  presents  the  cases  before  the  entire 
group  without  reference  to  the  physician  or 
institutions  involved.  The  cases  are  discussed 
openly  by  the  members  of  the  commission 
and  classified  as  preventable  or  nonprevent- 
able.  Preventable  deaths  are  further  classi- 
fied as  to  whether  they  resulted  from  poor 
selection  of  the  anesthetic  agent,  faulty  man- 
agement during  the  anesthetic  period,  or  in- 
adequate resuscitative  measures. 

The  work  done  so  far  by  these  commis- 
sions, while  necessarily  sketchy,  has  revealed 
facts  about  operating  room  deaths  that  are 
of  critical  importance  to  both  surgery  and 
anesthesiology. 

In  the  Philadelphia  area,  of  307  operating 
room  fatalities  studied,2  the  commission  re- 
ported that  144,  or  no  less  than  47  per  cent 
of  the  total,  had  to  be  classified  as  prevent- 
able deaths  caused  by  faulty  management 
of  the  anesthesia.  On  the  other  hand,  the 
commission  had  to  say  that  it  could  classify 
only  38  per  cent  of  the  307  fatalities  as  hav- 
ing been  clearly  nonpreventable  from  the 
viewpoint  of  the  anesthesia. 

In  Cleveland,  we  found  that  about  50  per 
cent  of  the  operating  room  fatalities  that 
came  to  the  attention  of  the  Anesthesia 
Study  Commission  had  to  be  classified  as 
preventable  and  the  causes  of  these  pre- 
ventable deaths  laid  to  bad  anesthesia. 

In  the  District  of  Columbia,  a study1  of  47 
operating  room  deaths,  covering  a group  of 
10  hospitals  over  a period  of  two  years,  re- 
vealed that  no  less  than  39  of  the  47  deaths, 
or  83  per  cent,  were  preventable  and  were 
caused  by  faulty  management  of  the  anes- 
thesia. 

Characteristically,  several  errors,  rather 
than  one,  were  found  to  have  figured  in  most 
of  these  fatalities.  The  findings  everywhere 
show  that  most  anesthetic  complications  end- 
ing in  death  result  from  error  or  lack  of  skill 
in  management,  and  not  from  the  agent  or 
technique  used. 

In  Cleveland,  the  Anesthesia  Study  Com- 
mission has  found  it  advisable  to  extend  the 
scope  of  its  investigations  and  discussions  to 
include  nonfatal  anesthetic  complications. 
One  of  the  reasons  is  that  anesthetic  compli- 
cations, even  those  not  of  an  unusual  nature, 
unless  properly  diagnosed  and  their  causes 
removed,  will  often  cease  to  be  anesthetic 
complications  when  carried  into  the  post- 
operative period.  They  may  become  cerebral 
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complications,  or  pulmonary  or  circulatory 
complications,  or  metabolic  complications. 
Thus,  fatalities  occurring  twenty-four  hours 
or  forty-eight  hours  after  surgery,  and  gen- 
erally attributed  to  these  causes,  are  often  in 
reality  the  results  of  anesthetic  complications 
permitted  to  become  chronic. 

The  Anesthesia  Study  Commissions  are  be- 
ginning to  close  a serious  gap  in  medical 
science.  Their  investigations  have  already 
proved  an  invaluable  clinical  and  teaching 
aid.  They  have  cast  a new  light  on  the  role  of 
anesthesia  in  operating  room  fatalities.  They 
can  make  it  possible  to  investigate  analytical- 
ly the  problems  of  operative  mortality  and 
morbidity  as  well  as  postoperative  fatalities 
resulting-from  anesthetic  complications.  The 
fact  that  anesthesia  accounts  for  a large 
number  of  preventable  deaths,  often  in  good 
risk  patients  undergoing  minor  surgery, 
must  make  the  setting  up  and  the  function- 
ing of  these  study  commissions  as  vital  a 
matter  to  the  surgeons  as  it  is  to  the  anes- 
thesiologists. 

SUMMARY  AND  CONCLUSIONS 

Until  the  past  decade  little  emphasis  was 
placed  on  the  contribution  of  anesthesia  to 
the  total  of  surgical  fatalities.  The  import- 
ance of  informing  the  members  of  the  medi- 
cal profession  of  the  incidence  and  causes  of 
anesthetic  deaths  is  becoming  increasingly 
apparent  as  the  vital  part  proper  anesthesia 
plays  in  surgery  becomes  more  widely 
recognized. 

Accurate  and  painstaking  compilation  of 
data  pertaining  to  deaths  during  anesthesia 
will  yield  information  of  value  in  many  ways : 

It  will  be  possible  to  assess  more  accurately 
the  problem  in  the  operating  room  as  it  re- 
lates to  anesthesia  and  then  intelligently  de- 
termine what  steps  should  be  taken  to  im- 
prove anesthesia  practices. 

Knowledge  of  therapeutics  and  prevention 
of  anesthetic  complications  will  be  based  on 
more  extensive  actual  experience. 

It  will  be  possible  to  evaluate  more  quickly 
new  drugs  and  methods. 

It  will  probably  reveal  a need  for  employ- 
ment in  the  operating  room  of  diagnostic 
instruments  that  will  accurately  determine 
the  oxygen  content  of  the  blood,  the  state  of 
the  circulation,  and  the  cardiac  activity  at 
all  times.  Many  of  these  instruments  are  al- 
ready available.  The  Anesthesia  Study  Com- 
mission may  reveal  the  need  for  adapting 
them  to  clinical  anesthesia  so  that  better  and 
safer  care  can  be  given  to  each  patient. 

There  should  be  an  Anesthesia  Study  Com- 
mission in  every  community  of  reasonable 
size.  The  reports  of  all  operating  room 


deaths  can  be  handled  on  an  entirely  anon- 
ymous basis.  However,  if  the  reporting  is  to 
be  objective  and  trustworthy,  and  the  whole 
effort  is  to  become  quantitatively  significant, 
the  Anesthesia  Study  Commission  must  have 
the  cooperation  as  well  as  the  backing  of  the 
surgeons  of  each  community. 

It  will  be  slow  work  and  difficult  to  over- 
come the  problems  involved  unless  the  op- 
erating room  teamwork  between  surgeon  and 
anesthesiologist  can  be  carried  as  it  should 
be,  as  it  must  be,  into  the  foundational  field 
of  medical  science. 
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ANESTHETIC  PROBLEMS  OF  A 
DOCTOR  DOING  GENERAL 
PRACTICE 
JESSIE  PRYOR,  M.  D. 

SAN  ANTONIO,  TEXAS 

In  the  past  twenty-five  years  much  has 
been  done  to  improve  the  art  of  anesthesia 
and  minimize  its  attendant  risks  and  dis- 
comforts. Thanks  to  this  work  more  and 
more  surgery  is  being  done  each  year  with  a 
steadily  decreasing  mortality  and'  morbidity. 

Surgeons  have  a wider  variety  of  liquids 
and  gases  for  inhalation  anesthesia  and 
newer  and  more  varied  combinations  of 
drugs  for  spinal  anesthesia  with  additional 
means  of  controlling  the  degree  and  height 
of  the  anesthesia  and  offsetting  the  drop  in 
blood  pressure.  Intravenous  anesthesia  has 
come  into  its  own  with  the  use  of  sodium 
pentothal.  Rectal  anesthesia  has  been  newly 
evaluated  and  better  understood.  Balanced 
anesthesia  has  made  it  possible  to  achieve 
almost  perfect  anesthesia  for  almost  any 
case  by  using  the  proper  combination  of  two 
or  more  agents.  The  use  of  a valuable  anes- 
thetic adjunct,  “curare,”  a muscle  paraly- 
zant, offers  the  opportunity  to  use  less  of  a 
depressing  anesthetic  agent  while  achieving 
workable  relaxation  for  the  surgeon.  Better 
technique  for  refrigeration  by  ice  or  air  has 
offered  help  for  cases  in  which  the  mortality 
rate  wras  so  high  that  surgery  was  avoided. 

Table  1 lists  the  various  types  of  anes- 
thetics most  commonly  used  in  the  United 
States  at  present  and  indicates  something  of 
their  usefulness,  means  of  administration, 
and  so  forth. 

The  following  comments  sum  up  certain 
facts  about  anesthetics  and  certain  import- 
ant pathologic  findings  about  patients. 

Read  before  the  Section  on  General  Practice,  State  Medical 
Association  of  Texas,  Annual  Session,  Houston,  April  28,  1948. 
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Ether  is  most  suitable  for  children.  It  is 
not  suitable  for  cases  of  respiratory  disease 
whether  acute,  chronic,  or  quiescent.  It  is 
not  the  first  choice  for  diabetic  patients  be- 
cause it  tends  to  raise  blood  sugar  levels. 

Nitrous  oxide  presents  a problem  in  car- 
diac cases  because  of  anoxemia.  Sufficient 
relaxation  for  abdominal  work  can  be  ob- 
tained when  nitrous  oxide  is  used  in  com- 
binations with  pentothal  or  curare. 

Ethylene  and  cyclopropane  raise  blood 
pressure  slightly  and  are  highly  inflam- 
mable. They  cannot  be  used  in  certain  cases, 
such  as  goiter  or  cardiac  patients,  on  ac- 
count of  a tendency  to  irritate  the  myocar- 
dium. 

Pentothal  sodium  can  be  used  in  any  and 
all  cases  where  sufficient  oxygen  can  be  car- 
ried by  the  blood.  It  is  contraindicated  in  any 
condition  with  obstruction  to  the  airways  or 
with  loss  of  red  cells  due  to  hemorrhage  or 
diminished  hemoglobin  due  to  infection. 

Spinal  anesthetics  are  contraindicated  in 
cardiorenal  and  hypertension  cases.  The  risk 
lies  in  the  breakdown  of  the  vascular  ma- 
chine. They  are  contraindicated  in  the  cases 
of  intestinal  obstruction  with  marked  dis- 
tention because  the  diaphragm  is  already 
crowded  up  by  the  distended  bowel  and  an- 
esthesia to  the  level  of  the  eighth  or  ninth 
dorsal  segment  blocks  out  so  much  inter- 
costal activity  that  anoxia  and  respiratory 
failure  result.  It  is  unwise  in  pernicious 
anemia,  diabetes,  ruptured  intervertebral 
disk,  or  neurologic  diseases  of  the  spinal 
cord. 

Saddle  block  and  caudal  anesthesia,  which 
are  newer  forms,  are  useful  in  well  chosen 
cases  in  the  hands  of  trained  users. 

With  saddle  block  anesthesia,  morphine 
sulfate  ( 14  grain)  with  scopolamine  (1/150 
grain)  is  given  one  hour  preoperatively.  For 
the  anesthetic  itself  a freshly  prepared  solu- 
tion of  procaine  (75  mg.  per  1 cc.),  ponto- 
caine  (5  mg.  per  1 cc.),  or  nupercaine  (2.5 
mg.  per  1 cc.)  in  10  per  cent  glucose  is  used. 
Ephedrine  is  also  included  in  the  solution. 
When  a solution  of  procaine  is  used  it  lasts 
one  and  one-half  hours,  pontocaine  two  and 
one-half  hours,  and  nupercaine  three  and 
one-half  hours.  The  patient  sits  up  for  the 
injection,  which  is  made  rapidly  through  a 
spinal  needle  between  the  third  and  fourth 
lumbar  vertebrae.  The  patient  should  be 
allowed  to  sit  up  forty  seconds  after  the  in- 
jection. 

Regional  block  has  many  wide  and  wonder- 
ful uses  but  certain  technical  training  is 
needed  for  best  results.  It  is  contraindicated 
only  where  the  patient  has  an  allergy  to  the 


drug.  This  is  a much  neglected,  valuable 
form  of  anesthesia. 

Refrigeration  has  a large  and  growing 
field  in  trauma  or  gangrene  of  the  extremi- 
ties of  aged,  toxic,  poor  risk  patients. 

The  technique  for  using  refrigeration  in 
mid-thigh  operation  is  as  follows:  The  leg 
is  packed  in  ice  up  to  2 or  3 inches  above 
the  amputation  level.  After  several  minutes 
a tourniquet  is  applied  tightly  enough  to  cut 
off  the  blood  to  the  distal  part.  Sixty  pounds 
of  ice  are  required  for  three  hours.  The  tour- 
niquet and  ice  may  be  left  on  for  days  and 
weeks  until  toxemia  clear  up.  Surgery  is  pain- 
less. There  is  no  suppression  of  vital  func- 
tions of  heart,  lung,  kidney,  and  liver.  There 
is  no  postoperative  nausea,  vomiting,  bowel 
asthenia,  and  so  forth.  It  is  important  to 
thaw  slowly  by  gradually  reducing  ice  bags, 
or  ice  over  a period  of  three  to  five  hours. 
Unless  an  amputation  is  planned,  no  tour- 
niquet is  used. 

RISK  APPRAISAL 

All  operations  fall  into  two  classes,  elec- 
tive or  emergency.  Particularly  in  elective 
cases  it  is  important  to  consider  the  risk 
involved  if  surgery  is  chosen. 

The  appraisal  of  the  general  condition  of 
the  patient  and  the  importance  of  a complete 
and  accurate  history  cannot  be  over  em- 
phasized. The  complete  physical  examination 
of  the  patient,  including  a laboratory  check 
of  the  urine  and  the  blood  with  a Wasser- 
mann  test,  is  certainly  one  way  of  determin- 
ing how  good  a risk  any  patient  is. 

Among  the  points  to  be  considered  is  the 
age  of  the  patient.  Children  show  a narrow 
margin  of  safety  and  their  adjustment  to 
temperature  change  is  not  too  efficient. 
Aged  patients  show  the  end  results  of  disease 
such  as  syphilitic  hearts,  bronchitis,  cardio- 
renal changes,  arteriosclerosis,  and  hyper- 
tension. 

The  state  of  nutrition  is  important,  es- 
pecially in  the  obese  and  the  undernourished. 

Anemia  presents  another  problem.  The 
reduction  of  blood  volume  by  bleeding  may 
have  developed  a compensatory  stabilization 
of  blood  pressure  which  breaks  down  under 
further  loss  of  blood  and  fails  to  respond  in 
the  usual  manner.  Lowered  hemoglobin 
causes  insufficient  tissue  oxidation  when 
the  patient  is  subjected  to  a slowing  of  the 
peripheral  circulation  by  shock  or  anes- 
thesia. 

Respiratory  conditions  are  important 
whether  acute,  chronic,  or  quiescent.  Heart 
findings  suggesting  any  one  of  the  many 
conditions  which  may  lead  to  collapse  of 
peripheral  circulation  and  an  alteration  in 
the  patient’s  hemodynamics  have  to  be  care- 
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Table  1. — Commonly  Used  A?iesthetics. 


General  anesthesia. 

I.  Liquids : 

A.  Ether  (inhalation)  : 

1.  Still  the  anesthetic  most  employed. 

2.  Administered  by  open  drop  or  closed  method  using 
modern  gas  machine  combined  with  oxygen  and 
other  gases. 

3.  Offers  wide  range  of  safety  to  patient,  satisfactory- 
relaxation  for  surgeon,  helps  overcome  failures  of 
other  methods. 

4.  Basic  training  in  anesthesia  is  always  done  by  ether. 

5.  Only  the  simplest  equipment  needed. 

6.  Induction  is  unpleasant  but  can  be  avoided  by  using 
nitrous  oxide  and  oxygen  fifty-fifty  or  sodium 
pentothal  for  intravenous  induction. 

7.  Loss  of  body  fluids  by  sweat  must  be  watched. 

8.  Contraindicated  in : 

a.  Aged. 

b.  Nephritis  and  arteriosclerosis. 

c.  Acute  and  chronic  pulmonary  condition. 

d.  Diabetes. 

B.  Chloroform  (inhalation)  : Not  much  used  because  of 
high  toxicity  and  dangerously  low  margin  of  safety. 

1.  Minimizes  respiratory  and  gastric  disturbances. 

2.  Neminflammable. 

3.  Toxic  to  heart,  liver,  and  kidneys. 

C.  Vinethene  (inhalation  ) : Not  much  used  because  of 
toxicity  and  low  margin  of  safety. 

1.  Must  be  given  in  low  concentration. 

2.  Adequate  mixture  of  air. 

3.  Poor  muscular  relaxation. 

4.  Best  used  for  induction  only,  not  maintenance. 

5.  Toxic  to  liver,  heart,  and  kidneys. 

D.  Ethyl  chloride  (inhalation)  : Not  recommended  as  gen- 
eral anesthetic. 

E.  Alcohol  (intravenous)  : Not  popular  because  of  com- 
plications : 

1.  Hemolysis. 

2.  Shock. 

3.  Decreased  urine  out  put. 

4.  Vascular  sclerosis. 

5.  Occasional  nerve  injury  due  to  extravasation  at  site 
of  injection. 

II.  Solids: 

A.  Procaine  (intravenous,  1 Gm.  in  1,000  cc.  normal  saline 
solution  administered  slowly)  : 

1.  Pain  is  relieved  for  4 to  8 hours,  due  to  increased 
permeability  occurring  in  traumatized  tissues. 

2.  Sensitivity  must  first  Toe  ruled  out  by  small  intra- 
derrr.al  injection. 

3.  Any  reaction  controlled  by : 

a.  Stopping  administration. 

b.  Ephedrine. 

c.  Barbiturates. 

B.  Barbiturates  (intravenous): 

1.  Sodium  amytal,  long  acting ; toxic  to  heart,  liver 
and  kidneys  ; no  longer  used  for  narcosis. 

2.  Sodium  pentothal,  short  acting: 

a.  Total  dosage  1 to  2 Gm. 

b.  Preferred  to  all  other  intravenous  anesthetics. 

c.  Can  be  used  alone  or  combined  with  other  anes- 
thetics, inhalational  or  regional.  Can  combine 
with  local  block  or  spinal  anesthesia  or  curare ; 
results  equal  balanced  anesthesia. 

d.  Safe  when  administered  by  those  who  know  its 

properties  and  action. 

e.  Controllable  and  rapidly  detoxified  and  eliminated. 

f.  Wide  range  of  age  groups. 

g.  Can  be  used  with  full  stomach  ; no  harm  to  liver, 
heart,  or  kidneys  if  properly  administered. 

h.  Comfortable  induction,  steady  anesthetic  and  sat- 
isfactory postoperative  recovery ; anesthesia  oc- 
curs in  30  to  60  seconds ; relaxation  is  good,  re- 
sembling normal  deep  sleep  with  regular  respira- 
tion and  pink,  dry,  and  warm  skin ; recovery 
smooth  and  without  nausea. 

i.  Airway  and  available  oxygen  needed. 

j.  Contraindicated  in  the  presence  of  allergy  to 

barbiturates,  in  patients  lacking  red  cells,  or  in 
the  presence  of  obstructed  airways  (for  example, 
tumors  of  the  mouth). 

k.  Causes  tissue  destruction  in  solution  stronger 
than  2.5  per  cent. 

l.  Preoperative  morphine  and  atropine  recommend- 
ed ; by  using  nitrous  oxide  and  oxygen  fifty-fifty 
the  total  dose  is  reduced  and  the  tissues  are 
flooded  with  oxygen. 

C.  Avertin  (tribromethanol)  (rectal)  : 

1.  Used  as  basal  anesthetic. 

2.  Can  be  given  in  patient’s  room. 

3.  Causes  no  significant  change  in  pulse,  respiration, 
blood  pressure,  or  psychic  disturbance.  Ideal  for 
brain  surgery.  Also  used  for  children  as  a pre- 
operative measure  or  where  it  seems  best  to  depend 
on  local  anesthesia  for  surgery. 

4.  Cannot  be  used  in  presence  of  rectal  disease. 

5.  Sometimes  postoperative  depression  is  prolonged, 
leading  to  pulmonary  complications. 


III.  Gases : 

A.  Nitrous  oxide  (inhalation,  oral  and  intratracheal)  : 

1.  Induction  is  rapid  and  pleasant — its  greatest  value. 

2.  Recovery  likewise  rapid  and  pleasant. 

3.  Little  nausea  and  vomiting. 

4.  No  pulmonary  edema  or  secretion. 

5.  Cardiac  depression  at  a minimum  (few  cardio- 
respiratory complications). 

6.  Not  inflammable ; can  be  used  with  cautery. 

7.  Great  disadvantage  is  that  it  gives  poor  relaxation. 
Can  be  overcome  by  use  of  curare,  which  widens  its 
value. 

8.  Must  not  reduce  oxygen  concentration  in  tissues 
too  low. 

B.  Ethylene  (inhalation,  oral  and  intratracheal)  : 

1.  Can  be  used  with  20  to  30  per  cent  oxygen  and  yet 
get  relaxation. 

2.  Hazard  of  inflammability  is  high. 

C.  Cyclopropane  (inhalation,  oral  and  intratracheal)  : 

1.  Most  potent  of  3 gaseous  anesthetics. 

2.  Can  be  used  with  90  per  cent  oxygen. 

3.  Hazard  of  inflammability  high. 

4.  Ideal  in  chest  surgery. 

5.  Causes  increased  irritability  of  myocardium  which 
may  lead  to  fatal  arrhythmia.  This  can  be  partially 
overcome  by  giving  3,  5,  or  10  cc.  of  10  per  cent 
novocaine  intravenously. 

6.  Inflammability  can  be  decreased  by  mixing  with 
helium. 

IV.  Endotracheal  anesthesia : 

A.  Offers  a safe,  smooth  anesthetic  because  of  open 
tracheobronchial  airway. 

B.  Desirable  in  surgery  of  the  chest  and  upper  abdomen 
and  intrathoracic  goiter. 

C.  Mucus  in  air  passages  can  be  sucked  out  when  neces- 
sary, and  artificial  respiration  can  be  given. 

D.  Postoperative  ventilation  and  reinflation  of  collapsed 
lung  in  chest  surgery  can  be  secured. 

E.  Quiet  breathing  and  better  relaxation  are  insured. 

V.  Anesthetic  adjunct:  Curare,  a muscle  paralyzant: 

A.  Useful  in  upper  abdominal  surgery  with  light  general 
anesthesia  for  those  familiar  with  its  properties. 

B.  Effect  secured  in  1.5  minutes  and  wears  off  in  30 
minutes. 

C.  Respiration  and  blood  pressure  somewhat  depressed  by 
it.;  therefore  it  is  best  used  with  an  endotracheal  air- 
way. 

D.  Usually  no  prolonged  depression  after  the  use  of  one 
or  two  doses  of  40  units,  but  repeated  large  doses  may 
cause  prolonged  depression. 

E.  Prostigmine  is  the  antidote. 

Regional  anesthesia. 

I.  Cocaine: 

A.  Useful  for  topical  anesthesia. 

B.  Habit  forming  and  highly  toxic ; toxicity  can  be  re- 
duced by  giving  a barbiturate  the  night  and  morning 
before  its  use. 

II.  Novocaine  (procaine)  : 

A.  Satisfactory  and  safe  injectable  agent  for  use  in  any 
part  of  the  body. 

B.  Used  in  solutions  of  0.5  to  2 per  cent ; the  total  amount 
should  not  exceed  2 to  4 Gm.  of  the  drug. 

C.  Where  local  infection  exists,  penicillin  can  be  added 
to  the  solution. 

D.  Can  be  used  with  diffuse  infiltration,  local  nerve  block, 
continuous  spinal,  continuous  caudal,  paravertebral 
nerve,  and  paravertebral  sympathetic  block  techniques. 

E.  Infiltration  anesthesia  especially  preferred  with  shock, 
severe  toxemia,  marked  debility,  head  injuries,  or 
minor  surgery. 

III.  Bromsalizol  : 

A.  Lengthens  effect  of  regional  nerve  block ; especially 
useful  in  sympathetic  and  paravertebral  block  as  in 
sciatica. 

B.  Produces  anesthesia  for  several  days  or  weeks. 

C.  Prepared  in  10  cc.  amounts  of  0.4  per  cent  in  peanut 
oil. 

IV.  Continuous  caudal  anesthesia : 

A.  Useful  for  work  about  the  perineum  and  rectum  and 
in  childbirth. 

B.  Technique:  Inject  20  to  30  cc.  of  1.5  per  cent  novocaine 
solution  with  an  additional  25  cc.  as  needed.  Evidence 
of  vascular  collapse  can  be  avoided  by  adding  2 minims 
of  adrenalin  to  the  original  injection. 

C.  Complications : 

1.  Collapse  due  to  injection  of  fluid  into  subarachnoid 
space. 

2.  Accidental  injection  of  fluid  into  extradural  veins 
leading  to  vascular  collapse. 

3.  Convulsions. 

4.  Infection — local  or  the  result  of  long  use  of  catheter 
in  situ. 

D.  Contraindications : 

1.  Abnormalities  of  the  sacral  region. 

2.  Infection  of  skin. 

3.  Allergy  and  sensitivity  to  local  anesthetic  agent. 

4.  Patients  who  are  apprehensive  or  neurotic  or  obese. 
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Table  1. — Commonly  Used  Anesthetics. — Continued. 


V.  Continuous  spinal  anesthesia : 

A.  Technique:  A 10  per  cent  solution  of  procaine  is 
diluted  to  3 per  cent.  (This  can  be  made  easily  by 
using  3 cc.  of  a 10  per  cent  solution  plus  7 cc.  of  spinal 
fluid.)  Following  50  mg.  of  ephedrine  given  at  the 
time  of  puncture,  from  2.5  to  4 cc.  of  the  3 per  cent 
solution  are  given  as  the  initial  dose,  tilting  the  pa- 
tient’s head  down.  The  initial  dose  will  last  from  40 
to  50  minutes.  From  1 to  2 cc.  can  then  be  given  as 
needed. 

B.  Complications  : 

1.  Immediate  vomiting,  nausea,  and  retching  which 
can  be  relieved  by  pentothal. 

2.  Headache  in  5 per  cent  of  cases. 

3.  Urine  retention  in  5 per  cent  of  cases. 

VI.  Saddle  block  anesthesia : A low  spinal  anesthesia  using 
small  amounts  of  a concentrated  agent  in  heavy  solution 
for  urologic,  rectal,  gynecologic,  obstetric,  and  orthopedic 
surgery  cases. 

VII.  Plexus  nerve  block : 

A.  Useful  in  blocking  the  upper  extremity,  such  as  stellate 
ganglion,  for  scalenus  syndrome,  causalgia,  Buerger’s 
disease,  osteoperosis,  thrombophlebitis,  and  Reynaud’s 
disease. 

B.  Injection  is  made  one  finger’s  breadth  above  the  mid- 
point of  the  clavicle. 

VIII.  Lumbar  sympathetic  block : 

A.  Used  to  diagnose  early  thrombophlebitis  and  sympathe- 
tic nerve  disturbances  of  the  lower  extremities. 

B.  It  abates  stimuli  by  interrupting  nerve  impulse  out- 
flow from  lumbar  sympathetic  ganglion  and  trunk. 


C.  Pain  is  less,  blood  supply  is  improved,  and  lymph 

drainage  is  increased. 

D.  Repeated  injections  may  be  curative. 

IX.  Refrigeration  anesthesia : 

A.  Ethyl  chloride : Can  be  used  as  a refrigerant  analgesic 

or  for  treating  animal  parasites  in  the  skin. 

B.  Ice: 

1.  Cold  is  both  an  analgesic  and  anesthetic. 

2.  Local  effects  secured  are  sedation,  diminished  circu- 
lation, diminished  metabolism,  diminished  absorp- 
tion, inhibited  bacterial  activity,  abolition  of  pain 
and  spasm  because  painful  afferent  impulses  are 
blocked,  and  elimination  of  primary  neurogenic  pain. 

3.  Decreased  metabolism  and  circulation  reduce  oxy- 
gen requirement  to  a level  in  keeping  with  that 
available  as  a result  of  the  injury,  thereby  reducing 
tissue  death. 

4.  Inhibition  of  bacterial  growth  and  lack  of  absorption 
of  noxious  material  from  wound  site  and  prevention 
of  blood  and  fluid  loss  avoids  the  development  of 
sepsis  and  secondary  shock. 

5.  Posttraumatic  venous  thrombosis  and  pulmonary  em- 
bolism are  absent. 

6.  Anesthesia  produced  by  5 C.  or  40  F.  does  not 
damage  or  interfere  with  healing. 

7.  Quick  thawing  causes  tissue  destruction.  This  must 
be  avoided  by  using  ice  bag  packs  for  two  or  three 
hours,  removing  the  bags  one  at  a time. 

8.  Useful  for  leg  amputations,  especially  for  elderly 
patients. 


fully  considered.  Syphilis  must  be  con- 
sidered ; there  are  immediate  or  resultant 
evidences.  Hyperthyroidism  and  diabetes  de- 
mand a particular  and  special  type  of  prep- 
aration for  surgery. 

CHOICE  OF  ANESTHETIC 

Having  decided  that  a patient  who  needs 
surgery  is  reasonably  safe  for  some  kind  of 
anesthetic  (of  course  the  safety  and  com- 
fort of  a patient  come  first),  the  physician 
has  to  choose  the  anesthetic  best  suited  to 
the  particular  case.  The  anesthetist  can  help 
but  he  cannot  make  the  whole  choice,  for  the 
physician  knows  better  than  he  the  psychic 
and  neurologic  make-up  of  the  patient. 

Then  comes  the  “selling”  of  the  chosen 
anesthetic  to  the  patient.  He  has  probably 
firm  ideas  about  what  he  wants  even  though 
it  is  not  always  best  for  him.  The  doctor  may 
also  have  certain  preferences  in  the  matter. 
At  this  point  the  anesthetist  may  be  able  to 
help  by  suggesting  a combination  of  two  or 
more  anesthetics  which  will  provide  safety 
and  comfort  for  the  patient  and  please  the 
doctor  at  the  same  time. 

Anesthesia  like  surgery  must  always  be 
safe  for  the  patient  first  and  ideal  second. 

Certain  other  factors  need  to  be  taken  into 
account  when  choosing  an  anesthetic  for  a 
patient.  Even  though  the  physician  and  an- 
esthetist may  agree  that  “spinal”  is  the 
ideal  choice  for  a given  person,  if  a relative 
or  friend  of  the  patient  has  died  during  an 
operation  under  spinal  anesthetic,  it  is  poor 
policy  to  insist  on  using  it  for  him.  Again, 
even  though  a spinal  anesthetic  might  seem 
good  for  a diabetic  or  pernicious  anemia  pa- 
tient who  is  sooner  or  later  going  to  have 


spinal  cord  changes,  it  is  sometimes  better 
to  use  a different  anesthetic.  Such  a patient 
is  sure  to  remember  in  1958  the  spinal  an- 
esthetic used  in  1948  and  give  it  all  the  blame 
for  his  paresthesias. 

The  time  and  place  and  circumstances  un- 
der which  anesthetics  are  to  be  given  are 
also  factors  in  the  choice  of  what  to  give. 

If  the  physician  lives  in  a city  and  can 
phone  for  an  anesthetist  to  come  to  his  of- 
fice or  a patient’s  home,  bringing  a portable 
gas  machine  or  intravenous  pentothal  to  give 
the  patient  while  a fracture  is  reduced,  an 
abscess  is  incised,  or  a woman  is  delivered, 
the  physician  can  use  his  own  judgment  in 
the  choice  of  anesthesia.  If  the  physician 
practices  medicine  in  a small  town,  he  must 
do  the  best  he  can,  calling  on  one  of  his  col- 
leagues or  giving  his  own  anesthetic  and 
using  local,  ether,  pentothal,  or  even  chloro- 
form anesthesia,  depending  on  time,  place, 
and  circumstances. 

Anesthesia  must  sometimes  be  given  to 
save  a life  even  when  the  physician  knows 
the  patient  has  recently  eaten  a full  meal. 
The  danger  of  death  from  the  aspiration  of 
food  while  vomiting  almost  excludes  inhala- 
tion anesthetics.  Large  loss  of  blood  and  cer- 
tain head  injuries  and  damage  to  the  respira- 
tory tract  exclude  sodium  pentothal.  The 
physician  thinks  hard  and  fast  to  decide  be- 
tween regional  (or  local),  intravenous  mor- 
phine and  scopolamine,  or  cyclopropane  by 
endotracheal  tube. 

The  badly  shocked  patient  and  the  intoxi- 
cated patient  are  a pair  who  should  never 
have  an  anesthetic  if  it  can  possibly  be 
avoided.  Certainly  only  such  emergency 
work  as  is  imperative  to  stop  hemorrhage 
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and  prevent  further  infection  and  shock 
should  be  done.  Treatment  for  shock,  tem- 
porary splints,  transfusions,  and  penicillin 
can  be  relied  on  to  take  care  of  the  condi- 
tion until  the  patient  is  sufficiently  stabil- 
ized to  risk  adding  more  shock. 

Considerable  firmness  is  needed  at  times 
to  resist  pressure  from  families  “to  fix 
everything  right  now.”  Along  the  same  lines, 
economy  sometimes  causes  patients  to  beg 
for  several  operations  at  one  time,  often 
more  than  the  patient’s  condition  would 
warrant.  Three  hours  of  surgery  means 
three  hours  of  anesthesia  with  additional 
trauma  to  sympathetic  nervous  systems  and 
loss  of  blood.  Furthermore,  there  will  be 
added  postoperative  discomfort,  more 
nausea,  and  additional  loss  of  fluid  by  vomit- 
ing and  sweating.  All  of  these  increase  the 
already  heavy  toll  taken  from  the  patient. 

PREANESTHETIC  MEDICATION 

Preanesthetic  medication  is  being  much 
overdone.  People  demand  painless  child- 
birth and  surgery  without  apprehension  or 
fear. 

Morphine  in  a suitable  dose  (figured  to 
meet  the  necessities  of  the  age,  weight,  and 
type  of  patient)  seems  to  be  always  a good 
idea  unless  there  is  a definite  history  of  an 
allergy. 

Pantopon,  dilaudid,  and  demerol  do  not 
seem  to  achieve  the  proper  end  and  in  many 
instances  depress  the  patient  too  much. 

The  barbiturates  are  fine  for  bedtime 
sedation  the  night  before  surgery  but  should 
be  omitted  on  all  but  spinal  anesthetic  cases 
for  preoperative  medication.  They  should 
never  be  given  any  patient  over  60  even  be- 
fore a spinal.  The  depression  in  these  cases 
is  too  marked. 

Atropine  or  scopolamine  both  serve  well 
to  dry  up  any  excessive  secretion  of  mucus  in 
the  mouth  and  respiratory  tract.  Scopolamine 
has  the  additional  value  of  helping  to  fog 
the  intellect  and  produce  a kindly  “sleep 
walker’s”  state  of  mind. 

SUMMARY 

1.  The  variety  of  anesthetics,  plus  the 
number  of  possible  combinations,  offers  the 
physician  who  knows  his  patient’s  needs  a 
safer  and  more  comfortable  chance  at  sur- 
gery than  could  be  obtained  twenty-five 
years  ago. 

2.  There  are  pleasant  varieties  for  minor 
work  or  induction  for  deeper  anesthesia. 

3.  Any  of  the  anesthetics  combined  with 
curare  can  be  used  when  relaxation  with 
only  limited  analgesia  is  needed. 


4.  Regional  and  spinal  techniques  can 
be  combined  with  certain  of  the  general  an- 
esthetics for  any  number  of  cases. 

5.  Preanesthetic  medication  carefully 
used  has  become  a helpful  part  of  the  anes- 
thetic pattern. 


205  Camden  Street. 

ABSTRACT  OF  DISCUSSION 

Dr.  W.  H.  Warren,  Center:  Dr.  Pryor’s  paper  in- 
dicates she  has  done  considerable  research  in  anes- 
thetics. 

In  my  practice  I am  using  more  and  more  local 
anesthesia  with  procaine  from  .25  to  2 per  cent 
solution.  This  anesthetic  can  be  used  on  children 
from  4 to  5 years  old  and  up  if  they  are  given  per 
rectum  a proper  dose  of  pentobarbital  or  other  bar- 
bituric acid  preparation.  A barbituric  acid  prepara- 
tion can  be  given  by  mouth,  especially  to  the  older 
child.  This  should  be  given  at  least  two  hours  be- 
fore the  operation. 

In  tonsil  operations  in  children  I induce  ether 
anesthesia  by  the  open  ether  method  and  before  be- 
ginning the  operation  turn  on  the  ether  machine. 

In  spinal  anesthesia  I use  a small  spinal  needle, 
gauge  22.  I withdraw  4 cc.  of  spinal  fluid  and 
dissolve  the  procaine  crystals  in  this  fluid.  The 
average  dose  for  adults  is  150  mg.  injected  between 
the  third  and  fourth  lumbar  vertabrae,  which  is  on 
a straight  line  between  the  cresta  iliae.  In  case  of 
nausea  and  vomiting  we  give  small  injections  of 
adrenalin  hydrochloride — about  3 minims.  The 
essayist  mentioned  the  use  of  pentothal  sodium  in 
this  condition. 

In  a general  anesthetic  the  danger  may  show  up 
in  paleness  or  blueness  of  the  skin,  dilated  pupils, 
rapid  pulse,  and  difficult  breathing.  It  is  essential 
to  watch  the  blood  pressure,  the  color  of  the  skin, 
the  pupils,  and  the  pulse  rate. 


MENINGITIS  LOSING  GROUND 

Spinal  meningitis,  terror  of  World  War  I train- 
ing camps,  has  today  lost  much  of  its  menace,  ac- 
cording to  a report  by  Dr.  Worth  B.  Daniels  sub- 
mitted through  the  office  of  the  Surgeon  General 
of  the  Army  and  published  in  the  Archives  of  In- 
ternal Medicine. 

The  report  points  out  that  deaths  resulted  in  less 
than  3 per  cent  of  some  14,500  soldiers  treated  dur- 
ing the  World  War  II  period  for  this  once  almost 
hopeless  infection.  The  remarkably  low  death  rate 
was  due,  Dr.  Daniels  said,  both  to  the  efficacy  of 
sulfadiazine  and  penicillin  in  controlling  the  infec- 
tion and  to  quicker  diagnosis.  Early  diagnosis  and 
the  prompt  use  of  the  drugs  can  usually  stop  the 
spread  of  the  bacteria  before  they  have  a chance  to 
become  localized  in  the  linings  of  spinal  cord  and 
brain. 

Altogether  there  were  about  300  deaths  from 
meningococcic  infection  in  World  War  II.  Approxi- 
mately 10  per  cent  of  these  died  before  the  germ 
had  become  localized  in  the  nervous  system  tissues. 

The  war  experience,  Dr.  Daniels  says,  shows  that 
sulfadiazine  is  the  best  available  drug.  It  is  not  as 
effective  as  penicillin  against  the  bacteria  in  the 
blood  stream  but  the  latter  drug  proved  to  have  one 
great  disadvantage.  While  penicillin  circulates 
through  the  blood  stream  freely,  it  does  not  get  into 
the  cerebrospinal  fluid  in  predictable  quantities  and 
hence  cannot  be  relied  upon  to  prevent  invasion  of 
brain  and  spinal  cord  tissues.  Sulfadiazine  enters 
the  spinal  fluid  rapidly  in  high  concentrations. 
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THE  SCOPE  OF  PLASTIC  SURGERY 

TRUMAN  G.  BLOCKER,  M.  D. 

GALVESTON,  TEXAS 

It  is  unfortunate  that  the  term  plastic 
surgery  has  been  employed  to  refer  to 
maxillo-facial  and  reconstructive  surgery. 
The  nomenclature  is  confusing,  and  there 
has  been  no  clear  definition  of  the  scope  of 
plastic  surgery  for  the  information  of  the 
general  practitioner,  the  various  specialists, 
and  the  lay  public.  Reputable  plastic  sur- 
geons are  at  the  mercy  of  unscrupulous  mem- 
bers of  the  profession  who  advertise  them- 
selves as  beauty  surgeons  and  also,  un- 
fortunately, of  well-meaning  journalists  who 
so  dramatize  and  glorify  the  possibilities  of 
reconstructive  procedures  that  plastic  sur- 
geons are  made  to  feel  like  fools  and  charla- 
tans in  the  eyes  of  their  colleagues.  During 
the  war  so  much  attention  was  given  in 
various  magazines  to  the  treatment  of  mas- 
sive avulsion  wounds  of  the  face  that  a great 
many  people,  doctors  included,  feel  that  all 
major  plastic  surgery  is  over  until  the  next 
war.  Actually  the  scope  of  such  work  is 
broadening  all  the  time  as  new  skills  are  de- 
veloped and  as  surgeons  understand  more 
and  more  about  the  anatomy  and  physiology 
of  the  body  tissues  and  their  inherent  pos- 
sibilities for  growth  and  transplantation  in 
new  environment. 

Plastic  surgery  is  the  relief  of  congenital 
and  acquired  deformities,  functional  or  cos- 
metic or  both,  by  the  application  of  certain 
techniques  modified  to  fit  the  requirements 
of  the  individual  problem.  These  techniques 
are  (1)  the  rearrangement  of  existing  tis- 
sues; (2)  the  use  of  flaps  of  tissue  from 
adjacent  or  distant  areas  of  the  body;  and 
(3)  the  use  of  free  transplants  of  skin,  sub- 
cutaneous tissue,  fascia,  cartilage,  bone,  and 
so  forth.  Plastic  surgery  is  peculiar  in  that 
it  is  concerned  with  no  particular  region  of 
the  body,  although  it  has  taken  over  maxillo- 
facial surgery  of  all  types  because  here  cos- 
metic appearance  is  such  an  important  factor 
in  the  treatment  of  the  patient. 

Maxillo-facial  surgery  includes  congenital 
deformities  of  the  head,  neck,  and  oral 
cavity ; malignant  and  benign  tumors ; prog- 
nathism and  receding  chin ; burns ; trau- 
matic lesions  involving  the  soft  tissues  or 
facial  bones;  facial  palsy;  and  deformities 
of  the  nose,  ears,  and  eyelids.  Disfiguring 
defects  of  the  face  affect  so  profoundly  the 
social  and  economic  status  of  the  person  that 
patients  who  can  be  helped  by  plastic  sur- 
gery should  be  referred  as  early  as  possible 
for  treatment. 

Read  before  the  Section  on  Surgery,  State  Medical  Association 
of  Texas,  Annual  Session,  Houston,  April  27,  1948. 


In  extremity  work  much  progress  has 
been  made  during  recent  years  in  hand  sur- 
gery, which  has  now  attained  a high  degree 
of  specialization.  The  chief  problem  in  trau- 
matic lesions  of  the  hand  lies  in  accurate  di- 
agnosis of  the  deformity,  which  is  usually 
much  greater  than  is  apparent  on  super- 
ficial examination.  The  injuries  lie  in  the 
field  of  plastic,  orthopedic,  and  neurosurgery 
alike,  but  since  repeated  operating  provokes 
new  trauma,  the  lesions  are  best  treated  by 
one  surgeon  and  at  one  sitting  if  it  is  at  all 
feasible.  In  many  cases  a temporary  thick- 
split  graft  applied  to  the  palm  at  the  time 
of  injury  will  prevent  a contracture  which 
is  later  exceedingly  difficult  to  relieve ; the 
covering  of  raw  areas  also  eliminates  chronic 
infection  with  resultant  stiffening  of  the 
hand.  I have  found  it  greatly  worth  while  in 
acute  injuries  and  even  in  those  of  long 
duration  to  repair  the  small  digital  nerves 
which  were  formerly  ignored  completely. 

In  the  treatment  of  burns,  the  plastic  sur- 
geon sees  few  early  cases  but  is  called  upon 
only  after  hypertrophied  scars  and  horribly 
deforming  contractures  have  developed.  With 
acute  extensive  burns  the  patient  under 
optimum  conditions  should  be  ready  for 
grafting  within  three  or  four  weeks  before 
scarring  has  begun  to  take  place.  It  is  dis- 
heartening indeed  to  have  as  state  cases  ad- 
mitted to  our  hospital  in  Galveston  a large 
number  of  patients  who  have  had  uncovered 
burns  with  exuberant  granulations  for  many 
months  or  even  more  than  a year,  and  who 
are  in  such  a state  of  malnutrition  that  they 
require  a long  period  of  treatment  of  anemia, 
weight  loss,  and  protein  imbalance  before 
any  operative  procedures  can  be  attempted. 
I think  too  much  time  is  wasted  in  hoping 
that  some  patent  liquid  or  ointment  will  heal 
a burn  or  encourage  superficial  epithelializa- 
tion.  The  layman,  deluded  by  over-ambitious 
advertising,  knows  no  better;  but  the  physi- 
cian should  certainly  be  honest  with  him- 
self and  realize  from  the  beginning  that  a 
deep  second-degree  or  a third-degree  burn 
will  require  a skin  graft  unless  it  is  very 
small  in  extent.  If  the  general  surgeon  or 
practitioner  has  not  had  experience  in  the 
proper  use  of  pressure  dressings  and  in  the 
avoidance  of  chronic  shock  with  suitable 
amounts  of  plasma  and  blood,  the  acute  treat- 
ment of  burns  may  well  be  in  the  hands  of 
the  surgeon  who  is  to  apply  the  grafts. 

Other  problems  in  plastic  surgery  which 
involve  the  extremities  or  trunk  are  the 
treatment  of  chronic  gravitational  ulcers, 
various  congenital  defects,  and  new  growths 
of  various  types;  relief  of  depressions  re- 
sulting from  loss  of  soft  tissue  or  muscle ; 
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Fig.  la.  Severe  avulsion  wound  of  the  face  with 
loss  of  skin,  musculature,  mucous  membrane,  and 
upper  alveolar  process. 

b.  Postoperative  photograph  of  a following  ex- 
cision of  scar  tissue  and  reapproximation  of  the 
structures  utilizing  a skin  graft  to  substitute  for 
mucous  membrane  loss  and  a prosthesis  to  round  out 
the  upper  alveolar  area. 


c.  Severe  nasal  deformity  following  trauma. 

d.  Postoperative  result  after  refracturing  the  nasal 
bones  in  c and  repositioning. 

e.  Chronic  ulcerative  process  in  an  old  burn  scar 
of  twenty  years'  duration. 

f.  Photograph  after  excision  of  the  ulcer  and  all 
scar  tissue  in  e and  replacement  with  split  skin  graft. 
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and  excision  of  painful,  adherent,  or  con- 
stricting scars,  as  well  as  care  of  extensive 
acute  injuries. 

The  plastic  surgeon  has  sometimes  joking- 
ly been  accused  of  wanting  to  treat  the  skin 
and  its  contents.  Most  of  his  work,  however, 
is  referred  by  other  doctors,  and  to  each 
specialty  plastic  surgery  has  certain  types  of 
services  to  offer.  The  psychiatrist,  for  ex- 
ample, may  feel  that  a patient’s  personality 
disorder  stems  from  a disfiguring  birth- 
mark. The  neurologist  may  be  concerned 
with  the  problem  of  prevention  and  treat- 
ment of  trophic  ulcers.  The  dermatologist  is 
interested  in  working  with  the  plastic  sur- 
geon on  the  best  treatment  for  malignancies 
of  the  skin.  The  ophthalmologist  may  refer 
a patient  for  blepharoplasty.  The  medical 


Fig.  2.  Repair  of  median  nerve  to  the  thumb,  index,  long, 
and  ring  fingers,  and  tendon  grafts  to  the  index  finger  and 
thumb  in  an  old  shotgun  wound  of  the  hand. 


man  may  seek  measures  to  relieve  facial 
palsy.  The  urologist  and  gynecologist  are 
confronted  with  various  congenital  deformi- 
ties, such  as  hypospadias  and  vaginal  atresia, 
and  with  treatment  of  traumatic  deformities 
which  involve  the  genitalia.  The  orthopedic 
surgeon  may  require  assistance  in  revision 
of  scars,  lining  of  osteo  cavities  with  skin 
grafts,  relief  of  contractures  which  limit 
joint  motion,  and  restoration  of  soft-tissue 
covering  in  an  area  which  is  to  receive  a bone 
graft. 


Plastic  surgery,  so  far  as  other  branches 
of  surgery  are  concerned,  is  not  merely  a 
show  of  before-and-after  pictures  at  a medi- 
cal meeting  or  a chain  in  the  line  of  “passing 
the  buck”  from  one  specialty  to  another.  It 
has  to  offer,  also,  certain  tricks  of  the  trade, 
certain  plastic  principles  which  are  actually 
principles  of  general  surgery  in  their  best 
and  most  refined  sense,  based  upon  a sound 
physiologic  basis.  These  rules  include  the 
directions  of  incisions,  for  example ; the 
technique  of  undermining  to  relieve  tension 
on  a suture  line ; the  use  of  the  z-plasty ; the 
methods  of  application  of  skin  grafts;  the 
indications  for  pressure  dressings;  the  im- 
portance of  closing  a wound  on  the  face  ac- 
curately in  layers  and  with  delicate  suture 
material.  No  matter  what  his  specialty,  every 
surgeon,  the  plastic  surgeon  believes,  should 
learn  to  “sew  a fine  seam.” 


University  of  Texas  School  of  Medicine. 

ABSTRACT  OF  DISCUSSION 
Dr.  Thomas  D.  Cronin,  Houston:  Papers  of  this 
nature  serve  a real  purpose  to  the  profession.  After 
all,  plastic  surgery  is  a relatively  small  and  new 
specialty  and  it  can  render  the  greatest  good  only 
as  it  is  known  and  used  by  the  profession. 

As  regards  recognition  and  understanding  by  the 
profession  in  general,  plastic  surgery  is  at  about 
the  point  orthopedic  surgery  was  some  twenty  years 
ago.  I recall  a story  that  was  told  me  regarding  the 
first  orthopedist  who  came  to  Houston.  Several  of 
the  doctors  of  the  time  told  him  they  could  not  see 
how  he  could  earn  a living  in  this  specialty,  that  there 
was  not  enough  for  him  to  do.  Needless  to  say,  these 
predictions  proved  false.  Cases  that  had  been  consid- 
ered hopeless  or  had  been  poorly  handled  began  to  be 
referred  to  the  physician  prepared  to  handle  them 
best.  So  it  is  with  plastic  surgery.  The  volume  of 
work  will  show  a natural  expansion  as  the  profession 
and  the  public  learn  what  can  be  done. 

Because  of  the  few  plastic  cases  likely  to  be  seen 
by  the  average  general  surgeon  or  practitioner,  he 
will  usually  find  that  it  is  economically  unsound  to 
take  the  training  necessary  to  handle  these  patients 
himself.  It  is  in  the  care  of  this  type  of  patient  that 
the  specialty  demonstrates  its  real  worth. 


PENICILLIN  AIDS  IN  TETANUS 

Penicillin  is  a valuable  aid  in  the  treatment  of 
tetanus,  according  to  three  physicians  of  San  Juan, 
Puerto  Rico.  Writing  in  the  September  18  issue  of 
The  Journal  of  the  American  Medical  Association, 
the  physicians — R.  S.  Diaz-Rivera,  Luis  R.  Deliz, 
and  Jose  Berio-Suarez — describe  a study  of  59  pa- 
tients who  were  treated  for  tetanus  at  the  San 
Juan  City  Hospital. 

Penicillin  should  be  given  with  the  tetanus  anti- 
toxin, they  say.  The  mortality  rate  for  all  patients 
treated  was  more  than  -20  per  cent,  and  the  mor- 
tality rate  of  patients  who  were  given  enough  pen- 
icillin to  constitute  a “fair  trial”  of  the  drug  was 
nearly  18  per  cent. 

This  study  shows  that  tetanus  has  a much  higher 
mortality  rate  among  Negroes  than  among  white 
persons.  The  rate  among  white  persons  was  slightly 
more  than  15  per  cent,  while  the  rate  among  Ne- 
groes was  30  per  cent. 
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FREE  FULL-THICKNESS  BURIED 
SKIN  GRAFTS  IN  THE  REPAIR 
OF  HERNIAS 
R.  A.  RICHESON,  M.  D. 

HOUSTON,  TEXAS 

In  the  repair  of  any  hernia,  the  surgeon’s 
chief  concern  is  the  possibility  of  recur- 
rence. Recent  figures  for  recurrence  of  pri- 
mary hernias  vary  from  0 to  20  per  cent, 
and  even  higher  in  the  secondary  type 
hernia.  There  is  a wide  variation  of  recur- 
rence figures  in  different  clinics  and  with 
different  surgeons.  The  accepted  average  re- 
currence rate  for  indirect  inguinal  hernias 
is  about  12  per  cent.  Max  Page,13  in  a series 
analyzed  iii  1934,  found  that  there  was  a 
recurrence  rate  of  20.5  per  cent,  as  con- 
trasted to  12  per  cent  in  1942.  This  improve- 
ment was  due  to  the  adoption  of  more  con- 
servative methods  in  the  treatment  of  the 
earlier  type  of  case.  Fallis6  analyzed  200 
cases  of  recurrent  inguinal  hernias  with  a 
recurrence  rate  of  8.25  per  cent  for  primary 
operations.  McCloskey  and  Lehman11  an- 
alyzed the  results  in  different  American 
clinics  and  found  that  with  the  Bassini  op- 
eration and  its  modifications,  recurrences 
varied  between  5 and  20  per  cent  in  the  in- 
direct type  in  inguinal  hernias,  and  between 
7 and  12  per  cent  in  the  direct  type.  When 
fascia  was  used  in  the  repair,  recurrences 
varied  from  3 to  4 per  cent  in  the  indirect 
and  7 to  9 per  cent  in  the  direct  variety. 

Grace  and  Johnson,8  in  an  analysis  of 
1,032  patients  more  than  50  years  old,  re- 
ported a mortality  of  3 per  cent  and  a re- 
currence rate  of  25  per  cent  in  primary 
herniorrhaphies,  and  34  per  cent  in  recur- 
rent inguinal  hernias. 

Unquestionably  the  use  of  fascia,  although 
used  in  the  less  favorable  type  of  hernia, 
definitely  reduces  the  incidence  of  recur- 
rence. 

It  is  generally  accepted  that  about  60  per 
cent  of  hernias  recur  within  the  first  six 
months  and  75  per  cent  within  the  first  year. 
With  a more  profound  knowledge  of  the  an- 
atomy and  physiology  of  hernias,  investiga- 
tors have  attempted  not  only  to  classify  the 
varieties  of  hernias,  but  also  to  devise  a 
special  procedure  for  each.  Recurrences, 
however,  still  occur,  but  are  less  frequent. 
Twenty  per  cent  of  the  patients  with  recur- 
rences are  unaware  of  them.  It  will  be  ad- 
mitted by  all  surgeons  that  recurrence  rates 
are  still  too  high,  thus  justifying  considera- 
tion of  methods  to  reduce  these  rates  still 
further. 

An  operation  designed  to  obviate  recur- 

Read  before  the  Section  on  Surgery,  State  Medical  Association 
of  Texas,  Annual  Session,  Dallas,  May  6,  1947. 


rences  is  that  advocated  by  Mair,12  in  which 
whole  skin  implants  are  inlaid  under  extreme 
tension  to  protect  the  posterior  wall  of  the 
inguinal  canal  and  to  narrow  the  internal 
ring.  This  method  has  also  been  employed  in 
the  repair  of  incisional  and  ventral  hernias, 
as  well  as  muscle  hernias. 

FASCIAL  IMPLANT 

At  present,  fascial  implant  is  the  most 
popular  and  accepted  method  of  repair  in 
large  and  recurrent  hernias.  The  results  ad- 
mittedly are  good  and  many  surgeons  may 
ask  what  reason  there  can  be  for  employing 
the  use  of  other  substances ; however,  there 
are  disadvantages  in  the  use  of  fascia. 

When  employing  fascial  strips,  potential 
gaps  are  left  when  strands  do  not  unite,  and 

21  S& 
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Fig.  1.  Double  elliptical  incision  employed  to  obtain  a donor 
graft  locally  for  repair  of  hernia. 

recurrences,  usually  of  the  direct  type,  may 
take  place.  It  is  necessary  to  use  a large 
needle  in  the  Gallie  method,  with  unneces- 
sary trauma  to  the  inguinal  ligament.  Bur- 
dick2 and  his  colleagues  reported  the  use  of 
fascia  in  the  repair  of  1,485  hernias.  About 
70  per  cent  were  followed  from  one  to  twelve 
years.  A recurrence  rate  of  29.1  per  cent 
was  found  in  the  975  cases  followed  up.  Re- 
operations showed  slight  evidence  of  the 
fascia  used.  They  concluded  that  drawing 
bulky  fascia  on  large  needles  through  the 
transversalis  fascia  and  Poupart’s  ligament 
produces  weak  spots  which  predispose  to  a 
recurrence.  The  risk  of  injury  to  the  femoral 
vessels  is  increased,  with  its  resultant  com- 
plications. 

Postoperative  wound  infection  is  more 
common  when  fascia  is  used,  possibly  be- 
cause of  increased  operating  time.  Burdick 
found  sepsis  present  in  7.9  per  cent  of  1,153 
cases  in  which  autogenous  fascia  had  been 
used,  and  12.1  per  cent  of  231  cases  when  ox 
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fascia  was  employed.  Increased  sepsis  was 
also  reported  by  Beekman  and  Sullivan1 
when  this  technique  was  used. 

It  has  long  been  recognized  that  increased 
operating  time,  type  of  incision,  and  reflex 
muscle  spasm  contribute  to  postoperative 
pulmonary  complications.  Increased  operat- 
ing time  could  be  materially  reduced  if  steril- 
ized dead  fascia  could  be  utilized.  Consider- 
able research  has  been  done  using  this  tech- 
nique, but  the  recurrence  rates  have  not 
been  affected. 

The  Bloodgood  technique,  in  which  a por- 
tion of  the  rectus  sheath  and  muscle  are 
transplanted  and  sutured  to  the  shelving 


method,  does  not  make  available  sufficient 
fascia  in  many  cases.  This  repair  is  suitable 
primarily  in  inguinal  hernias,  and  is  not 
satisfactory  for  the  large  varieties. 

Gallie  repairs  the  posterior  wall  of  the 
inguinal  canal  by  interlacing  strands  of  live 
fascia  lata  used  as  suture  between  the  con- 
joined tendon  and  Poupart’s  ligament.  The 
donor  site  is  the  thigh,  and  strips  of  fascia 
are  obtained  by  a fasciatome  or  by  an  exten- 
sive incision.  Secondary  muscle  hernia  is 
common  and  may  be  symptomatic  in  as  high 
as  20  to  30  per  cent  of  the  cases.  This  com- 
plication is  particularly  annoying  in  work- 
men’s compensation  cases  and  in  military 


Fig.  2.  Graft  being  prepared  by  excision  of  all  subcutaneous  tissues  (upper  left)  and  by  incision  in  the  end  of  the  graft  with 
cutist  surface  exposed  (upper  right).  At  lower  left  the  graft  is  in  place  with  the  incised  end  snugly  surrounding  the  cord  at 
the  internal  inguinal  ring.  At  lower  right  the  full  thickness  skin  graft,  cutis  side  up,  is  sutured  beneath  the  cord,  in  an  indirect 
inguinal  hernia. 


edge  of  Poupart’s  ligament,  is  adaptable  only 
to  inguinal  hernias  and  is  designed  to  re- 
inforce the  inguinal  triangle.  The  internal 
ring  through  which  the  majority  of  indirect 
recurrences  take  place  is  not  reinforced. 
This  procedure  has  been  modified  and  a tri- 
angular flap  of  the  anterior  sheath  of  the 
rectus  is  reflected. 

The  McArthur  technique,  in  which  two 
strips  of  fascia  are  cut  from  the  upper  and 
lower  flaps  of  the  aponeurosis  of  the  ex- 
ternal oblique  muscle  and  used  as  suture 
material,  employing  essentially  the  Bassini 


personnel.  Medicolegal  entanglements  have 
arisen  as  a result  of  employment  of  this 
technique.  This  objection  also  holds  true 
when  a pedicle  flap  of  fascia  lata  is  trans- 
planted as  advocated  by  Iason.9 

The  use  of  fascia  lata  in  large  complicated 
hernias  is  of  definite  value ; however,  there 
still  remains  a substantial  recurrence  rate 
which  is  altogether  too  high,  especially  in 
direct  and  incisional  hernias. 

BURIED  SKIN  GRAFTS 

Loewe10  first  advocated  the  use  of  the  cutis 
graft  in  surgery  for  the  repair  of  anatomic 
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defects  in  postoperative  hernias.  Rehn13 
was  the  first  to  apply  it  clinically.  The  term 
“cutis”  was  used  because  the  skin  utilized  in 
plastic  repair  was  devoid  of  epidermis. 
Rehn13  and  his  associates  concluded  that 
buried  cutis  grafts  are  gradually  converted 
into  fibrous  tissue.  This  metaplasia  into 
stout  connective  tissue  is,  in  part,  due  to  the 
tension  under  which  the  graft  is  sutured. 

Mair,12  in  quoting  Uihlein,  stated  that 
the  latter  “was  afforded  the  opportunity  of 
operating  upon  two  patients  who  had  sub- 
mitted to  a cutis  graft  repair  four  years 
earlier.  Sections  were  removed  for  examina- 
tion. He  found  that  there  was  a complete 
metamorphosis  of  the  transplant.  The  grafts 
represented  normal  connective  tissue  with 
its  fibrous  and  fatty  components,  blood  ves- 
sels, and  nerves.  No  hair  follicles  or  glandu- 
lar tissue  could  be  identified,  and  there  was 
no  evidence  of  cyst  formation,  either  macro- 
or  microscopic.  He  did,  however,  note  the 
presence  of  large  cells  with  clear,  deeply 
staining  nuclei  and  lying  in  rows  or  in  rings. 
These  were  interpreted  as  being  remains  of 
hair  follicles  or  glands,  surrounded  by  giant 
cells,  macrophages,  and  lymphocytes.  No 
scar  tissue  was  seen  in  the  sections  ex- 
amined.” 

Peer  and  Paddock14  concluded  that  the 
implantation  theory  of  cyst  formation  in  the 
human  being  is  extremely  doubtful  after  ex- 
perimenting with  buried  skin  of  the  chest 
and  abdomen.  After  microscopic  study  of 
full-thickness  skin  grafts  of  human  beings, 
removed  at  intervals  varying  from  two 
weeks  to  twenty-eight  months,  they  con- 
cluded that  “the  epidermis  survived  in  the 
two  weeks  graft  and  in  the  one  month,  but 
was  entirely  absent  in  all  of  the  later  grafts. 
The  sebaceous  glands  were  present  in  the 
two  weeks  sections,  but  showed  definite  de- 
generative changes.  No  sebaceous  glands 
were  observed  in  any  of  the  later  sections. 
Hair  follicles  were  observed  in  all  of  the  sec- 
tions up  to  and  including  those  examined  at 
five  and  one-half  months.  They  were  absent 
in  those  examined  later.  Sweat  glands  were 
observed  in  all  of  the  sections  up  to  and  in- 
cluding those  examined  at  twenty-eight 
months.  Neither  cyst  formation  nor  malig- 
nant change  was  observed  in  any  of  the  sec- 
tions. Autogenous  full-thickness  skin  buried 
in  the  human  being  acts  differently  from 
autogenous  full-thickness  skin  buried  in  ani- 
mals (dogs).” 

Mair12  had  occasion  to  explore  an  inguinal 
canal  in  a human  subject  into  which  a whole 
skin  graft  had  been  sutured  for  a large  di- 
rect hernia  three  months  earlier.  He  stated 
that  “the  graft  was  very  firmly  attached  to 
Poupart’s  ligament,  aponeurotic  medial  as- 


pect of  the  internal  oblique,  and  insertion  of 
the  rectus  sheath  in  the  pubis.  It  was  not 
possible  to  identify,  with  assurance,  the 
area  where  the  graft  ended  and  normal  tis- 
sue began,  as  the  change  into  tissue  closely 
resembling  that  to  which  the  implant  was 
sutured  was  so  striking.  The  appearance 
closely  approached  that  of  a normal  inguinal 
canal,  and  the  dense  fibrous  tissue  formation 
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Fig.  3.  Appearance  of  a graft  in  situ,  used  in  the  repair  of 
an  incisional  or  ventral  hernia. 

and  deformity  of  normal  anatomy,  which  is 
so  striking  a feature  of  recurrent  fascial 
hernias,  was  absent.  It  is  difficult  to  ima- 
gine wherein  the  repair  could  have  been 
improved.  A section  of  the  supero-lateral 
part  of  the  graft  was  removed  for  examina- 
tion. The  histology  was  that  of  highly  vascu- 
lar connective  tissue,  in  which  no  dermal  or 
epidermal  elements  could  be  identified.  The 
graft  was  richly  infiltrated  with  collagen 
fibers,  and  there  was  firm  adhesion  to  the 
underlying  muscle.  No  trace  of  even  mi- 
croscopic cyst  formation  was  found,  but  a 
number  of  giant  cells  were  observed.  No  hair 
remnants  could  be  identified.” 

In  experiments  on  rabbits  and  guinea  pigs, 
Mair  found  that  after  five  months,  histologic 
study  of  the  grafts  showed  them  to  be  in- 
tensely vascular,  hair  follicles  could  not  be 
identified,  sebaceous  glands  and  dermal 
papillae  were  absent,  and  sweat  glands  were 
showing  signs  of  advanced  atrophy  and 
fibrous  tissue  replacement. 

Cannaday3-  4 and  his  colleagues  advocated, 
and  have  used,  cutis  grafts  for  many  pur- 
poses not  only  in  the  repair  of  all  types  of 
hernia  where  fascia  would  ordinarily  be  em- 
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ployed,  but  also  in  suspension  of  the  uterine 
cervix  for  the  relief  of  prolapse ; suspension 
of  the  urethra  for  the  relief  of  urinary  in- 
continence; repair  of  unstable  knees;  recon- 
struction of  the  crucial  ligaments  of  the  knee ; 
fractures  of  the  patella  and  ulna;  ankylosis 
of  the  jaw;  sterno-clavicular  dislocation; 
luxation  of  the  acromial  end  of  the  clavicle; 
repair  of  a contour  defect  over  a depressed 
area  in  the  frontal  bone ; implantation  after 
sequestrectomy  for  chronic  discharging  sinus 
of  the  foot;  stage  ligation  of  the  common 
carotid  artery ; partial  occlusion  of  the  fe- 
moral artery  for  popliteal  aneurysm ; re- 
placement of  torn  dura ; sigmoid  colostomy 
for  a bridge  to  support  the  bowel ; and  im- 
plantation for  the  relief  of  loss  of  bowel  con- 
trol due  to  destruction  of  the  sphincter 
muscle. 

They  concluded  that  the  field  of  useful- 
ness is  wide  and  the  results  have  been  su- 
perior to  those  in  which  fascia  has  been  used 
because  of  the  pronounced  tensile  strength 
and  freedom  from  tendency  to  split  when 
subjected  to  lateral  strain.  They  reported  its 
use  in  129  cases  including  66  cases  of  hernia. 
The  recurrence  rate  has  been  3.2  per  cent.  It 
must  be  appreciated  that  only  the  more  dif- 
ficult cases  were  selected  for  this  procedure. 

CASE  REPORTS 

I was  confronted,  in  December,  1945,  with  the 
problem  of  repairing  a large  ventral  incisional 
hernia  in  a man,  aged  27.  Using  the  technique  em- 
ployed by  Mair,  a large  full-thickness  skin  graft 
was  used  to  close  the  defect  in  the  anterior  sheath 
of  the  right  rectus  muscle  and  aponeurosis  of  the 
external  oblique  muscle.  The  herniation  followed  a 
perforating  wound  of  the  abdomen  sustained  in 
July,  1944,  when  he  was  struck  with  mortar  shell 
fragments.  Cecostomy  was  performed  elsewhere  at 
the  time  of  laparotomy  and  the  patient  subsequently 
developed  an  extremely  large  incisional  hernia. 

A graft  approximately  3 by  6 inches  was  obtained 
from  redundant  skin,  excised  by  an  elliptical  skin 
incision.  This  was  sutured  to  the  anterior  sheath  of 
the  rectus  muscle  and  aponeurosis  of  the  external 
oblique  muscle  to  close  the  anatomic  defect,  after 
the  peritoneal,  properitoneal,  and  posterior  sheath 
of  the  rectus  muscle  had  been  closed  by  imbrication. 
The  postoperative  course  was  uneventful  and  sat- 
isfactory, and  healing  of  the  wound  was  by  primary 
intention.  Early  ambulation  was  employed  and  the 
patient  was  out  of  bed  the  day  following  surgery. 
The  repair  was  adequate  and  satisfactory,  and  there 
has  been  no  recurrence  seventeen  months  following 
the  surgical  repair.  This  technique  was  so  satis- 
factory that  it  was  again  employed  in  the  repair  of 
a large  right  direct  inguinal  hernia  with  equally 
gratifying  results.  A third  case  in  which  this  method 
of  repair  was  utilized  was  in  the  repair  of  three 
symptomatic  muscle  hernias  involving  defects  in  the 
fascia  of  the  gastrocnemius  and  anterior  tibial  mus- 
cles. The  largest  defect  measured  3 by  2 inches  in 
size.  The  skin  from  the  lateral  aspect  of  the  thigh 
was  utilized  as  the  donor  site.  A firm  and  satis- 
factory repair  was  obtained  without  complication 
and  there  has  been  no  recurrence  of  herniation  six- 
teen months  following  the  surgical  procedure. 

Recently,  a large  left  indirect  inguinal  hernia  in 
a 55  year  old  man  was  repaired  using  a full-thick- 


ness buried  skin  graft  to  reinforce  the  posterior  wall 
of  the  inguinal  canal  and  internal  ring.  The  imme- 
diate postoperative  end  result  has  proved  satisfac- 
tory, but  it  is  too  early  to  determine  the  ultimate 
result. 

TECHNIQUE 

The  technique  described  by  Mair,  with  a 
few  modifications,  has  been  used.  A forty- 
eight  hour  skin  preparation  is  adequate  and 
desirable  when  full-thickness  skin  grafts  are 
to  be  buried.  Mair  recommended  a seventy- 
two  hour  preparation,  while  Cannaday5  em- 
ployed a twenty-four  hour  preparation  in 
using  a cutis  graft.  The  donor  site  is  pre- 
pared by  ten  to  fifteen  minutes  scrubbing 
with  tincture  of  green  soap  and  water,  fol- 
lowed by  alcohol  and  ether  and  application 
of  a sterile  dressing.  This  is  repeated  the 
following  day  and  at  the  time  of  surgery. 

The  anesthesia  does  not  differ  from  that 
used  in  any  other  herniorrhaphy,  and  the 
surgery  may  be  performed  under  local  anes- 
thesia. It  is  best,  however,  to  implant  the 
graft  with  the  musculature  completely  re- 
laxed ; therefore  inhalation  or  spinal  anes- 
thesia is  preferable. 

If  the  donor  graft  is  obtained  locally,  the 
incision  is  elliptical  in  the  central  portion, 
and  of  sufficient  size  to  obtain  a graft  large 
enough  to  repair  the  defect.  The  graft  is  then 
placed  in  normal  saline  solution  (fig.  1). 

In  the  case  of  inguinal  herniorrhaphy,  the 
most  suitable  physiologic  repair  applicable 
to  the  individual  patient  is  carried  out, 
usually  employing  the  technique  of  Bassini 
and  Halsted  or  some  modification  of  it.  The 
aponeurosis  of  the  external  oblique  muscle 
is  incised  from  above  downward  and  the 
flaps  reflected  in  the  usual  way  to  expose 
the  inguinal  canal  and  cord.  The  conjoined 
tendon  is  carefully  exposed  and  stripped  of 
all  tissue,  as  well  as  the  shelving  edge  of  the 
inguinal  ligament.  The  cord  with  the  cre- 
master fascia  is  lifted  from  the  canal.  In  case 
of  an  indirect  inguinal  hernia  the  cremaster 
fascia  is  incised,  the  hernial  sac  is  dissected 
free,  and  a high  ligation  with  transfixation 
of  the  neck  of  the  sac  or  a purse  string  su- 
ture is  employed  at  a level  with  the  flare  of 
the  parietal  peritoneum. 

It  is  important  to  stress  the  closure  of  the 
internal  ring  by  carefully  placed  sutures  in 
the  fascia  transversalis,  both  above  and  be- 
low, in  order  to  narrow  the  pillars  of  the  in- 
ternal ring.  Bassini  made  much  of  this  step, 
but  many  of  his  pupils  have  overlooked  it. 
Cooper  and  Scarpa  have  also  emphasized  the 
importance  of  this  fascial  layer. 

The  conjoined  tendon  is  then  sutured  to 
the  shelving  edge  of  Poupart’s  ligament  with 
no.  30  or  40  interrupted  cotton  sutures.  In 
the  2 large  inguinal  hernias  which  I re- 
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paired  by  reinforcement  with  an  inlaid  full- 
thickness skin  graft,  it  was  impossible  to 
suture  the  conjoined  tendon  to  Poupart’s 
ligament  without  too  much  tension.  These 
structures  were  approximated  by  carefully 
placed  bridging  sutures.  The  cremaster  fascia 
was  then  closed  with  interrupted  sutures  of 
no.  80  cotton  in  its  line  of  incision. 

The  graft  is  then  prepared  for  placement 
(fig.  2,  upper  left  and  right).  The  ends  are 
excised,  and  all  subcutaneous  tissue  is  dissect- 
ed away.  Then  the  broadest  end — about  .5  to 
.75  inch  in  width — is  incised  in  its  midpoint 
for  a distance  of  approximately  .75  inch.  The 
graft  is  then  laid  in  place  with  the  incised 
end  snugly  surrounding  the  cord  at  the  in- 
ternal inguinal  ring,  reinforcing  the  mus- 
cular ring  (fig.  2,  lower  left).  Several  in- 
terrupted sutures  of  no.  40  cotton  are  placed 
in  the  lower  and  lateral  edge  of  the  graft 
which  is  sutured  to  the  extreme  shelving  edge 
of  Poupart’s  ligament,  care  being  taken  to 
suture  the  graft  in  situ  under  extreme  ten- 
sion. The  inferior  pole  of  the  graft  may  be 
trimmed  and  sutured  well  down  over  the  fas- 
cia of  the  symphysis  pubis,  and  the  medial 
edge  to  the  lateral  aspect  of  the  anterior 
sheath  of  the  rectus  muscle  and  the  aponeu- 
rotic portion  of  the  internal  oblique  muscle. 
Sutures  are  spaced  .25  inch  apart.  The  up- 
per pole  of  the  graft  is  sutured  as  near  the 
reconstructed  floor  of  the  new  inguinal  canal 
as  possible,  in  order  to  obliterate  dead  space 
(fig.  2,  lower  right).  Mair  used  chromic  cat- 
gut as  suture  material,  while  Cannaday  rec- 
ommended cotton.  I have  used  interrupted 
cotton  technique,  triple  throw  style,  although 
silk  or  stainless  steel  wire  is  satisfactory. 
Figure  3 illustrates  the  appearance  of  a 
graft  in  situ,  used  in  the  repair  of  an  in- 
cisional or  ventral  hernia. 

It  is  perhaps  best  to  carry  out  the  re- 
mainder of  the  repair  for  an  inguinal  hernia 
using  the  technique  of  Halsted,  thus  leaving 
no  dead  space  surrounding  the  cord,  as  in 
employing  the  Bassini  repair.  The  cord  is 
thus  transplanted  to  a subcutaneous  posi- 
tion. Mair,  however,  in  describing  his  tech- 
nique, used  a modified  Bassini  type  of  re- 
pair, utilizing  a full-thickness  skin  graft  to 
reinforce  the  floor  of  the  canal  and  the  in- 
ternal inguinal  ring.  As  previously  stated, 
Cannaday  advocated  using  a cutis  graft  from 
which  the  epidermis  has  been  removed.  A hip 
spica  pressure  dressing,  using  mechanic’s 
waste  or  sea  sponges,  is  then  applied. 
Needless  to  say,  strict  hemostasis  and 
asepsis  are  imperative.  Early  ambulation 
has  been  practiced,  and  the  skin  sutures  are 
removed  on  the  seventh  or  eighth  postopera- 
tive day.  The  patient  is  dismissed  in  from 


twelve  to  fourteen  days  and  his  activity  is 
restricted  for  from  sixty  to  ninety  days. 

SUMMARY 

A preliminary  report  is  submitted  describ- 
ing a technique  advocated  by  Mair,  in  which 
full-thickness  buried  skin  grafts  are  im- 
planted in  the  repair  of  large  or  recurrent 
hernias.  This  technique  is  readily  applicable 
to  any  type  of  hernia  in  which  fascia  would 
ordinarily  be  used  to  reinforce  or  bridge 
anatomic  defects. 

The  complications  and  disadvantages  of 
using  fascia  are  hereby  minimized. 

Four  cases  are  submitted  in  which  full- 
thickness buried  skin  grafts  were  utilized  in 
the  repair  of  hernias  in  which  fascia  or- 
dinarily would  have  been  used.  There  have 
been  no  postoperative  complications.  The  re- 
sults in  the  first  3 have  been  satisfactory 
and  there  has  been  no  recurrence  after  seven- 
teen months.  In  the  fourth  case  the  imme- 
diate postoperative  result  is  satisfactory  but 
the  ultimate  outcome  is  indeterminate. 

It  is  concluded  that  full-thickness  skin 
graft  repair  gives  promise  of  excellent  re- 
sults. It  is  superior  in  strength;  it  heals 
rapidly,  apparently  undergoing  metaplasia 
and  assuming  the  function  of  the  part  it  re- 
places. Such  grafts  are  readily  available,  are 
safer  to  use,  and  do  not  undergo  cystic  or 
malignant  degeneration. 
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ABSTRACT  OF  DISCUSSION 
Dr.  Elliott  Hay,  Houston:  It  cannot  be  over  em- 
phasized that  none  of  the  various  techniques  of 
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herniorrhaphy  is  satisfactory  if  the  principles  of 
wound  healing  are  not  observed.  Dr.  Richeson  has 
advocated  this  relatively  new  method  as  a substi- 
tute for  the  use  of  fascia  in  large  or  recurrent 
hernias  and  he  has  listed  its  advantages  and  limita- 
tions. The  chief  advantages  over  fascia  seem  to  be 
the  ease  of  procurement  and  the  avoidance  of  muscle 
hernia.  The  early  trials  of  this  method  resulted  in  a 
high  incidence  of  wound  sepsis  but  more  recent  re- 
ports by  Mair  have  shown  a much  lower  incidence 
of  infection.  Experiments  with  buried  skin  in  ani- 
mals have  demonstrated  the  possibility  of  cyst 
formation,  but  from  experiments  of  Paddock  this 
seems  less  likely  to  occur  in  human  beings. 

This  procedure  has  been  performed  in  only  a 
small  number  of  cases  and  the  follow-up  period  has 
been  short.  The  final  opinion  as  to  its  merits  as  a 
means  of  treatment  of  large  and  recurrent  hernias 
must  necessarily  remain  open  until  recurrence  rates 
can  be  compared  with  those  of  other  methods 


FASCIA-LATA  TRANSPLANT  IN 
REGRESSION  OF  RETROTARSAL  FAT 
IN  OPHTHALMOSTERESIS 

W.  0.  MURPHY,  M.  D. 

AMARILLO,  TEXAS 

A common  defect  which  mars  the  cosmetic 
effect  produced  by  a prosthesis  in  cases  of 
simple  enucleation  is  what  I prefer  to  call  a 
regression  of  retrotarsal  fat,  and  what  Dr. 
Spaeth* 1  refers  to  as  atrophy  of  the  sub- 
epithelial  tissue  of  the  upper  lid.  These  pa- 
tients often  have  a distressing  depression 
between  the  superciliary  ridge  and  the  nor- 
mal curvature  of  the  lid.  Particularly  to  the 
younger  patients,  it  gives  great  emotional 
discomfort  about  which  they  do  not  speak 
simply  because  the  only  thing  offered  them 
is  a prosthesis,  the  fitting  of  which  is  too 
often  relegated  with  a shrug  to  the  employee 
of  some  optical  company.  It  is  this  simple 
condition,  one  easily  remedied,  about  which 

I wish  to  speak. 

Dr.  Spaeth’s  book1  says,  “The  incision  for 
filling  out  a thinned  atrophic  upper  lid 
should  lie  in  the  upper  outer  angle  of  the  lid 
following  the  normal  curve  of  the  bony  orbit. 
In  position  it  is  to  be  just  external  to  the 
line  of  the  external  canthus  passing  across 
this  line  at  an  angle  of  30  degrees  with  its 
lower  extremity  inclined  away  from  the 
canthus.  This  incision  needs  to  be  only  2 
cm.  in  maximum  length  for  the  introduction 
of  the  graft,  otherwise  the  graft  will  tend  to 
protrude  and  to  be  caught  in  the  suture  line 
while  the  incision  is  being  closed.  Dissection 
is  carried  backward  into  the  depth  of  the 
orbit  and  along  the  entire  line  of  the  upper 
lid  toward  the  nose.  It  is  best  done  with 
blunt-pointed  scissors.  The  ease  with  which 
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this  dissection  is  done  makes  the  small  in- 
cision possible.  After  the  skin  has  been 
lifted,  the  muscle  and  fascia,  with  the  fascia 
uppermost,  can  be  introduced  into  this  slit- 
like opening  and  smoothed  out  with  the  side 
of  a pair  of  forceps.”  I believe  that  phy- 
sicians following  this  description  will  not 
meet  with  great  success  in  their  operative 
interference. 

The  surgical  principles  necessary  are 
simple  but  must  be  adhered  to  explicitly.  The 
incision  should  not  be  more  than  1 cm.  in 
length ; its  location  will  depend  on  the  con- 
figuration of  the  patient’s  face.  Often  the 
original  incision  must  be  as  far  as  1 to  2 
cm.  temporal  to  the  external  canthus.  It  will 
always  be  immediately  inferior  to  the  su- 
perior orbital  rim.  The  incision  is  made 
through  skin  and  orbicularis  muscle  to  the 
periosteum.  A tunnel  is  then  created  from 
this  small  incision  immediately  posterior  to 
the  orbicularis  muscle,  immediately  inferior 
to  the  superior  orbital  rim,  and  immediately 
anterior  to  the  orbital  septum.  In  this  rela- 
tive position  it  is  carried  nasally  to  a point 
either  directly  above  or  slightly  nasal  to  the 
internal  canthus,  usually  directly  inferior 
to  the  nasal  extremity  of  the  supercilium. 
Always  the  point  of  the  scissors  at  the 
termination  of  the  creation  of  this  tunnel 
will  lie  against  the  periosteum  of  the  su- 
perior orbital  rim.  The  points  of  the  scissors 
are  separated  slightly  thus  creating  moder- 
ate tension  in  the  skin  and  a knife  incision 
is  made  at  this  point  through  skin  and  or- 
bicularis muscle.  The  tunnel  is  then  ex- 
tended nasally  a few  millimeters  from  the 
nasal  incision  and  temporally  a few  milli- 
meters from  the  temporal  incision.  Follow- 
ing the  creation  of  this  tunnel  pressure 
should  be  applied  until  all  bleeding  has 
ceased.  I have  found  it  efficacious  to  pass 
an  instrument  back  through  the  tunnel  after 
all  hemorrhage  has  apparently  stopped  to 
be  positive  that  bleeding  would  not  be  ex- 
cited by  this  trauma.  I have  also  found  it 
desirable  to  take  the  fascia  after  this  work, 
thus  allowing  even  a longer  time  for  the 
suppression  of  bleeding. 

The  fascia  may,  of  course,  be  taken  in 
any  one  of  many  ways,  none  of  which  is  dif- 
ficult. Anesthesia  is  simply  created  by 
the  subcutaneous  injection  of  novocaine 
along  the  intended  line  of  fascial  removal.  I 
have  usually  begun  this  injection  3 or  4 
inches  above  the  knee  on  the  temporal  side  of 
the  thigh  and  extended  it  10  or  12  inches  su- 
periorly. An  incision  some  3 inches  in  length 
is  then  made  through  skin  and  subcutaneous 
tissue  to  the  fascia  lata.  The  plane  of  this 
incision  should  be  parallel  to  the  femur. 
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Assuming  that  the  width  of  the  strip  of 
fascia  desired  is  5 inches,  an  incision 
through  the  fascia  and  at  right  angles  to  the 
skin  incision  is  then  made.  The  termination 
of  this  original  fascia  incision  is  then  ex- 
tended at  right  angles  to  it  and  parallel  to 
the  incision  made  in  the  skin  with  the  knife. 
Scissors  are  introduced  into  the  wound  and 
the  subcutaneous  tissue  is  separated  from 
the  fascia  as  far  superiorly  as  is  possible. 
A clover-leaf  shaped  instrument  is  then  used 
to  extend  the  fascial  strip  which  has  already 
been  started.  The  fascia  stripper  is  then  in- 
serted into  the  wound  and  the  strip  of  fascia 
from  .5  to  .75  inch  in  width  and  from  8 to  10 
inches  in  length  is  removed. 

This  fascial  strip  is  then  spread  out  on  a 
towel  and  all  of  the  extraneous  connective 
tissue  is  removed  by  vigorous  rubbing  with 
a moist  piece  of  gauze.  It  is  then  grasped 
in  the  middle  with  a pair  of  forceps  and 
held  in  the  air  so  that  it  may  be  cut  into 
many  fine  strips.  It  is  important  to  clean 
the  fascia  of  the  extraneous  connective  tis- 
sue because  if  it  is  left  a considerable  re- 
action will  often  take  place.  I suppose  this 
is  true  because  of  the  inflammatory  reaction 
excited  by  the  absorption  of  this  foreign 
cellular  detritus.  It  is  important  that  the 
fascia  be  cut  into  many  thin  strips  that  it 
may  be  molded  into  the  proper  position. 

This  stripped  fascia  is  then  draped  over 
two  strong  sutures.  An  aneurysm  needle  is 
passed  through  the  tunnel  in  the  eyelid,  the 
point  being  inserted  at  the  nasal  incision  and 
brought  out  the  temporal  incision  where  the 
sutures  are  engaged  and  pulled  through  the 
tunnel.  In  turn,  the  fascia  is  thus  pulled 
into  the  tunnel  with  the  two  ends  of  the 
folded  fascia  extending  out  the  wounds. 
These  two  ends  are  grasped  with  heavy  for- 
ceps and  thus  crushed.  The  unnecessary 
length  is  cut  away  in  a sloping  manner  so 
that  the  fascia  ends  in  a point.  These  points 
of  fascia  are  then  tucked  into  the  little  ex- 
tension of  the  tunnel  at  either  end.  For  a 
better  closure  of  the  wound  and  to  avoid  any 
possibility  of  a small  strand  of  the  fascia 
finding  its  way  to  the  skin  surface  through 
the  margins  of  the  muscle  wound,  so  creat- 
ing a dimple  at  this  site,  the  orbicularis 
muscle  is  sutured  with  plain  0 catgut  and 
the  skin  then  closed  with  6-0  Deknatel. 

With  the  fingers  the  fascia  is  now  molded 
into  the  proper  position,  a properly  fitting 
prosthesis,  conformer,  or  mold  of  dental 
stent  is  placed  in  the  socket,  and  a firm  pres- 
sure dressing  is  applied.  Effective  plastic 
surgery  about  the  face  depends  to  a great 
extent  on  pressure.  Though  I have  seen 
many  dressings  placed  upon  an  eye,  I do  not 


believe,  there  is  any  quite  as  useful  as  the  old 
well-tried  Wheeler  pressure  dressing. 

I would  like  in  closing  to  point  out  the 
importance  of  the  few  principles  outlined 
here : 

1.  If  the  fascia  is  not  placed  immediately 
beneath  the  inferior  orbital  rim,  it  will 
often  migrate  in  the  first  few  days  inferi- 
orly,  making  the  lid  heavy  and  unsightly. 

2.  If  the  fascia,  including  the  ends,  is 
not  carefully  placed  beneath  the  orbicularis 
muscle,  there  will  be  a distortion  and  dim- 
pling of  the  skin  which  has  no  relationship 
to  a satisfactory  cosmetic  appearance. 

3.  If  the  fascia  is  not  placed  anterior  to 
the  orbital  septum,  it  will  migrate  posteri- 
orly into  the  orbit  and  in  as  little  time  as 
one  month  all  cosmetic  value  will  have  been 
lost. 

4.  If  the  fascia  is  not  cleaned  of  all  ex- 
traneous material,  a considerable  reaction 
often  will  result.  I may  safely  say  that  any 
reaction  at  the  site  of  surgery  is  not  normal 
or  necessary. 

5.  If  the  fascia  is  not  stripped,  it  will  be 
impossible  to  mold  it  into  proper  position. 

6.  If  hemorrhage  is  not  completely  con- 
trolled, the  implant  may  be  dislocated  be- 
cause of  a large  hematoma. 

7.  If  a firm  pressure  dressing  is  not  ap- 
plied over  a properly  fitting  prosthesis, 
there  may  be  migration  interiorly. 

812  Fisk  Medical  and  Professional  Building. 
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ABSTRACT  OF  DISCUSSION 

Dr.  E.  D.  McKay,  Temple:  This  interesting  and 
frequently  seen  orbital  defect  has  been  well  han- 
dled by  Dr.  Murphy.  In  1943  and  1944,  I had  oc- 
casion to  do  some  of  this  work  and  searched  litera- 
ture for  procedures  in  the  repair  of  this  trouble. 
This  search  revealed  a lack  of  detail  in  the  correct 
use  of  fascia  lata  as  a repairing  medium. 

There  are  two  points  in  Dr.  Murphy’s  procedure 
I would  like  to  emphasize.  The  first  is  the  meticulous 
cleaning  of  the  transplant.  After  the  surgeon  has 
scraped  it  clean  and  considers  it  to  be  ready,  he 
should  scrape  it  a couple  of  extra  times.  It  is  much 
easier  than  removing  the  fascia  later  because  of 
reaction,  which  will  and  does  occur  if  it  is  not  well 
cleaned.  The  second  is  making  the  thin  strips  in 
the  fascia.  This  is  most  important,  for  by  so  doing, 
the  bulk  is  reduced,  there  is  still  less  reaction  to 
the  transplant  that  has  been  shredded,  and  it  will 
stay  in  place  better. 

Dr.  Maxwell  Thomas,  Dallas:  This  concise  pre- 
sentation in  the  use  of  fascia  lata  in  ophthalmo- 
steresis  is  welcome.  After  attempting  the  use  of 
fascia  lata  transplants  I found  it  was  the  little 
technical  procedures,  so  well  presented  by  Dr. 
Murphy,  which  spelled  success  or  failure.  During 
the  war  I saw  many  of  these  cases,  and  at  the  Naval 
hospital  where  I was  stationed  a number  of  trans- 
plants were  done. 
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NASAL  AND  POSTOPERATIVE  TONSIL 
AND  ADENOID  HEMORRHAGE 

PREVENTION  AND  CONTROL 

CHARLES  E.  BALL,  M.  D. 

FORT  WORTH,  TEXAS 

Nasal  hemorrhage  may  be  spontaneous, 
traumatic,  or  postoperative,  whereas  tonsil 
and  adenoid  hemorrhage  is  usually  post- 
operative. Such  postoperative  hemorrhage 
may  be  primary,  occurring  during  the  first 
twenty-four  hours,  or  secondary,  usually 
seen  from  the  fifth  to  the  twelfth  post- 
operative day.  Until  the  last  few  years  there 
was  little  knowledge  as  to  the  exact  etiology 
of  such  hemorrhage  and  it  was  considered 
to  be  an  unavoidable  nuisance  to  both  sur- 
geon and  patient.  Although  there  is  still 
considerable  disagreement  as  to  the  pro- 
cesses involved  in  blood  coagulation,  many 
believe  that  the  prevention  and  control  of 
postoperative  hemorrhage  is  now  much 
nearer  a happy  solution. 

NASAL  HEMORRHAGE 

In  the  consideration  of  nasal  hemorrhage 
the  blood  supply  of  the  nasal  mucosa  should 
be  recalled.  The  chief  source  of  supply  is 
from  the  sphenopalatine  and  facial  arteries 
which  are  derived  from  the  external  carotid 
artery.  Approximately  the  upper  one-fourth 
of  the  nasal  mucosa  is  supplied  by  the 
anterior  and  posterior  ethmoidal  arteries 
which  are  branches  of  the  ophthalmic  artery, 
the  latter  springing  from  the  internal 
carotid  artery. 

The  prevention  of  nasal  hemorrhage  is 
frequently  impossible  except  in  the  post- 
operative type.  The  preoperative  measures 
employed  in  tonsil  and  adenoid  surgery 
apply  equally  well  in  nasal  surgery  and  will 
be  discussed  later. 

The  control  of  nasal  hemorrhage  depends 
■on  its  etiology.  Simple  epistaxis  results 
from  a break  in  the  terminal  branches  of 
the  sphenopalatine  artery  or  the  accompany- 
ing veins.  It  may  result  from  ulceration  of 
any  portion  of  the  nose  but  most  commonly 
the  nasal  septum  is  involved  and  usually  in 
the  anterior  lower  part  known  as  Kiessel- 
bach’s  area.  Such  ulceration  may  be  of  trau- 
matic origin  or  may  be  due  to  syphilis,  tuber- 
culosis, leprosy  or  neoplasms,  both  malig- 
nant and  nonmalignant.  Mild  to  severe  epis- 
taxis is  common  in  acute  infectious  diseases, 
cardio-vascular-renal  disease,  cirrhosis  of 
the  liver,  bronchitis,  hemophilia,  purpura, 
pernicious  anemia,  leukemia,  and  many 
others.  Variations  in  the  elasticity  of  the 
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blood  vessel  walls  encountered  in  some  of 
the  above  diseases  is  an  important  factor. 

Each  physician  has  his  own  favorite 
method  of  controlling  nasal  hemorrhage.  I 
shall  outline  my  method  and  others  which 
are,  no  doubt,  equally  effective.  Slight  or 
moderate  bleeding  is  usually  controlled  by  a 
cotton  pack  saturated  with  equal  parts  of 
2 per  cent  pontocaine  and  1:1,000  adrenalin 
chloride.  The  area  is  then  touched  with  50 
per  cent  silver  nitrate,  Monsell’s  solution,  or 
the  electro-cautery.  Care  should  be  taken  to 
treat  the  smallest  area  possible  to  check  the 
bleeding. 

Monson  injected  small  amounts  of  satu- 
rated solution  of  quinine  lactate  at  the  site 
of  hemorrhage.  Riggs  used  a similar  in- 
jection of  quinine  urea  hydrochloride.  Poult 
advised  pinching  the  nose  with  a clothes  pin 
until  the  bleeding  ceases.  Jackson  and 
Coates  used  the  chromic  acid  bead.  Millet 
used  a cotton  glove  finger,  lubricated 
and  placed  in  the  nose,  after  which  the 
finger  was  packed  with  gauze.  Canuyt  ir- 
radiated various  remote  regions  of  the 
body.  Stevens  used  the  rubber  balloon  pack. 
The  use  of  a salt  pork  pack  has  long  been 
preferred  by  some.  In  1931  Peck  first  de- 
scribed the  use  of  moccasin  snake  venom  in 
intractable  nasal  hemorrhage.  The  use  of  ice 
compresses  in  conjunction  with  other  meth- 
ods is  of  value.  In  all  cases  elevation  of 
the  head  or  keeping  the  patient  in  a sitting 
position  takes  some  pressure  from  the  bleed- 
ing vessel.  Electro-coagulation  and  electro- 
cauterization may  be  employed  when  the 
bleeding  point  is  visible.  Recurrent  epistaxis 
can  frequently  be  treated  successfully  by 
Koagamin,  a synthetic  coagulant  compound 
of  oxalic  and  malonic  acids.  It  is  also  of 
value  preoperatively,  2 cc.  being  given  intra- 
venously or  intramuscularly  from  one-half  to 
one  hour  before  the  operation.  In  post- 
operative hemorrhage  2 cc.  may  be  given 
intravenously,  followed  by  2 cc.  intramuscu- 
larly every  hour  if  needed.  A maintenance 
dose  of  2 cc.  intramuscularly  daily  until  heal- 
ing has  occurred  is  sometimes  advisable. 
Hollander  advised  the  use  of  a freshly  pre- 
pared mixture  of  equal  parts  of  antipyrine 
and  tannic  acid.  The  rubbery  precipitate 
may  be  introduced  into  the  nose  on  tampons 
and  left  for  several  days.  If  the  hemorrhage 
is  not  too  severe  it  may  be  checked  with 
vaseline  gauze  strips  which  should  be  re- 
moved in  from  two  to  four  hours.  The  use 
of  vitamin  K and  ascorbic  acid  will  be  dis- 
cussed under  the  control  of  tonsil  and  ade- 
noid bleeding. 

Nasal  hemorrhage  may  at  times  become 
persistent,  requiring  more  radical  treatment. 
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Nasal  and  postnasal  packs  should  be  avoided 
whenever  possible.  Here  I would  like  to 
sound  a warning  regarding  the  use  of  oxi- 
dized cellulose  gauze  in  the  nose.  If  used  at 
all  it  should  be  thoroughly  soaked  with 
thrombin  and  not  packed  too  tightly.  I have 
had  2 cases  of  septal  perforation  with  a pre- 
viously intact  septal  cartilage  following  the 
use  of  this  gauze.  If  packs  are  deemed  neces- 
sary, I employ  .5  inch  plain  gauze  or  cotton. 
If  I anticipate  packing  the  entire  nostril,  the 
first  6 inches  of  gauze  is  saturated  with  a 
solution  of  1 part  Monsell’s  solution  to  3 
parts  1 : 1,000  adrenalin  chloride.  I have  been 
unable  to  obtain  oxidized  cellulose  cotton,  but 
I understand  it  is  much  less  irritating  than 
any  gauze. and,  like  oxidized  gauze,  it  does 
not  have  to  be  removed.  In  those  cases  in 
which  the  bleeding  point  is  not  visible  it  can 
sometimes  be  located  with  the  naso-pharyn- 
goscope  after  bleeding  has  been  temporarily 
checked  with  adrenalin  chloride. 

Occasionally  traumatic  nasal  hemorrhage 
presents  a serious  problem  and  requires 
prompt  action.  One  of  my  cases  of  a few 
years  ago  will  illustrate  this  point. 

V.  L.,  a 26  year  old  man,  was  struck  on  the  fore- 
head by  a cotton  seed  crusher  in  a cotton  oil  mill. 
He  was  brought  to  the  hospital  bleeding  profusely 
from  both  nostrils.  No  fracture  could  be  demon- 
strated. Nasal  and  postnasal  packs  checked  the 
hemorrhage  briefly;  then  blood  would  fill  an  emesis 
basin  in  a few  minutes  through  the  packs.  The 
bleeding  points  could  not  be  seen.  Within  a few 
days  four  transfusions  were  necessary.  It  was  then 
decided  to  ligate  the  left  external  carotid  artery. 
This  was  done  without  any  notable  cessation  in  the 
bleeding.  The  left  common  cai’otid  artery  was  then 
ligated  and  within  a few  minutes  he  bled  about  8 
ounces  from  the  left  nostril.  More  transfusions 
followed  and  the  patient  made  a stormy  recovery 
complicated  by  bilateral  acute  suppurative  otitis 
media  and  acute  mastoiditis  requiring  operation. 

Here  the  break  was  probably  in  one  of  the 
ethmoidal  arteries  and  some  hemorrhage  oc- 
curred immediately  after  ligation  of  the 
common  carotid  because  of  the  anatomic 
efficiency  of  the  circle  of  Willis.  Ligation  of 
the  anterior  and  posterior  ethmoidal  arteries 
would  probably  have  been  the  better  pro- 
cedure. 

In  nose  and  throat  hemorrhage  the  value 
of  thromboplastic  agents  is  doubtful.  It  is 
difficult  to  keep  fibrin  foam  in  contact  with 
the  affected  area  long  enough  to  be  effective. 
Small  transfusions  are  of  value  in  many 
cases  as  are  intramuscular  injections  of  10 
cc.  of  the  patient’s  own  blood  or  that  of  a 
donor. 

POSTOPERATIVE  TONSIL  AND  ADENOID 
HEMORRHAGE 

The  pharyngeal  and  faucial  tonsils  are 
supplied  by  the  lingual,  internal  maxillary, 


ascending  and  descending  pharyngeal,  and 
palatine  arteries,  ultimate  branches  of  the 
external  carotid.  They  anastomose  freely 
around  the  faucial  tonsils  and  in  the  naso- 
pharynx and  are  not  always  constant. 

Prior  to  a tonsillectomy  and  or  adenoidec- 
tomy  a complete  blood  count  and  determina- 
tion of  bleeding  time,  coagulation  time,  pro- 
thrombin time,  and  ascorbic  acid  content  are 
desirable  although  not  always  practicable. 
Certainly  a blood  count  and  coagulation  time 
test  should  be  done  and  a careful  history  as 
to  previous  bleeding  should  be  taken.  It  is 
disconcerting  to  the  surgeon  to  have  the  pa- 
tient inform  him  just  after  the  operation 
that  it  was  necessary  to  give  him  a trans- 
fusion a few  months  previously  following  the 
extraction  of  a tooth. 

Dr.  Harry  Neivert  and  Professor  John  D. 
Kernan,  at  the  Pharyngology  Research  Lab- 
oratory of  Columbia  University,  have  con- 
tributed some  valuable  information  regard- 
ing postoperative  tonsil  and  adenoid  hemor- 
rhage. Similar  work  has  been  done  by  Dr. 
Rudolf  Singer,  formerly  of  Vienna,  as  well 
as  by  others  who  noted  the  much  greater 
percentage  of  postoperative  tonsil  and  ade- 
noid hemorrhage  in  the  United  States  as 
compared  with  that  encountered  in  Europe. 
In  comparing  postoperative  procedures  em- 
ployed here  and  abroad,  it  was  observed 
that  while  great  quantities  of  acetylsalicylic 
acid  are  consumed  in  the  United  States,  the 
drug  of  choice  in  central  Europe  is  amino- 
pyrine.  Considering  all  reports  available, 
secondary  hemorrhage  occurs  in  from  5 to 
10  per  cent  of  the  cases.  Neivert  was  able 
to  reduce  the  incidence  of  secondary  hemor- 
rhage to  1.4  per  cent  in  283  cases  by  the 
addition  of  vitamin  K to  acetylsalicylic  acid 
following  tonsillectomy  and  adenoidectomy. 

The  isolation  of  vitamin  K in  relatively 
pure  form  by  Dam  in  1939  is  a triumph  of 
modern  chemistry.  He  designated  it  the 
“Koagulations  Vitamin”  or  vitamin  K.  The 
subsequent  discovery  of  the  various  quinones 
with  vitamin  K activity  gave  us  among  other 
preparation,  synkayvite,  which  has  proved 
valuable  in  restoring  plasma  prothrombin  to 
normal  level.  This  effect  is  reduced  in  liver 
damage  and  following  the  use  of  salicylates, 
sulfonamides,  and  certain  anticoagulants 
such  as  dicumarol.  In  such  cases  a pro- 
thrombin determination  is  essential  before 
and  after  the  administration  of  vitamin  K 
prior  to  surgery.  A new  method  of  prothrom- 
bin determination  employing  thromboplastin 
maltine  has  greatly  facilitated  this  proce- 
dure. 

Considering  the  work  which  has  been  done 
by  Neivert,  Singer,  Rapaport,  Meyer,  Camp- 
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bell,  and  a number  of  others,  physicians  can- 
not ignore  the  fact  that  the  administration 
of  salicylates  produces  hypoprothrombin- 
emia  and  hypocoagulability  of  the  blood. 
Inquiry  should  be  made  regarding  the  in- 
gestion of  such  drugs  prior  to  nose  and 
throat  surgery.  If  such  drugs  have  been 
taken,  a prothrombin  determination  should 
be  done.  If  possible,  salicylates  are  elimi- 
nated and  the  patient  is  given  synkayvite 
(tetrasodium  methyl-1,  4-naphthahydro- 
quinone  diphosphoric  acid  ester  tetrasodium 
salt)  20  mg.  daily  for  five  days  prior  to 
surgery. 

It  is  hardly  tenable  that  one  particular 
instrument  or  technique  is  superior  to  all 
others  in  performing  a clean  operation  with 
a minimum  of  trauma.  There  is  no  doubt 
that  excessive  trauma  predisposes  the  pa- 
tient to  avoidable  hemorrhage  and  that  such 
trauma  should  be  avoided.  A dry  field 
should,  of  course,  be  obtained  before  the  pa- 
tient leaves  the  table.  I prefer  to  suture  all 
vessels  which  show  a cut  end  or  which  have 
been  damaged. 

Occasionally  excessive  adenoid  bleeding  is 
encountered  either  before  the  patient  leaves 
the  table  or  within  a few  hours.  Postnasal 
packs  should  be  avoided  if  possible.  For  sev- 
eral years  I have  employed  a postnasal  in- 
jection, using  a curved  tonsil  needle,  of  1 
per  cent  procaine  with  30  drops  of  1 : 1,000 
adrenalin  chloride  to  the  ounce.  This  dries 
the  field  and  the  application  of  a small 
amount  of  Monsell’s  solution  to  the  area 
usually  keeps  it  dry.  Seldom  is  it  necessary 
to  repeat  this  injection.  I infrequently  em- 
ploy a general  anesthetic  to  carry  out  this 
procedure  in  children  when  the  hemorrhage 
occurs  some  time  after  the  operation.  The 
same  injection  is  made  in  postoperative  ton- 
sil bleeding  in  children  and  adults.  Usually 
no  suture  is  required  but  if  needed  the  field 
is  already  fairly  dry  and  the  area  anes- 
thetized. 

Since  it  seems  evident  that  the  use  of 
acetylsalicylic  acid  following  tonsillectomy 
and/or  adenoidectomy  definitely  produces 
hypocoagulability  of  the  blood,  I consistent- 
ly use  postoperative  sedatives. 

For  children  I prefer  a suppository  con- 
taining phenobarbital  .06  Gm.,  menadione 
12  mg.,  ascorbic  acid  100  mg.,  and  acetylsali- 
cylic acid  .3  mg.  (Alcon  Laboratories,  Inc.). 
These  may  be  used  every  six  to  eight  hours 
as  necessary.  After  the  first  two  days  a 
tablet  of  menacyl  two  or  three  times  daily 
is  usually  sufficient.  Menacyl  consists  of 
acetylsalicylic  acid  0.33  Gm.,  menadione  0.33 
mg.,  and  ascorbic  acid  33.3  mg. 

For  larger  children  and  adults  I use  a 


powder  containing  codeine  .03  to  .05  GM., 
phenobarbital  .05  Gm.,  synkayvite  12  mg., 
ascorbic  acid  100  mg.,  and  acetylsalicylic 
acid  .6  Gm.  This  powder  is  also  used  follow- 
ing nasal  surgery.  In  cases  where  codeine  is 
not  needed  or  not  tolerated  I give  adults  two 
menacyl  tablets  several  times  daily.  In  se- 
vere hemorrhage  the  use  of  morphine  is  in- 
dicated provided  it  does  not  produce  vomit- 
ing. 

Prior  to  the  use  of  menadione  and  syn- 
kayvite I did  not  keep  accurate  records  of 
secondary  postoperative  hemorrhage,  but  I 
am  sure  the  incidence  was  at  least  between 
5 and  10  per  cent  of  all  cases  of  tonsillectomy 
and/or  adenoidectomy.  In  100  consecutive 
cases  using  the  above  suppository  and  pow- 
der I have  had  4 secondary  adenoid  hem- 
orrhages occurring  from  the  second  to  the 
sixth  postoperative  day  and  none  of  any  con- 
sequence. In  this  same  100  cases  I had  1 post- 
operative tonsil  hemorrhage  on  the  fourth 
postoperative  day  which  required  one  injec- 
tion of  novocaine  and  adrenalin  to  control. 

I have  not  often  encountered  postoperative 
nasal  hemorrhage  but  at  times  it  has  been 
annoying  and  severe.  Since  I have  been  using 
this  sedative  powder  I have  had  no  post- 
operative hemorrhage  in  42  cases,  which  in- 
cluded submucous  resections,  intranasal 
sinus  operations,  and  removal  of  nasal 
polyps. 

SUMMARY 

Some  of  the  problems  in  the  prevention 
and  control  of  nose  and  throat  hemorrhage 
have  been  stated  and  some  methods  employ- 
ed to  combat  these  problems  have  been  de- 
scribed. Hypoprothrombinemia  may  be  in- 
duced by  the  ingestion  of  the  salicylates  and 
can  be  overcome  by  the  use  of  vitamin  K. 
The  use  of  vitamin  C before  and  after  sur- 
gery aids  the  healing  process  and  reduces 
postoperative  hemorrhage. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Palmer  M.  Archer,  Houston:  In  presenting 
this  paper  on  the  prevention  and  control  of  nose 
and  throat  hemorrhage,  the  essayist  has  given  a 
masterly  resume  of  the  newer  methods  of  influenc- 
ing the  coagulability  of  blood  and  has  added  just 
enough  personal  observation  to  make  the  subject 
instructive.  It  is  regrettable  that  he  did  not  deal  a 
little  more  with  the  behavior  of  the  blood  vessels 
themselves.  Surgical  wounds  are  either  dry  or 
moist;  the  conduct  of  the  former  is  rather  academic, 
but  the  latter  offers  difficulties. 

Let  us  assume  we  are  dealing  with  an  operative 
tonsil  fossa.  Normally,  when  blood  vessels  are 
severed  and  the  larger  ones  controlled,  the  smaller 
ones  and  the  capillaries  immediately  retract  into 
the  underlying  tissues  where  they  remain  for  a 
period  of  time  varying  from  moments  to  two  hours, 
after  which  they  attempt  to  regain  their  original 
position.  It  is  in  this  interval  that  the  intravascular 
and  extravascular  elements  mingle  to  produce  coagu- 
lation. As  the  clot  organizes,  the  soft  pliable  ves- 
sels become  immobilized  and  the  blood  serum  is 
squeezed  out.  The  surgeon  helps  this  situation  by 
sponge  pressure,  or,  if  he  thinks  the  extirpated 
tonsil  will  act  like  muscle  tissue  in  adding  throm- 
boplastic  elements,  he  may  use  it  in  lieu  of  the 
sponge.  Vessels  lacking  in  elasticity  tend  to  return 
to  the  wound  surface.  Surgeons  have  all  left  a ton- 
sil fossa  dry  only  to  return  in  a few  moments  to 
find  it  bathed  in  blood.  This  phenonomen  may  be  a 
caution  against  too  much  speed  in  operating. 
Bleeders,  crushed  or  tied,  do  not  enjoy  the  benefit 
of  muscle  enzymes,  but  must  depend  solely  on  their 
own  contained  clots.  For  this  reason  sutures  should 
assure  a flatter  wound.  Shreds  of  veins  and  vessels 
rent  in  continuity  should  be  excised  since  contraction 
occurs  only  in  lengthwise  fashion.  Fragments  of 
tonsils  and  adenoid  offer  poor  security  for  injured 
vessels.  A clean  smooth  fossa  presents  little  stubble 
for  incorporation  in  the  protective  coagulum,  so  if 
the  latter  becomes  rolled  up  during  convalescence, 
no  uncapped  vessels  should  be  available  for  the 
brisk  bleeding  so  often  encountered. 

Postoperative  hemorrhages  after  the  fifth  day,  at 
the  time  that  tenderness  is  rapidly  disappearing 
from  the  wound  and  indiscretions  in  diet  and  ex- 
ercise are  likely  to  occur,  are  probably  traumatic. 
However,  Dr.  John  Shea  believes  this  complication 
to  be  due  to  invasion  of  the  wound  by  the  Vincent 
group  of  organisms  and  uses  sodium  cacodylate  pre- 
operatively  and  postoperatively ; others  employ  bis- 
muth by  suppository  or  injection.  If  this  theory  be 
correct,  penicillin  should  be  the  drug  of  choice. 

Spontaneous  hemorrhage,  from  even  the  obvious 
anterior  septum,  can  be  troublesome,  and  if  it  is 
repeated  often,  the  physician  should  not  rely  on 
the  cautery  alone.  It  is  far  better  to  elevate  the 
septal  mucous  membrane  and  even  resect  a segment 
of  cartilage  in  order  to  allow  sufficient  slack  for 
the  contraction  of  the  offending  vessel.  In  profuse 
nasal  hemorrhage  excessive  shrinking  may  obscure 


the  bleeding  point,  with  recurrence  likely  sometime 
later.  It  is  more  scientific  in  such  cases  to  pack 
by  tiers  so  that  after  twelve  hours  the  layers  may 
be  patiently  and  cautiously  removed,  thus,  uncover- 
ing the  offending  area.  In  2 cases  of  intractable 
bleeding,  under  the  inferior  turbinate,  only  trans- 
antral  approach  permitted  control  of  the  situation. 
An  ulcerating  malignancy  was  found  in  one  instance. 
It  should  be  emphasized  that  where  the  ligation  of 
vessels  is  demanded,  the  terminal  branches  should 
be  attacked  before  the  main  trunks.  Only  once  have 
I found  it  necessary  to  tie  an  internal  carotid;  the 
patient  immediately  developed  hemiplegia  and  died 
in  a few  days.  Patients  with  excessive  hypertension 
are  not  desirable  surgical  risks.  A man  with  a blood 
pressure  of  over  200  developed  recurrent  bleeding 
from  a tonsil.  Since  malignancy  was  feared,  opera- 
tion seemed  imperative;  after  freely  bleeding  him 
some  hours  prior  to  surgery,  the  tonsil  was  re- 
moved without  mishap,  either  on  the  table  or  after. 

TREATMENT  OF  FRACTURES  IN 
GENERAL  PRACTICE 
L.  C.  POWELL,  M.  D. 

BEAUMONT,  TEXAS 

One  of  the  major  principles  in  treating 
fractures  is  not  to  get  in  too  big  a hurry  to 
set  the  bones.  At  first  examination  of  the 
patient  the  physician  may  be  at  a loss  to 
know  what  is  the  best  thing  to  do  in  this 
particular  case.  If  the  patient  is  in  a state 
of  shock,  it  is  far  more  important  to  treat 
the  shock  rather  than  the  fracture.  When- 
ever the  degree  of  shock  is  out  of  proportion 
to  the  fracture,  the  physician  should  always 
carefully  examine  the  patient  for  some  seri- 
ous injury  other  than  the  fracture.  There 
are  plenty  of  cases  on  record  where  the  doc- 
tor wasted  his  time  treating  the  fracture 
while  the  patient  was  dying  from  shock. 
Blood  plasma  is  beneficial  in  treating  shock, 
in  addition  to  the  other  usual  measures  such 
as  keeping  the  patient  warm  with  blankets, 
administering  morphine  for  pain,  and  requir- 
ing absolute  rest  in  bed  with  the  foot  of  the 
bed  elevated.  Severely  shocked  patients,  es- 
pecially those  with  multiple  injuries,  may  re- 
cover from  shock  in  a few  minutes  if  the 
fracture  sites  are  injected  with  .5  per  cent 
novocaine  solution,  whereas  if  a general  an- 
esthetic is  given,  the  patient  may  die  on  the 
fracture  or  operating  table. 

When  possible,  roentgenograms  should  be 
made  of  all  fractures  before  and  after  re- 
duction, not  only  because  of  the  great  help  in 
the  proper  treatment  of  a fracture,  but  also 
for  a permanent  record,  as  many  patients  go 
to  court,  especially  in  industrial  cases,  and 
there  is  always  the  possibility  of  a libel  suit 
against  the  physician  for  malpractice.  An- 
other roentgenogram  should  be  taken  on  the 
removal  of  fixation  splints  or  the  application 
of  a fresh  plaster  cast,  and  a final  picture 
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at  the  end  of  treatment.  The  roentgenogram 
can  be  used  as  proof  that  the  bone  is  really 
broken.  Often  some  member  of  the  family 
says,  “Doctor,  the  bone  is  not  broken  is  it? 
Just  fractured  a little?”  Many  do  not  seem 
to  know  the  exact  meaning  of  the  word 
fracture.  There  should  be  both  anterior- 
posterior  and  lateral  view  roentgenograms  as 
a fracture  may  look  good  in  one  view  and 
bad  in  the  other.  Even  the  best  roentgeno- 
grams are  valueless  if  the  doctor  who  makes 
them  is  not  able  to  read  them,  and  if  he  is 
unable  to  do  so,  he  should  get  some  competent 
radiologist  to  interpret  them  for  him.  Some- 
times valuable  information  in  fractures,  es- 
pecially in  children,  can  be  obtained  by 
making  roentgenograms  of  the  bones  of  the 
uninjured  side  for  comparison. 

It  many  instances  the  patient  cannot  af- 
ford a roentgenogram  or  he  must  be  carried 
a considerable  distance  to  obtain  one.  There 
are  many  cases  in  which  a satisfactory  di- 
agnosis can  be  made  from  the  subjective 
symptoms : history  of  the  case,  pain,  and 
tenderness,  and  the  objective  symptoms:  de- 
formity, swelling,  ecchymosis,  abnormal 
mobility,  and  crepitus.  However,  the  general 
practitioner  should  insist  upon  having  a 
roentgenogram  where  there  is  the  slightest 
doubt  in  his  own  mind  as  to  the  diagnosis, 
and  he  should  never  ignore  the  patient’s  re- 
quest for  a roentgenogram  even  when  he  is 
satisfied  that  it  is  not  necessary,  because 
none  of  us  is  infallible.  A doctor  is  apt  to  be 
sorry  that  he  did  not  obtain  a roentgenogram 
immediately  in  certain  instances,  but  he  will 
never  regret  having  obtained  one.  Some 
doctors  prefer  to  use  the  fluoroscope  instead 
of  the  roentgen  ray.  Those  who  prefer  to  use 
the  fluoroscope  should  remember  not  to  use 
too  violent  a force  in  attempting  to  get  exact 
anatomic  end  to  end  apposition  and  should 
also  bear  in  mind  the  danger  of  roentgen- 
ray  burns  to  their  hands. 

In  treating  compound  fractures,  the  wound 
should  be  thoroughly  cleansed  before  any  at- 
tempt is  made  at  reduction  of  the  fracture. 
Frequently,  pieces  of  clothing,  grass,  gravel, 
and  other  foreign  material  are  caught  in  the 
jagged  and  rough  ends  of  bone  and  are 
ground  deep  into  the  soft  tissues.  Several 
years  before  the  discovery  of  the  sulfa  drugs 
and  penicillin,  I had  the  pleasure  of  hearing 
Dr.  John  J.  Moorhead,  associate  professor 
of  surgery,  New  York  Post  Graduate  Medical 
School  and  Hospital  (who  wrote  a good  book 
on  traumatic  surgery),  lecture  on  compound 
fractures.  He  emphasized  the  proper  use  of 
soap  and  water  by  saying,  “I  use  soap  and 
water,  soap  and  water,  soap  and  water,  and 
more  soap  and  water,  and  then  I do  not  care 


what  color  of  lipstick  or  bluing  you  use  on 
the  wound”  (referring  to  mercurochrome, 
merthiolate,  mercresin,  gentian  violet,  and 
so  forth) . 

In  compound  wounds  all  bruised  and  torn 
edges  should  be  cut  away.  The  wound  may  be 
closed  with  sutures  in  some  cases.  However, 
it  is  dangerous  to  close  a wound  without 
first  removing  all  tissues  the  vitality  of 
which  has  been  injured.  It  is  not  enough  to 
trim  up  to  the  skin  edges  and  suture  as  se- 
vere cellulitis,  gas  gangrene,  tetanus,  or 
edema  may  result.  When  large  masses  of 
muscle  have  been  injured  by  direct  crushing 
and  deep  cavities  remain,  a drainage  tube 
should  be  inserted  and  left  for  two  or  three 
days.  Such  drains  should  not  be  brought  up 
through  the  wound,  but  through  a fresh 
opening  in  healthy  skin,  and  should  also  be 
brought  through  the  most  dependent  part. 

Often  the  severest  crushing  injuries  can 
be  treated  without  amputation  providing 
the  limb  is  warm  and  a pulse  can  be  felt.  The 
wound  should  remain  exposed.  This  can  be 
done  by  bridging  the  cast.  I am  of  the  opinion 
that  penicillin  should  be  given  hypoder- 
matically  every  three  hours  until  danger  of 
infection  has  passed,  and  some  form  of  sulfa 
powder  or  crystals  should  be  placed  in  the 
wound.  Those  patients  who  have  been  im- 
munized with  tetanus  toxoid  should  have  a 
booster  dose,  especially  if  it  has  been  more 
than  six  months  since  the  immunization.  Pa- 
tients who  have  not  had  the  tetanus  toxoid 
should  be  given  tetanus  antitoxin  after 
making  proper  skin  tests  to  see  if  they  are 
allergic  to  antitoxin. 

REDUCTION 

After  the  wound  has  been  thoroughly 
cleansed,  and  roentgenograms  have  been 
made,  the  physician  is  ready  to  attempt  re- 
duction of  the  fracture.  Due  care  should  be 
taken  not  to  injure  important  nerves  and 
blood  vessels  as  serious  injury  to  these  parts 
can  be  done  by  sharp,  jagged  ends  of  bone. 
Also,  care  should  be  taken  to  see  that  no  soft 
tissue  gets  between  the  ends  of  the  bones  as 
this  will  prevent  union  even  though  the  frag- 
ments are  in  good  alignment.  Of  course,  the 
patient  should  be  thoroughly  relaxed  by 
proper  anesthesia,  the  type  of  anesthetic 
varying  with  the  individual  case.  Good  func- 
tion is  the  main  thing  sought  after.  It  is  im- 
portant to  know  that  good  function  can  be 
achieved  without  perfect  anatomic  end  to 
end  fixation  so  long  as  the  general  weight 
bearing  line  is  good. 

The  method  of  treating  the  fracture  varies 
with  the  individual  physician.  Some  sur- 
geons prefer  open  reduction  in  practically  all 
cases  whereas  other  surgeons  prefer  closed 
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reduction  in  practically  all  cases.  My  opinion 
is  that  in  the  great  majority  of  cases  the 
general  practitioner  should  choose  the  closed 
method.  Far  less  traction  is  needed  in  achiev- 
ing reduction  if  angulation  and  manipulation 
are  used  with  proper  relaxation  of  the  mus- 
cles and  tendons  under  good  anesthesia. 

After  the  fracture  has  been  reduced,  due 
care  should  be  exercised  in  application  of 
the  cast.  Not  all  fractures  have  to  be  set, 
for  example,  fractures  of  the  skull,  linear 
fractures  of  long  bones,  and  rib  fractures, 
but  it  is  essential  that  any  fracture  requiring 
reduction  should  be  accurately  set  before  any 
form  of  fixation  is  applied.  It  is  frequently 
more  difficult  to  maintain  good  position  than 
it  is  to  reduce  the  fracture.  Displacement  is 
brought  about  by  contraction  and  spasm  of 
the  muscles.  Every  movement  in  a recent 
fracture  (unless  there  is  injury  to  the  nerve 
supply)  causes  pain  and  produces  reflex 
muscle  spasm.  When  the  spasm  of  muscles 
has  been  abolished,  their  tension  must  be 
counteracted,  which  can  be  done  if  the  joints 
are  placed  in  a position  midway  between 
flexion  and  extension. 

FIXATION 

Before  applying  a plaster  of  paris  cast, 
pressure  points  such  as  the  heel,  condyles, 
and  tuberosities  must  be  protected  by  the  use 
of  cotton  batting,  felt,  and  stockinet.  The 
average  doctor  is  more  likely  to  place  too 
little  padding  over  pressure  points  rather 
than  too  much.  However,  it  is  just  as  bad 
technique  to  overpad  a part  and  then  place 
a loose  plaster  of  paris  cast  around  it  as  it 
is  to  neglect  the  padding  and  produce  pres- 
sure sores  as  a result.  If  too  much  padding 
is  used,  it  soon  becomes  compressed,  the 
fractured  bones  move  around  in  the  plaster, 
and  fixation  is  inadequate ; not  only  this,  but 
a loosely  fitting  cast  is  less  comfortable  and 
may  even  result  in  pressure  sores  because 
of  the  movement  of  the  limb.  A plaster  of 
paris  bandage  should  be  applied  smoothly 
with  even  tension.  It  should  be  tight  enough 
so  that  it  sets  snugly  to  the  patient,  and 
care  should  be  taken  that  when  it  is  tightened 
there  is  even  pressure  across  the  full  width 
of  the  plaster  bandage  to  avoid  cutting  in  at 
some  point  and  causing  a pressure  sore.  It 
is  important  that  the  patient’s  limb  be  main- 
tained in  good  position  until  the  plaster  sets ; 
movement  may  cause  breaking  of  the  plaster 
cast  or  a wrinkle  in  its  surface  which  will 
result  in  a pressure  sore  later.  Also  in  apply- 
ing plaster  casts  it  is  necessary  to  avoid  keep- 
ing the  hands  in  one  place  and  making  in- 
dentations in  the  plaster  as  these  indentations 
tend  to  remain  and  make  pressure  sores  and 
sloughing  after  the  plaster  is  set.  The  cast 


should  be  thick  enough  that  it  will  not  break 
easily,  yet  not  too  heavy.  Proper  allowance 
should  be  given  to  possible  swelling  after  the 
application  of  the  cast.  If  the  cast  becomes 
too  tight  it  must  be  loosened,  and  frequently 
after  swelling  has  subsided,  the  cast  may  be- 
come too  loose  and  a new  cast  must  be  sup- 
plied. Serious  damage  has  been  known  to  oc- 
cur from  putting  a cast  on  too  tight  and  leav- 
ing it  too  long.  For  example,  I know  about  a 
young  lady  upon  whose  arm  a cast  was  ap- 
plied. Swelling  set  in,  causing  the  cast  to  be- 
come too  tight.  The  cast  was  left  on  too  long 
and  Volkmann’s  contracture  developed,  re- 
sulting in  a hand  and  forearm  which  will  be 
crippled  for  the  rest  of  her  life. 

Constant  improvements  are  being  made  in 
material  used  for  the  cast.  Water  is  a weak- 
ening factor  in  a drying  cast.  Casts  with 
minimum  water  content  dry  faster,  and  tests 
show  they  are  stronger  and  more  dependable 
during  the  drying  period.  In  this  modern  age 
of  plastic  material  almost  anything  can  hap- 
pen. Already  there  is  a new  material,  fiber 
glass,  used  in  making  casts  which  are  strong- 
er yet  much  lighter  than  plaster  of  paris 
casts.  The  fiber  glass  is  light  and  cool,  and 
is  six  times  lighter  than  plaster.  This  knit 
plaster  cast  is  porous,  admits  light  and  air,  is 
not  affected  by  water,  allows  freedom,  and 
provides  a greater  comfort  and  protection 
for  the  patient.  Waterproof  stockinet  and 
thin  waterproof  felt  also  are  now  available. 

Several  times  during  the  year,  various 
salesmen  representing  the  splint  manufac- 
turers call  upon  the  general  practitioner  with 
new  gadgets  for  certain  fractures.  Some  of 
these  are  good  and  some  are  bad.  The  gen- 
eral practitioner  will  do  well  to  stick  to  the 
more  simple  splints  and  appliances. 

Any  kind  of  splinting  or  fixation  is  only 
temporary  and  must  be  removed  when  the 
bones  are  capable  of  functioning,  that  is,  the 
bony  union  is  firm. 

The  physician  in  the  smallest  town  may  be 
suddenly  called  to  the  aid  of  a patient  suf- 
fering a severe  fracture.  He  should  know 
how  to  transfer  the  patient  to  a hospital  with 
the  least  possible  additional  injury  should 
hospitalization  be  necessary.  It  is  not  my  be- 
lief that  the  time  will  come  in  general  prac- 
tice when  all  fracture  cases  will  be  treated 
by  specialists,  but  it  is  my  opinion  that  every 
general  practitioner  should  be  able  to  recog- 
nize the  possible  occurrence  of  complications 
and  deformities  in  certain  fractures.  In  order 
to  safeguard  himself  and  to  give  his  patient 
the  best  possible  care,  he  should  procure  the 
opinion  and  the  aid  of  a specialist  when 
necessary.  Fractures  of  the  skull  and  face  are 
more  apt  to  require  a specialist. 


1948 


FRACTURES  IN  GENERAL  PRACTICE— POWELL 


443 


The  bones  most  frequently  fractured  are 
(1)  phalanges,  (2)  metacarpals,  (3)  clavicle, 
(4)  radius,  (5)  humerus,  (6)  fibula,  (7) 
tibia,  all  of  which  can  usually  be  successfully 
treated  by  the  general  practitioner,  and  in 
addition  to  these,  (8)  fractures  of  ribs,  (9) 
green  stick  fractures  of  long  bones,  and  (10) 
fractures  of  the  pelvis  in  which  no  serious 
damage  has  been  done  to  the  internal  viscera. 

Fractures  are  more  common  in  the  male 
and  in  those  from  10  to  50  years  of  age,  for 
during  this  period  of  life  a person  is  more 
active  and  exposed  to  injury.  Also,  old  age  is 
a predisposing  cause  of  fractures  as  the 
structure  of  various  bones  changes  with  age. 
In  senility  there  are  many  persons  with 
rather  marked  osteoporosis  which  affects  es- 
pecially the  upper  end  of  the  femur  and 
humerus  and  lower  end  of  the  radius,  making 
these  bones  more  susceptible  to  fracture  by 
relatively  slight  violence.  It  should  always 
be  borne  in  mind  in  treating  fractures  of 
the  aged  that  old  people  are  more  apt  to  de- 
velop pneumonia  from  staying  in  bed  too 
much.  Therefore,  while  confined  to  bed,  they 
should  be  turned  as  often  as  consistent  with 
good  treatment  of  the  fracture  and  should  be 
encouraged  to  get  out  of  bed  as  soon  as 
feasible. 

Most  of  the  cases  of  epiphyseal  separation 
occur  between  the  ages  of  6 and  12  at  a time 
when  the  epiphyses  are  rather  large  and  the 
cartilage  is  relatively  soft,  this  being  the 
period  of  active  growth.  The  differential  di- 
agnosis between  epiphyseal  separation  and 
fracture  cases  in  many  instances  can  be  made 
only  by  the  roentgen-ray.  In  the  treatment  of 
epiphyseal  separation  it  is  advisable  that 
anatomic  reduction  be  obtained  when  pos- 
sible, otherwise  deformity  may  occur  as  a 
result  of  abnormal  growth  at  the  site  of  sep- 
aration. It  is  important  that  the  general 
practitioner  warn  the  parents  that  occasion- 
ally after  epiphyseal  separation  a disturb- 
ance of  growth  in  the  bone  may  result  in 
shortening  or  even  abnormal  lengthening  in 
rare  instances.  When  these  growth  disturb- 
ances occur  they  are  serious  and  demand  op- 
erative interference.  Therefore,  the  general 
practitioner  should  always  let  the  parents 
know  that  such  deformities  do  occur  and  that 
they  may  occur  despite  proper  treatment. 

A slight  deformity  in  a joint  fracture  may 
result  in  disproportionate  disability.  Loss  of 
function  varies  in  different  fractures  and  in 
different  persons  with  the  same  kind  of 
fracture.  In  incomplete  or  impacted  fracture 
the  loss  of  function  may  be  relatively  slight. 
Sometimes  a patient  can  and  will  walk  on 
an  impacted  fracture  of  the  upper  end  of 
the  femur  or  with  a fracture  of  the  shaft  of 


the  fibula  and  thus  be  misled  in  believing 
that  he  does  not  have  a fracture.  There  is  a 
common  belief  among  the  laity  that  it  is  im- 
possible to  walk  on  a fractured  bone.  Some 
people  believe  that  there  is  no  fracture  if 
they  can  even  move  the  limb. 

The  fear  of  stiffness  of  the  joints  often 
causes  the  fixation  splinting  to  be  removed 
too  soon.  The  period  allowed  for  bony  union 
is  much  too  short.  Three  to  four  weeks  is 
commonly  accepted  for  the  forearm.  How- 
ever, according  to  Bohler,  transverse  frac- 
tures through  the  middle  of  the  radius  are 
rarely  firm  in  less  than  eight  weeks  and  fre- 
quently require  much  longer  time.  Trans- 
verse fractures  of  the  tibia  in  the  middle 
third  are  never  firm  in  six  weeks  but  require 
ten  weeks  or  more.  The  results  to  be  guarded 
against  in  any  fracture  are  shortening, 
bending,  distortion,  stiffness  of  the  joints, 
atrophy  of  the  muscles,  and  chronic  swelling. 
Shortening,  angulation,  and  deformity  can 
be  prevented  if  the  fragments  are  properly 
replaced  and  held  in  position  until  firm  union 
has  occurred.  Stiffness  is  most  effectively 
prevented,  particularly  in  fractures  near  the 
joints,  by  accurate  replacement  of  the  frag- 
ments and  by  avoiding  too  early  movements 
which  may  disturb  this  position.  Passive 
movements  and  massage  begun  too  early  are 
particularly  harmful  in  these  cases  because 
it  is  possible  to  carry  them  out  only  if  the 
fixation  is  removed  and  immobilization  in- 
terrupted. The  fear  that  long  continued  im- 
mobilization of  a portion  of  the  limb  will 
lead  to  muscle  wasting  is  unfounded  because 
the  muscles  are  apt  to  work  and  contract 
strongly  without  movements  of  the  joint  sur- 
faces. Risak  pointed  out  that  articular  cartil- 
ages do  not  suffer  by  immobilization  lasting 
several  months.  Pulmonary  embolism  may 
be  brought  about  by  massage  of  the  recent 
injuries.  The  use  of  massage  and  passive 
movements  in  all  conditions  of  recent  injury 
or  inflammation  are  harmful. 

The  limb  is  generally  not  capable  of  its 
full  use  when  the  bony  fragments  have  just 
united  in  good  position.  Young  patients  may 
return  to  work  in  a few  weeks.  It  is  necessary 
to  allow  older  persons,  especially  those  with 
a fracture  of  femur  or  tibia,  from  two  to  six 
months  longer  before  hard  work  can  be  un- 
dertaken. In  spite  of  good  position  of  the 
fragments,  in  spite  of  exercise  of  the  limb 
during  the  period  of  immobilization,  the 
muscles  have  become  weak  and  the  lower  leg 
swollen.  If  physiotherapy  is  carried  out  in 
the  right  manner  and  begins  only  when  the 
bones  have  properly  united,  no  damage  can 
be  done,  and  the  injured  man,  particularly 
when  he  is  insured,  has  a feeling  that  some- 
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thing  is  being  done  for  him.  Massage  and 
passive  movements  employed  too  early  inter- 
fere with  the  rest  necessary  for  healing  and 
cause  pain. 

In  all  recent  injuries,  general  health  is 
affected  by  pain.  The  effects  are  not  only  in 
the  physical  being  but  in  the  morale.  The 
limb  is  not  used  because  it  is  painful ; there- 
fore bone  and  muscle  wasting  occur  quickly. 
When  a proper  splint  or  cast  or  traction  is 
applied,  the  pain  disappears,  the  limb  can  be 
moved,  the  patient  himself  is  no  longer  ill, 
and  for  this  reason  muscle  and  bone  wasting 
does  not  occur  to  any  noticeable  extent.  If  it 
is  already  present,  it  disappears  to  a large 
extent.  Full  recovery  also  depends  on  age. 
Naturally  the  young  patients  and  athletes 
will  recover  sooner  than  older  people,  es- 
pecially persons  with  a tendency  to  varicose 
veins  and  short,  heavy  set  persons.  It  is  fre- 
quently amazing  how  quickly  all  traces  of 
disability  will  melt  away  like  snow  in  the  hot 
sunshine  in  compensation  cases  after  the 
patient  has  received  final  payment  from  the 
insurance  company. 

SUMMARY 

Angulation  and  manipulation  rather  than 
brute  force  should  be  used  in  reduction  of 
fractures.  Osteoporosis  is  a factor  in  etiology 
of  fractures  and  delay  in  restoration  of  func- 
tion. A method  of  treating  compound  frac- 
tures is  described.  The  technique  of  applying 
a cast  or  fixation  splint  is  given  in  detail. 
The  roentgenogram  is  a valuable  aid  in  ob- 
taining proper  reduction  of  fractures  and  of 
keeping  the  fragments  in  good  position  until 
bony  union  has  occurred,  thus  insuring  good 
function. 
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ABSTRACT  OF  DISCUSSION 

Dr.  W.  E.  Whig-ham,  McAllen:  I agree  with  Dr. 
Powell  that  the  majority  of  simple  fractures  can 
and  should  be  handled  by  the  family  doctor  or  the 
general  practitioner.  In  this  age  of  high  speed  auto- 
mobiles, good  roads,  and  good  liquor,  physicians  are 
seeing  many  more  serious,  multiple,  and  compound 
fractures  in  which  the  general  practitioner  would  do 
well  to  call  in  a consultant  or  refer  the  patient  to  a 
specialist. 

All  patients  with  fractures  deserve  a thorough 
examination.  There  may  be  serious  injury  to  soft 
tissues  causing  shock,  or  other  fractures,  not  so 
painful  but  of  a more  serious  nature,  which  are 
easily  overlooked. 

Roentgenograms  are  of  a great  deal  of  value  in 
determining  the  type  and  extent  of  fractures.  I am 
glad  the  essayist  suggested  at  least  three  roentgeno- 
grams  or  series  of  roentgenograms  if  possible:  one, 
perhaps  while  first  aid  is  being  rendered,  a second 


after  reduction  and  immobilization,  and  a third 
when  the  patient  is  dismissed. 

This  is  well  illustrated  by  synopsis  of  a recent 
case.  A 50  year  old  man  was  seriously  injui-ed  in  an 
automobile  accident.  He  had  numerous  bruises  about 
the  head,  neck,  and  chest.  Preliminary  roentgeno- 
grams showed  several  fractured  ribs  which  together 
with  the  soft  tissue  injuries  caused  severe  pain, 
shock,  and  so  forth.  Roentgenograms  of  the  skull  and 
neck  were  negative.  About  a month  later  roentgeno- 
grams showed  a fracture  at  the  base  of  the  skull, 
which  was  not  found  at  first  because  of  the  swelling 
and  contusion.  About  three  months  after  the  accident 
roentgenograms  for  an  indefinite  pain  in  the  neck 
revealed  an  aseptic  necrosis  of  the  body  of  the  fifth 
cervical  vertebra  or  Kummell’s  disease.  The  fitting 
of  a neck  splint  has  relieved  all  his  symptoms. 

In  general  I believe  with  Dr.  Powell  that  the  gen- 
eral practitioner  should  use  the  closed  method  of 
reduction.  However,  there  are  some  apparently 
simple  fractures  which  should  always  be  treated  by 
the  open  method,  as  for  instance  the  olecranon  and 
patella. 

I too  use  local  anesthesia  almost  exclusively  in 
reducing  fracthres  of  the  extremities,  perhaps  pre- 
ceded by  a dose  of  morphine.  Fractures  of  the  femur 
in  an  unusually  muscular  person  are  usually  easier 
reduced  under  spinal  anesthesia. 

Dr.  Powell  makes  a good  point  in  suggesting  that 
after  reduction  the  adjacent  joints  should  be  partly 
flexed  and  immobilized.  I agree  that  the  more  simple 
appliances  and  splints,  especially  plaster  splints,  are 
best  for  immobilization.  I rarely  use  a plaster  cast 
except  for  a fracture  of  the  femur  and  the  humerus 
(hanging  cast). 

It  has  been  my  practice  in  fractures  of  the  ex- 
tremities to  remove  the  splints  and  begin  passive 
motion  fairly  early,  perhaps  within  from  ten  to 
twenty  days  and  repeated  once  or  twice  a week 
although  no  definite  rule  can  be  given  for  this  pro- 
cedure. I have  subscribed  to  the  belief  that  this  pre- 
vented much  fibrocytis  and  muscle  wasting  and  thus 
restored  normal  function  earlier. 

Dr.  Lowell  S.  Goin,  Los  Angeles:  Let  me  urge  that 
the  fluoroscope  not  be  used  in  the  diagnosis  or  re- 
duction of  fractures.  Many  fractures  cannot  be 
recognized  by  fluoroscopic  examination  even  in  the 
most  skilled  hands  and  it  is  an  instrument  of  great 
danger.  If  the  physician  must  use  it,  he  should  be 
sure  that  a qualified  physicist  makes  measurements 
at  frequent  intervals  so  that  the  amount  of  radiation 
received  on  the  patient’s  skin  and  on  the  physician’s 
hands  will  be  known.  Also  it  is  well  to  have  an 
integrating  clock  which  will  turn  off  the  roentgen 
ray  after  the  lapse  of  a certain  amount  of  exposure. 


FEVER  THERAPY  IN  SY’PHILIS 

Artificially  produced  fever  increases  the  effec- 
tiveness of  the  seven  and  a half  day  penicillin  treat- 
ment for  syphilis  to  more  than  80  per  cent,  a sub- 
stantial improvement  over  both  penicillin  alone  and 
penicillin  and  mapharsen  in  combination  for  the  same 
period  of  time.  This  valuable  use  of  fever  therapy 
is  described  by  Herman  N.  Bundesen,  M.  D.,  presi- 
dent of  the  Chicago  Board  of  Health,  and  a group 
of  four  doctors  who  assisted  him,  in  an  article  in  the 
July  31  issue  of  The  Journal  of  the  American  Med- 
ical Association. 

In  comparison  with  the  80  per  cent  effectiveness  of 
penicillin  and  fever  therapy  in  seven  and  one-half 
days  their  tests  show  penicillin  70  per  cent  effec- 
tive and  penicillin  given  with  mapharsen  49  per 
cent  effective  against  syphilis  in  seven  and  one- 
half  days.  Fever  therapy,  however,  does  not  cut 
down  on  the  time  required  for  penicillin  treatment, 
the  doctors  found. 
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DIAGNOSIS  AND  TREATMENT  OF 
PROTRUDED  LUMBAR 
INTERVERTEBRAL  DISKS 

CLAUDE  D.  WILSON,  M.  D. 

WICHITA  FALLS,  TEXAS 

Since  the  first  published  report  of  a case 
operated  on  for  protrusion  of  the  interverte- 
bral disk  into  the  neutral  canal  by  Oppenheim 
and  Krause8  in  1909,  this  subject  has  been 
the  source  of  extensive  writing  and  no  little 
controversy  among  neurosurgeons,  orthope- 
dic surgeons,  and  radiologists.  The  earlier 
reports  all  had  to  do  with  cases  showing 
more  or  less  complete  transverse  spinal  cord 
damage,  and  the  removed  disks  were  called 
enchondromas.  Schmorl,  in  his  extensive  re- 
search on  the  spine  published  in  1928,  recog- 
nized protrusions  of  the  intervertebral  disks 
as  of  common  occurrence,  but  did  not  con- 
sider them  to  be  of  neurologic  or  clinical 
significance.  In  recent  years,  protrusion  of 
intervertebral  disks  has  become  recognized 
as  a definite  clinical  entity ; in  fact,  many  or- 
thopedic and  neurosurgeons  now  believe  that 
the  diagnosis  can  be  made  from  the  history 
and  physical  findings  alone  or  even  by  a tele- 
phone conversation  with  the  patient. 

However,  despite  the  granted  existence  of 
this  syndrome  and  the  apparent  ease  of  di- 
agnosis, protruded  intervertebral  disks  are 
still  real  and  serious  problems  with  no  com- 
plete solution  available  to  date.  The  diagnosis 
of  this  condition  offers  only  slight  difficulty, 
but  the  treatment  is  not  yet  mastered.  It  is 
here  that  radiologists  can  play  an  important 
role — not  in  the  actual  treatment,  but  in 
definitely  proving  for  the  surgeon  the  pres- 
ence of  a protruded  disk,  the  extent  of  the 
lesion,  and  whether  the  protrusion  is  single 
or  multiple,  unilateral  or  bilateral. 

Since  so-called  idiopathic  low-back  pain  is 
perhaps  the  most  commonly  encountered 
complaint  in  an  adult  orthopedic  clinic,  and 
since  the  exact  pathologic  changes  which  are 
responsible  for  the  symptom  have  for  the 
most  part  been  unknown  in  the  past,  the 
protrusion  of  an  intervertebral  disk  offered 
a plausible  and  a satisfactory  explanation, 
and  has  been  eagerly  embraced  as  the  answer 
to  the  problem  of  low-back  pain.  There  is, 
indeed,  much  evidence  to  support  this  con- 
tention. There  is  increasing  evidence  to  in- 
dicate that  in  the  overwhelming  majority  of 
patients  presenting  an  idiopathic  low-back 
pain,  the  cause  of  the  pain  is  within  the 
neutral  canal,  and  according  to  Key,4  90  per 

From  the  Wichita  Falls  Clinic-Hospital. 

Read  before  the  Section  on  Radiology  and  Physiotherapy,  State 
Medical  Association  of  Texas  Annual  Session,  Houston,  April 
27,  1948. 
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cent  of  these  cases  have  a lesion  of  the  inter- 
vertebral disk.  Here,  at  least,  is  a definite 
pathologic  entity  which  offers  a possible  ex- 
planation for  the  conditions  previously  loose- 
ly classified  as  low-back  strains,  sacroiliac 
strains,  and  postural  back  pain.  There  are, 
of  course,  those  who  do  not  agree  that  the 
percentage  of  protruded  disks  is  that  high, 
but  all  are  agreed  that  the  condition  is  real, 
frequently  encountered,  and  as  a factor  in 
backache  its  importance  cannot  be  over- 
stressed. 

PATHOLOGY  AND  ANATOMY 

Therefore,  a working  knowledge  of  the 
anatomy  and  pathology  of  the  interverte- 
bral disk  is  especially  important.  The  in- 
tervertebral disk  is  not  a passive,  vestigial 
remnant.  Although,  it  is  undoubtedly  true 
that  the  primitive  notochord  is  the  anlage 
of  the  disks,  the  disks  are  an  active,  living 
structure,  constantly  functioning.  The  disks 
serve  first  as  articulations  between  the 
vertebrae.  Without  the  intervertebral  disks, 
the  spine  would  be  a rigid  structure  and 
could  not  bend  to  meet  the  delicate  needs  re- 
quired by  the  body.  In  addition  to  the  func- 
tion of  connecting  and  articulating  the  ad- 
jacent vertebrae,  the  disk  serves  as  a shock- 
absorber  or  cushion  to  transmit,  modify,  and 
distribute  evenly  the  forces  of  strain.  As 
stated  by  Beadle,  the  disk  “is  a unit  whose 
function  is  to  control  the  continual  and  in- 
finitely various  cross  currents  of  tension, 
pressure,  and  mechanical  shock,  which  inter- 
play with  one  another  as  injurious  agencies 
during  every  moment  of  life.” 

The  normal  spinal  column  contains  twenty- 
three  intervertebral  disks  which  make  up 
roughly  one-fourth  of  the  height  of  the  verte- 
bral column.  The  disks  are  thinnest  in  the 
thoracic  region  and  thickest  in  the  lumbar 
region.  The  disk,  lying  like  a cushion  between 
the  two  adjacent  vertebral  bodies,  is  com- 
posed of  three  distinct  parts:3 

1.  Cartilaginous  plate.  The  hyaline  cartil- 
age plate  covers  the  bone  of  the  vertebra  and 
acts  as  a limiting  plate  caudad  and  cephalad. 

2.  Annulus  fibrosus.  This  arises  from  the 
cartilaginous  plates,  surrounds  the  nucleus 
pulposus,  and  inserts  into  the  anterior  and 
posterior  longitudinal  ligaments  and  into  the 
bone  of  the  vertebrae.  It  gives  size  and  shape 
to  the  disk  and  is  the  seat  of  most  of  its 
strength  and  tenacity. 

3.  Nucleus  pulposus.  This  is  the  semi- 
gelatinous  center  of  the  disk  which  is  encap- 
sulated by  the  annulus.  When  the  annulus  is 
cut,  the  nucleus  swells  out  as  a white  glisten- 
ing body,  indicating  that  the  nucleus  is 
normally  under  tension. 

In  the  development  of  the  spinal  canal,  the 
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vertebrae,  cartilaginous  plates,  and  annulus 
fibrosus  are  derived  from  mesoderm.  The 
nucleus  pulposus  is  derived  from  endoderm, 
a remnant  of  the  notochord.  Neither  the 
primitive  vertebrae  nor  the  provertebrae  cor- 


form  the  adult  vertebra  and  the  notochord 
becomes  extruded  into  the  intervertebral  re- 
gions as  its  canal  gradually  closes. 

Thus,  the  intervertebral  disk  can  be  com- 
pared to  a thick,  rubber  ball,  filled  with 


Fig.  la.  Myelogram  showing  a large  lateral  pressure  defect  at  the  lumbosacral  joint.  The  protruded 
disk  has  been  removed. 

b.  Myelogram  showing  a nerve  root  defect.  Note  the  normal  filling  of  the  right  nerve  root  sheath  at 

the  fifth  lumbar  vertebra  but  the  deformity  and  compression  of  the  corresponding  nerve  root  sheath  on 

the  left. 

c.  Myelogram  showing  a gap  defect.  There  is  midline  protrusion  of  the  disk  with  pooling  of 

pantopaque  above  and  below  the  protrusion. 

^ Myelogram  showing  a block  defect  at  the  lumbosacral  joint.  Oil  seeped  by  from  above  but 

would  not  flow  by  the  defect  from  below. 


respond  to  the  adult  vertebrae,  for  each  pro- 
vertebra divides  horizontally  and  the  caudal 
half  attaches  to  the  cephalad  half  of  the  ad- 
jacent provertebra.  These  halves  unite  to 


fluid,  and  partially  compressed  between  two 
rigid  disks.  When  the  position  of  the  disks 
and  the  distribution  of  the  force  on  them 
change,  the  position  and  shape  of  the  com- 
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pressed  ball  changes  accordingly.  If  the  ball 
is  punctured,  the  fluid  escapes,  the  tension  is 
lost,  and  the  two  disks  are  allowed  to  come 
closer  together.  Flexion  of  the  spinal  column 
causes  an  anterior  compression  of  the  nu- 
cleus, producing  a posterior  displacement  or 
retropulsion  of  the  nucleus,  and  since  the 
fibers  of  the  annulus  are  weakest  posteriorly 
and  laterally,  most  of  the  protrusions  of 
disks  occur  posteriorly  and  laterally.  Fur- 
ther, the  protrusions  occur  most  commonly 
laterally,  because,  although  the  posterior 
longitudinal  ligament  is  weaker  than  the  cor- 
responding anterior  ligament,  the  weakest 
portion  of  the  disk  is  the  lateral  margins. 

It  naturally  follows  that  the  most  frequent 
sites  for  protrusions  to  occur  are  in  the  por- 
tions of  the  spine  where  the  disks  receive 
more  strain  and  shock.  This,  of  course,  is  in 
the  lumbar  and  cervical  regions.  The  lumbar 
disks,  undoubtedly,  receive  more  traumatic 
strain  and  tension  than  any  other  — par- 
ticularly the  fourth  and  fifth  lumbar  disks, 
which  are  the  most  used  and  the  most  abused. 
In  disk  derangement,  physicians  are  dealing 
with  a dual  problem:  (1)  deranged  spinal 
mechanics  and  (2)  nerve  root  irritation  and 
compression. 

ROENTGEN  DIAGNOSIS  OF  PROTRUDED  DISKS 

Despite  the  modern  trend  toward  diagnos- 
ing protruded  disks  by  history  and  physical 
examination  alone,  the  careful  surgeon  will 
also  seek  valuable  aid  from  radiologists. 
Granted  that  ruptured  intervertebral  disk  is 
the  most  common  cause  of  intractable  low- 
back  pain  and  sciatic  pain,  it  is  not  the  only 
cause. 

Routine  Radiography  of  Lumbar  Spine. — 
Every  patient  in  whom  a protruded  disk  is 
suspected  clinically  should  have  a routine 
radiographic  examination  of  that  portion  of 
the  spine.  The  information  gleaned  may  pos- 
sibly be  more  of  a negative  than  a positive 
nature,  since  there  are  no  definitely  pathog- 
nomonic findings.  The  most  frequent  en- 
countered findings  are:  (1)  List  of  the  spine 
to  the  right  or  to  the  left,  more  commonly 
away  from  the  protruded  disk  in  order  to  re- 
lieve the  pressure  on  the  compressed  nerve. 
(2)  Loss  of  the  normal  lordotic  curve,  ap- 
parently the  result  of  muscle  spasm.  (3)  Nar- 
rowing of  the  intervertebral  space.  A normal 
intervertebral  space  does  not  exclude  the 
presence  of  protrusion  nor  does  a slight  re- 
duction definitely  prove  that  the  nucleus 
has  protruded.  The  disk  may  be  damaged  by 
repeated  trauma  before  actual  rupture,  and 
the  nucleus  shows  a considerable  variation 
in  the  thickness  as  water  is  absorbed  or  lost. 
Indeed,  the  disk  shows  degenerative  changes 
earlier  than  any  other  tissue  of  the  body. 


However,  most  patients  with  a long  history 
of  disk  symptoms  show  a bony  proliferation 
and  a narrowing  of  the  cartilage  space.1 
(4)  Anomalies.  The  lumbosacral  region  of 
the  spine  is  the  most  frequent  site  of  anom- 
alies, such  as  spina  bifida  occulta,  lumbariza- 
tion,  and  sacralization.  These  anomalies,  per 
se,  are  of  no  clinical  significance,  but  the 
knowledge  of  their  presence  is  comforting 
and  important  to  the  surgeon  as  he  counts 
the  posterior  spinous  processes  to  determine 
just  which  spaces  to  explore.  (5)  Spondylolis- 
thesis. This  condition  is  frequently  accom- 


Fig.  2.  Photograph  showing  the  large  disk  removed  in  the 
case  shown  in  figure  Id.  The  disk  was  practically  loose  and 
was  removed  intact.  The  specimen  is  the  nucleus  pulposus  and 
is  shown  measured  by  a centimeter  scale. 

panied  by  a protruded  disk,  and  simple  re- 
moval of  the  disk  will  usually  not  relieve  the 
symptoms.  (6)  Marie-Strumpel  arthritis, 
tuberculosis  of  the  spine,  metastatic  and  pri- 
mary neoplasms  of  the  spine  should  be  ex- 
cluded by  routine  films. 

Myelography . — Study  of  the  neural  canal 
by  means  of  opaque  oil  or  by  air  has  been 
used  for  more  than  twenty-five  years,  but  the 
popularity  of  this  study  has  waned  in  recent 
years,  until  the  introduction  of  pantopaque 
by  Garvey  and  Jones9  of  Strong  Memorial 
Hospital,  Rochester,  N.  Y.,  in  1940  and  1941. 
The  introduction  of  lipiodol  into  the  neural 
canal  was  being  discouraged  because  it  was 
practically  nonabsorbable  and  not  infre- 
quently became  fixed  in  the  cranium  or  in 
the  neural  canal,  producing  adhesions  and 
persistent  headache  or  nerve  pain.  On  the 
other  hand,  air  myelography  was  unsatis- 
factory because  of  the  poor  contrast  and  the 
failure  to  demonstrate  small  lesions. 

Pantopaque,  a mixture  of  the  ethyl  esters 
of  isomeric  iodophenylundecylic  acids,  how- 
ever, has  proved  to  be  a significant  advance 
in  contrast  myelography.  This  is  an  oily 
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type  of  fluid,  containing  30.5  per  cent  of 
iodine  (as  compared  with  40  per  cent  of 
iodine  in  lipiodol)  with  a specific  gravity  of 
1.263  at  20  C.,  and  is  about  one-seventeenth 
as  viscous  as  lipiodol  at  37.5  C.  Being  of  low 
viscosity,  it  can  be  injected  and  withdrawn 
with  ease  so  that  epidural  injection  is  less 
likely  since  no  force  is  required  to  inject  it. 
Pantopaque  moves  up  and  down  the  neural 
canal  with  ease  and  enters  nerve  sheaths 
readily,  thereby  outlining  small  defects  more 
accurately.  No  irritant  or  toxic  manifesta- 
tions have  been  observed  in  man  where  the 
pantopaque  has  been  left  in  the  neural  canal. 
Absorption  occurs  at  a variable  rate,  but 
usually  at  the  rate  of  about  0.5  cc.  per  year. 

The  pantopaque  is  introduced  into  the 
spinal  canal  by  the  usual  lumbar  puncture 
method,  with  the  patient  lying  prone,  taking 
care  not  to  insert  the  needle  at  the  site  of 
the  suspected  disk.  The  amount  usually 
recommended  is  3 cc.,  but  I am  convinced 
that  the  accuracy  of  the  examination  is  in- 
creased by  using  5 or  6 cc.  Since  the  oil 
column  is  larger,  smaller  lesions  can  be  iden- 
tified, nerve  sheath  filling  is  better,  and  the 
oil  can  as  easily  be  removed  when  the  ex- 
amination is  completed. 

The  oil  is  watched  fluoroscopically  as  it  is 
allowed  to  flow  slowly  from  the  caudal  sac 
to  the  highest  level  under  study.  Any  lag, 
delay,  deviation,  or  filling  defect  in  the  oil 
column  is  carefully  noted,  filmed  by  means 
of  a spot  film  device,  and  reproduced  several 
times  by  repeatedly  passing  the  oil  back  and 
forth  over  this  point. 

TYPES  OF  DEFECTS 

1.  Lateral  pressure  defects,  as  indicated, 
are  produced  by  a lateral  herniation  and  are 
the  most  frequent  type  encountered.  The 
usual  appearance  is  a fairly  smooth,  well 
demarcated  rounded  notch  on  one  side  of  the 
oil  column.  The  size  of  the  defect  varies,  but 
there  is  usually  an  accompanying  obliteration 
or  distortion  of  the  nerve  root  sheath  at  the 
same  level.  It  should  be  noted  that  the  size 
of  the  defect  in  the  oil  column  is  not  always 
an  index  to  the  size  of  the  protrusion.  A large 
defect  usually  indicates  an  extensive  protru- 
sion with  possibly  a complete  avulsion  of  the 
nucleus,  which  may  lie  free  in  the  canal. 
However,  a small  defect  in  the  lumbosacral 
level  does  not  necessarily  indicate  a slight 
protrusion,  for  the  canal  may  be  narrow  and 
the  defect  may  lie  under  the  nerve  root  in 
its  extradural  course.  (Fig.  la.) 

2.  Nerve  root  defect.  A lateral  protru- 
sion of  the  disk  may  compress  the  nerve  root 
sheath  without  producing  a visible  defect  in 
the  oil  in  the  subarachnoid  space.  In  such  in- 
stances, the  nerve  sheath  filling  may  be  ab- 


sent, elevated,  depressed,  or  distorted.  This 
is  one  of  the  most  reliable  of  the  myelo- 
graphic  findings  and  when  observed  indi- 
cates definite  nerve  root  pressure.  (Fig.  lb.) 

3.  Hour-glass  defects  are  usually  due  to  a 
bilateral  protrusion.  However,  false  defects 
of  the  hour-glass  type  are  not  uncommon,  as 
a result  of  a slight  bulging  of  the  disk  or  of 
hypertrophic  osteophytes.  Such  false  defects 
are,  however,  likely  to  be  multiple.  (Fig.  lc.) 

4.  Gap  defects  are  produced  by  a midline 
protrusion  in  which  the  oil  pools  above  and 
below  the  lesion,  but  is  not  completely  ob- 
structed. The  oil  drops  slowly  over  the  pro- 
truded disk,  usually  lateral  to  the  midline. 

5.  Block  defect  is  a rare  finding  in  which 
the  flow  of  oil  is  completely  blocked  by  a 
large  midline  protrusion.  Clinically  and 
roentgenoscopically  such  lesions  are  difficult 
to  differentiate  from  spinal  cord  tumors. 
(Fig.  Id  and  2.) 

6.  Veil  defect  is  also  due  to  a midline  pro- 
trusion in  which  the  oil  column  is  thinned  as 
it  passes  over  the  defect.  Such  defects  are 
not  common  and  are  difficult  to  demonstrate 

A careful  myelographic  study  should  be 
done  on  every  patient  in  which  surgical  re- 
moval of  a protruded  disk  is  anticipated,  no 
matter  how  typical  the  clinical  picture.  Such 
an  examination  is  now  simple  and  without 
significant  sequelae,  and  is  of  valuable  aid  to 
the  surgeon  in  definitely  proving  the  pres- 
ence of  a protruded  disk,  the  precise  location 
of  the  disk,  the  size  and  extent  of  the  protru- 
sion, and  whether  the  protrusion  is  single  or 
multiple,  and  in  excluding  a spinal  cord 
tumor.  A carefully  conducted  myelographic 
examination  should  reveal  up  to  90  per  cent 
of  the  protrusions  which  are  clinically  appar- 
ent. The  protrusions  most  likely  to  be  missed 
are  those  at  the  fourth  and  fifth  lumbar 
vertebrae  where  the  dural  sac  is  narrow,  and 
the  protruded  disk  produces  no  pressure  on 
the  oil  column  or  on  the  nerve  sheath.  A nega- 
tive myelogram  is  of  value,  for  if  no  defect  is 
found  by  myelography,  but  clinically  the  di- 
agnosis is  compatible,  the  lesion,  if  present, 
will  almost  always  be  found  at  the  lumbosa- 
cral level. 

Occasionally  a definite  defect  is  found  in 
the  oil  column,  but  no  abnormalities  are  seen 
at  surgery.  Such  “false  positive”  defects  may 
be  produced  by  (1)  epidural  injection  of  oil, 
(2)  large  epidural  varices,  (3)  hypei'trophic 
spurs  on  the  vertebrae,  and  (4)  needle  defect 
due  to  tension  on  the  dura.  If  the  latter  is 
suspected,  the  needle  should  be  removed  and 
the  space  thoroughly  reexamined. 

TREATMENT 

In  recent  years,  the  trend  has  been  toward 
surgical  removal  of  most  ruptured  inter- 
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vertebral  disks.  The  end  results,  however, 
have  been  poor,  and  the  salvage  rate  has  been 
low.  Now,  however,  surgeons  are  in  fairly 
general  agreement  that  operative  removal 
should  be  reserved  for  those  patients  who 
have  intractable  pain  in  spite  of  prolonged, 
adequate,  conservative  treatment,  and  for 
those  who  show  evidence  of  moderate  to 
severe  nerve  root  compression  as  indicated 
by  muscle  weakness,  paralysis,  anesthesia,  or 
sphincter  disturbance.  The  conservative 
measures  include  bed  rest,  plaster  jackets  or 
other  forms  of  immobilization,  and  some- 
times traction.  After  a well  planned  and  well 
executed  course  of  conservative  treatment,  if 
the  condition  of  the  patient  becomes  worse, 
if  he  is  unable  to  carry  on  his  usual  activities 
or  if  muscle  atrophy  or  neurologic  signs  de- 
velop, and  if  the  myelogram  shows  a rup- 
tured disk,  surgical  procedures  are  in  order. 

In  the  treatment  of  ruptured  disks,  the 
point  of  greatest  variance  of  opinion  is 
whether  or  not  spinal  fusion  should  be  done 
after  the  disk  is  removed.  Opinions  on  this 
point  run  the  gamut  from  those  who  advo- 
cate fusing  all  of  these  cases  to  those  who 
advocate  fusing  none.  Obviously,  somewhere 
between  these  two  extremes  lies  the  ideal. 

CONCLUSIONS 

1.  Protrusion  of  the  lumbar  interverte- 
bral disks  is  the  most  common  cause  of  pro- 
longed low-back  pain.  The  pain  is  due  to 
deranged  spinal  mechanics  and  to  nerve  root 
compression. 

2.  Every  patient  presenting  clinical  evi- 
dence of  a protruded  lumbar  disk  should 
have  a radiographic  examination  of  the 
lumbar  spine,  and  if  surgery  is  contemplated, 
a myelographic  examination  should  be  done. 

3.  Careful  myelographic  examination 
should  demonstrate  about  90  per  cent  of  the 
protruded  disks  which  are  clinically  ap- 
parent. 

4.  Proper  diagnosis  and  treatment  of 
protruded  intervertebral  disks  require  care- 
ful clinical  and  roentgenographic  evaluation. 
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CONGENITAL  EVISCERATION  WITH 
ATRESIA  OF  THE  COLON 
ROBERT  G.  LEMON,  M.  D„ 
and 

JAMES  N.  WALKER,  M.  D. 

FORT  WORTH.  TEXAS 

Congenital  evisceration,  while  not  com- 
mon, has  been  described  repeatedly  in  the 
literature.  Congenital  atresia  of  the  bowel 
is  one  of  the  less  common  serious  abnormali- 
ties of  development.  However,  inasmuch  as 
this  case  represents  an  interesting  combina- 
tion of  the  two  plus  nonrotation  of  the  bowel, 
it  was  thought  that  a report  would  be  of  con- 
siderable interest. 

The  terminology  of  congenital  abdominal 
defects  and  intestinal  obstructions  in  the 
literature  is  somewhat  confusing.  The  term 
evisceration  has  been  used  to  denote  the 
stomach  and  a large  portion  of  the  bowel 
protruding  free  without  covering  through  a 
large  defect  in  the  abdominal  wall.  Con- 
genital umbilical  hernia,  omphalocele,  ex- 
omphalus, amniocele,  and  other  terms  are 
frequently  used  to  describe  congenital  hern- 
iation of  abdominal  viscera.  These  terms, 
however,  suggest  a covering  of  peritoneum 
and  skin  or  amniotic  tissue.  The  herniated 
bowel  in  this  patient  had  no  covering  of  any 
kind  and  was  lying  free  on  the  abdominal 
wall. 

Atresia  of  the  intestine  signifies  complete 
obstruction  of  the  bowel  due  to  absence  of  a 
lumen  or  the  presence  of  an  obstructing 
septum  or  diaphragm  within  the  bowel.  In 
this  patient,  atresia  of  the  colon  was  found 
extending  from  the  ileocecal  valve  to  the 
splenic  flexure.  Rotation  of  the  intestine  had 
not  occurred  and  the  bowel  configuration 
resembled  the  early  embryologic  pattern 
with  the  ascending  and  transverse  colon  to 
the  left  of  the  small  intestine  (fig.  1). 

CASE  REPORT 

J.  C.  S.,  a white  male  premature  infant  (later 
found  to  weigh  4 pounds,  3 ounces)  of  Italian  de- 
scent was  born  July  27,  1947,  by  low  forceps  de- 
livery. Upon  delivering  the  abdomen,  it  was  noted 
by  the  obstetrician  that  the  intestinal  tract  was 
herniated  through  the  umbilicus.  The  cord  was 
severed  and  the  infant  wrapped  in  a warm  sheet.  A 
brief  examination  revealed  evisceration  of  the  stom- 
ach and  all  of  the  bowel,  but  no  other  obvious  de- 
formities were  noted.  The  infant  showed  signs  of 
respiratory  attempts  in  the  form  of  occasional  gasps 
although  there  was  no  cry.  The  pharynx  was  as- 
pirated and  considerable  material  resembling  me- 
conium was  obtained.  Feeble  respirations  started 
after  aspiration,  oxygen  inhalations,  warm  blankets, 
intramuscular  coramine,  and  artificial  respiration.  A 
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sterile  sheet  was  moistened  with  warm  saline  solu- 
tion and  the  protruding  viscera  wrapped  therein. 

The  baby  was  taken  to  the  operating  room  and 
surgery  begun  about  an  hour  after  birth.  He  had 
not  responded  sufficiently  to  cry  and  became  rapidly 
cyanotic  whenever  oxygen  was  momentarily  stopped. 
No  anesthesia  of  any  sort  was  used.  Continuous 
oxygen  was  maintained  per  nasal  funnel  and  a 
plasma  infusion  (30  cc.)  was  given  by  scalp  vein 
during  the  operation. 

The  eviscerated  stomach,  intestine,  and  mesentery 
were  adherent  to  the  margin  of  the  abdominal  defect 
and  were  easily  separated  by  blunt  dissection.  Ap- 


through  a congenital  defect  in  the  abdominal  wall.  Atresia  of 
the  colon  is  seen  extending  from  the  ileocecal  valve  to  the 
splenic  flexure.  Note  the  absence  of  membranous  sac  covering  the 
herniated  viscera. 

parently  there  had  been  considerable  prolonged  con- 
striction of  the  intestine  and  its  blood  supply  at  the 
abdominal  aperture  because  the  bowel  was  markedly 
edematous,  thickened,  and  congested.  The  small  in- 
testine was  greatly  distended.  The  defect  in  the  ab- 
domen was  enlarged  superiorly  and  interiorly  for  a 
short  distance  to  allow  exploration  of  the  large  in- 
testine. Proceeding  distally  from  the  terminal  ileum 
the  colon  became  a narrow  cord- 
like structure,  4 to  5 mm.  in  diam- 
eter, and  closely  fused  to  the  mes- 
entery of  the  small  intestine.  Be- 
yond the  splenic  flexure  a gradual 
widening  of  the  colon  was  noted 
and  the  presence  of  a lumen  was 
ascertained. 

It  was  decided  to  do  a one  stage 
short  circuiting  operation  around 
the  area  of  atresia.  Suitable  sites 
were  chosen  on  the  terminal  ileum 
and  as  high  as  possible  on  the  de- 
scending colon  to  perform  an  ileo- 
colostomy.  Considerable  dispropor- 
tion existed  between  the  dilated 
ileum  and  the  contracted  descend- 
ing colon,  but  the  colon  was  ob- 
viously patent  at  this  point.  In 
order  to  facilitate  the  anastomosis, 
the  terminal  ileum  was  partially 
decompressed  by  syringe  aspira- 
tion through  a large  caliber  needle 
inserted  into  the  lumen  of  the 
ileum.  A side  to  side  ileo-colostomy 


was  then  performed  without  clamps,  using  an  outer 
row  of  interrupted  fine  silk  sutures  and  an  inner  row 
of  continuous  fine  catgut  sutures  creating  a stoma 
about  3.5  cm.  long  (fig.  2).  At  several  times  dur- 
ing the  procedure  the  infant  became  cyanotic  and 
respirations  almost  ceased,  but  immediate  aspiration 
reestablished  normal  breathing.  This  difficulty 
probably  resulted  from  obstruction  due  to  regurgi- 
tation of  gastric  contents. 

After  completing  the  anastomosis  it  was  neqes- 
sary  to  replace  a large  mass  of  chronically  thickened 
edematous  and  dilated  stomach  and  intestine  into  a 
small  contracted  abdominal  cavity,  which  apparently 
had  never  previously  contained  these  organs.  To 
facilitate  this  process  a small  catheter  was  passed 
into  the  stomach  and  duodenum  from  above  and 
their  contents  aspirated.  Some  difficulty  was  ex- 
perienced due  to  the  thick,  mucoid,  tenacious  nature 
of  their  contents.  After  several  unsuccessful  at- 
tempts to  replace  the  bowel,  the  idea  of  manually 
stretching  or  dilating  the  abdominal  muscles  pre- 
sented itself,  much  like  the  rectal  sphincter  muscle 
might  be  dilated  to  obtain  relaxation.  This  was  then 
gently  performed  on  either  side  of  the  abdominal 
wall  and  produced  a surprising  amount  of  additional 
space  in  the  abdominal  cavity.  The  intestines  were 
replaced  and  the  wound  edges  approximated  but  not 
without  difficulty.  The  wound  was  closed  in  a single 
layer  with  through  and  through  interrupted  No.  20 
cotton  mattress  type  sutures,  attempting  to  catch 
the  edge  of  the  rectus  sheath  on  either  side  with 
each  bite,  but  being  content  with  simple  skin  and 
peritoneal  closure  where  this  seemed  impossible. 

Postoperatively,  the  infant  was  placed  in  an  in- 
cubator with  head  lowered  and  a stomach  tube  left 
in  situ  to  facilitate  frequent  aspiration.  Greenish 
material  resembling  meconium  was  obtained  for  ap- 
proximately six  hours  after  surgery.  Penicillin, 
30,000  units  every  three  hours,  intramuscularly,  was 
begun  in  anticipation  of  peritonitis  which  never  de- 
veloped. Vitamin  K and  ascorbic  acid  was  given  in- 
tramuscularly at  intervals  during  the  next  twenty- 
four  hours.  Continuous  oxygen  was  maintained,  with 
frequent  inhalations  of  carbon  dioxide  and  oxygen. 
Another  infusion  of  plasma  was  given  six  hours 
after  surgery. 

The  following  morning  the  infant  appeared  to  be 
in  fairly  good  condition.  The  stomach  tube  was  re- 
moved, but  was  passed  intermittently  for  aspiration 
several  times  during  the  next  twenty-four  hours. 
Five  per  cent  glucose  in  amounts  of  5 cc.  by  dropper 
was  begun  at  two  hour  intervals.  This  was  well 


Malrototion  of  the  Colon 

Fig.  2,  Left.  Drawing  showing  the  configuration  of  the  bowel  resembling  the  early 
embryologic  pattern  with  the  ascending  and  transverse  colon  to  the  left  of  the  small 
intestine.  Right.  Drawing  showing  the  method  of  performing  the  side  to  side  ileo- 
colostomy.  Note  the  disproportion  existing  between  the  dilated  ileum  and  the  con- 
tracted, though  obviously  patient,  descending  colon. 
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tolerated  and  was  increased  later  in  the  day  to  10 
cc.  Normal  saline  clyses  (10  cc.  per  pound)  were 
given  at  intervals  of  eight  hours.  The  following 
morning  the  infant  still  looked  in  good  condition  and 
15  cc.  feedings  of  diluted  skim  milk  formula  were 
begun.  A transfusion  of  40  cc.  of  whole  blood  was 
given  on  this  day.  On  the  fourth  day  the  feedings 
were  increased  to  20  cc.  of  boiled  skim  milk  every 
three  hours.  The  infant  was  gaining  and  some 
edema  of  the  feet  was  becoming  evident,  so  the 
clyses  were  discontinued.  On  the  fifth  day  feedings 
of  30  cc.  of  an  Olac  formula  were  started,  and  this 
was  gradually  increased  to  60  cc.  every  three  hours 
at  the  time  of  discharge.  There  being  no  evidence  of 
peritonitis,  penicillin  was  discontinued  on  the  sixth 
postoperative  day.  The  edema  of  the  lower  extremi- 
ties gradually  subsided.  Throughout  the  hospital 
stay,  stools  were  formed  and  were  of  normal  con- 
sistency except  for  a transient  diarrhea  on  the  tenth 
day,  following  an  attempt  to  increase  the  caloric  in- 
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Fig.  3.  Chart  showing  the  relationship  between  weight  gain, 
supportive  therapy,  and  caloric  intake  during  postoperative  hos- 
pital course.  Note  the  slight  weight  loss  which  was  associated 
with  a transient  diarrhea  occurring  when  an  attempt  was  made 
to  increase  the  caloric  intake  too  rapidly. 


take  too  rapidly.  The  wound  healed  uneventfully  and 
most  of  the  sutures  were  removed  when  the  patient 
was  discharged  on  the  eleventh  hospital  day  (fig.  3). 

Since  the  infant’s  discharge  from  the  hospital  he 
has  had  one  bout  of  otitis  media  and  three  or  four 
episodes  of  diarrhea,  all  of  which  have  responded  to 
the  usual  treatment.  He  was  maintained  for  two 
months  on  a low  fat,  powdered  milk  formula;  then 
for  several  months  on  an  acidulated  evaporated  milk 
formula  plus  the  usual  solid  food  supplements,  cod 
liver  concentrate,  and  orange  juice;  and  recently  has 
been  on  whole  homogenized  milk.  There  have  been 
no  symptoms  suggestive  of  obstruction  at  any  time, 
although  a prolapse  of  the  rectum  occurred  inter- 
mittently during  the  third  and  fourth  months.  The 
operative  wound  is  well  healed  except  for  a de- 
ficiency in  the  abdominal  wall  of  about  4 cm. 
diameter  at  the  site  of  the  umbilicus,  apparently 
where  the  fascia  had  separated.  Further  operative 
correction  will  doubtless  be  necessary  at  some  time 
in  the  future  to  correct  this  difficulty.  At  9 months 
of  age  the  infant  weighed  16.5  pounds  and  measured 
27.5  inches  long  (fig.  4). 

DIAGNOSIS 

Congenital  atresia  and  stenosis  of  the  in- 
testine, exclusive  of  the  pylorus,  rectum,  and 


anal  canal,  is  a relatively  rare  condition, 
occurring  about  once  in  20,000  infants.  Con- 
genital evisceration  occurs  once  in  about 
5,000  or  6,000  deliveries,  but  no  estimate 
could  be  found  in  the  literature  of  the  in- 
cidence of  these  abnormalities  occurring  to- 
gether. 

In  this  instance  the  diagnosis  was  obvious 
because  of  the  evisceration,  but  in  obstruc- 
tions without  evisceration,  several  hours  or 
even  days  may  pass  before  the  correct  diag- 
nosis is  made.  Early  diagnosis  is  extremely 
important,  as  mortality  increases  rapidly 
with  the  passing  of  time  before  surgical  cor- 
rection is  accomplished. 

Vomiting,  the  most  prominent  symptom  in 
congenital  obstruction  of  the  small  bowel, 
usually  begins  within  the  first  few  days  of 
life  and  continues  irrespective  of  food  taking. 
Also  prominent  in  the  symptomatology  are 
abdominal  distention,  absence  or  diminution 
in  the  number  of  stools,  and  absence  of  bile 


Fig.  4.  Photograph  of  patient  at  9 months  of  age.  The  wound 
is  well  healed  except  for  a deficiency  of  the  fascial  layer  in  the 
abdominal  wall  about  4 cm.  in  diameter  at  the  site  of  the 
umbilicus. 


in  the  stools.  A rapid  loss  in  weight  and  de- 
hydration accompany  the  excessive  vomiting. 

Roentgen  examination  of  the  abdomen  is 
of  considerable  value  in  the  diagnosis  of 
congenital  obstruction  of  the  bowel.  Distinct 
fluid  levels  may  be  seen  with  the  patient  in 
the  upright  position,  though  less  commonly 
than  in  obstruction  seen  in  adults. 
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While  gas  in  the  small  bowel  is  a normal 
finding  in  infants,  marked  distention  of  a 
portion  of  the  bowel  terminating  abruptly 
at  the  point  of  obstruction  is  a significant 
finding.  The  use  of  barium  by  mouth  has 
been  advocated  by  some,  but  is  not  necessary 
and  may  cause  trouble  if  allowed  to  remain 
in  the  bowel.  There  is  always  the  possibility 
of  aspiration  following  vomiting,  and  any 
operative  procedure  is  rendered  technically 
more  difficult  by  barium  in  the  bowel.  Py- 
loric stenosis  is  hardly  apt  to  be  confused 
with  atresia  or  stenosis  beyond  the  pylorus 
because  of  the  delayed  onset  of  vomiting  in 
the  former,  the  absence  of  bile  in  the  vom- 
itus,  the  absence  of  marked  abdominal  dis- 
tention, .and  the  general  condition  of  the 
patient. 

A laboratory  test  that  has  been  helpful  in 
the  diagnosis  of  congenital  obstruction  has 


been  described  by  Farber.  It  is  based  on  the 
fact  that  meconium  begins  to  collect  after 
the  third  month  of  fetal  life,  and  atresia,  if 
present,  occurs  before  that  time.  He  stated 
that  as  keratinized  epithelial  cells  are  the 
most  constant  element  found  in  meconium, 
the  absence  of  these  cells  is  positive  evidence 
of  incomplete  continuity  of  the  gut.  The  test 
can  be  made  by  making  a smear  of  the  stool, 
drying  with  ether,  staining  for  one  minute 
with  gentian  violet,  and  then  decolotizing 
with  acid  alcohol. 

TREATMENT 

Treatment  of  congenital  gastro-intestinal 
atresia  consists  in  early  diagnosis  and  defini- 
tive surgery  plus  adequate  supportive  ther- 
apy in  the  postoperative  period.  The  danger 
of  gangrene  is  not  so  great  that  time  can- 
not be  taken  to  administer  sufficient  fluid 


to  restore  the  normal  elements  of  the  blood. 
Often  this  can  be  accomplished  by  simple 
hypodermoclysis  with  normal  saline  solution. 
Glucose,  plasma,  or  blood  transfusions  can 
be  given  by  scalp  vein.  Penicillin  and/or 
sulfonamides  should  be  given  in  large  doses 
in  the  presence  of  peritonitis.  Postoperative 
fluid  maintenance  is  essential.  Feeding  must 
be  done  with  caution,  beginning  with  saline 
or  glucose  solution  and  gradually  increasing 
the  caloric  content  over  several  days.  A low 
fat,  high  protein  milk  preparation  is  best 
tolerated.  Ascorbic  acid  in  large  doses  pro- 
motes tissue  repair. 

DISCUSSION 

Reports  in  the  literature  repeatedly  em- 
phasize the  importance  of  decompression  of 
the  bowel  prior  to  anastomosis  and  the  use 
of  the  finest  caliber  suture  possible.  It  is 
agreed  by  all  that  entero-anas- 
tomosis  is  the  treatment  of 
choice  and  the  statement  has 
been  made  many  times  that 
patients  never  recover  follow- 
ing an  enterostomy.  Ladd, 
however,  reported  1 such  case 
with  recovery. 

Congenital  atresia  of  the 
colon  is  much  less  common 
than  atresia  of  the  small  in- 
testine. Davis  and  Poynter  in 
1922  reviewed  401  cases  from 
the  literature  of  which  only 
39  involved  the  colon.  The 
commonest  types  of  congenital 
abdominal  defects  are  the  least 
severe  and  usually  consist  of  a 
transparent  membranous  sac 
containing  a loop  of  intestine. 
Occasionally  other  organs  are 
contained  in  the  sac.  Few  cases  have  been 
reported  where  no  sac  was  present  or  where 
it  had  ruptured  and  the  intestines  lay  free 
on  the  abdominal  wall.  Massabuau  and  Guibal 
in  1933  collected  22  cases  from  the  literature 
and  added  1 of  their  own,  in  which  the  sac 
was  either  absent  or  only  remnants  of  it  re- 
mained. 

Normally,  the  intestine  develops  between 
the  fourth  and  twelfth  weeks  of  fetal  life. 
Even  before  the  fifth  week  the  intestine 
presents  a well  defined  lumen  with  epithe- 
lium. The  lining  cells  then  rapidly  prolifer- 
ate and  soon  the  lumen  is  partially  or  totally 
obliterated  by  cellular  concrescence.  This 
solid  stage  is  present  only  a short  time  until 
vacuoles  appear,  which  gradually  coalesce  to 
form  a permanent  lumen.  The  process  is 
usually  complete  by  the  twelfth  week  of  fetal 
life.  At  the  onset  of  this  period  of  develop- 


Fig.  5.  Schematic  representations  of  the  intestinal  tract  of  a human  embryo  at 
about  the  eighth  week  (left)  and  at  a later  stage  (right),  showing  rotation  of  the 
bowel  beginning  in  a counter  clockwise  direction  about  the  axis  of  the  superior 
mesenteric  artery. 
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ment,  the  digestive  tract  resembles  a straight 
tube  with  only  a slight  dilation  representing 
the  stomach.  The  vitelline  duct  extends  from 
the  bowel  ventrally  through  the  umbilical 
cord  to  the  yolk  sac.  At  about  the  eighth 
week  the  growth  of  the  intestine  and  other 
abdominal  viscera  begins  to  exceed  that  of 
celomic  cavity.  The  disproportion  is  com- 
pensated for  by  a physiologic  herniation  of 
a portion  of  the  intestinal  tract  near  the 
vitelline  duct  into  the  base  of  the  umbilical 
cord.  Soon  after  this  occurs,  rotation  of  the 
bowel  begins  in  a counter  clockwise  direction 
about  the  axis  of  the  superior  mesenteric 
artery  and  proceeds  through  180  degrees 
(fig.  5). 

Meanwhile  the  development  of  the  abdom- 
inal cavity  increases  to  where  it  is  capable 
of  containing  the  herniated  intestine,  which 
is  then  gradually  withdrawn  from  the  um- 
bilical cord.  The  pre-arterial  segment  of  the 
bowel  composed  of  the  small  intestine  proxi- 
mal to  the  vitelline  duct  is  withdrawn  first 
and  passes  behind,  the  mesenteric  artery. 
This  is  followed  by  the  ascending  and  trans- 
verse colon  which  crosses  from  left  to  right 
in  front  of  the  superior  mesenteric  artery. 
Rotation  is  completed  at  about  the  eleventh 
week  and  from  then  until  shortly  after  birth 
the  cecum  gradually  descends  into  the  right 
lower  abdomen  and  the  duodenum  and  por- 
tions of  the  colon  become  fixed  to  the  pos- 
terior abdominal  wall.  Thus,  arrest  of  de- 
velopment at  any  time  between  the  fourth 
and  twelfth  weeks  of  fetal  life  may  give  rise 
to  atresia  of  the  intestine  as  well  as  incom- 
plete rotation  or  nonrotation  of  the  bowel. 

The  occurrence  of  omphalocele  is  not  easily 
explained  and  several  theories  have  been  ad- 
vanced. The  latest  of  these  is  that  the  upper 
part  of  the  extra-celomic  cavity  cannot  be 
closed  because  of  a deficiency  in  connective 
tissue  which  is  normally  derived  from  the 
ventral  part  of  the  transverse  septum  and 
which  migrates  ventrally  and  caudally  to 
form  the  supra-umbilical  portion  of  the  ab- 
dominal wall.  The  different  portions  of  the 
abdominal  wall  are  believed  to  be  formed  in- 
dependently, the  supra-umbilical  portion  be- 
ing formed  about  the  third  week.  Thus,  the 
defect  must  be  present  several  weeks  before 
the  physiologic  herniation  of  the  intestine 
occurs  and  therefore  is  probably  not  due  to 
failure  of  the  intestinal  loops  to  return  to 
the  abdominal  cavity  as  stated  by  some  ob- 
servers. Retarded  development  of  the  ab- 
dominal parietes  resulting  in  disproportion 
between  the  abdominal  cavity  and  its  con- 
tained viscera  does  not  explain  the  develop- 
ment of  omphalocele,  unless  a supra-umbilical 
defect  was  already  present.  Kermauner’s 


theory  that  such  abdominal  defects  are  due 
to  arrested  development  of  the  correspond- 
ing myotomes  does  not  account  for  the  fact 
that  the  recti  muscles  and  other  abdominal 
muscles  are  normally  developed  and  merely 
encircle  the  defect. 

The  prognosis  of  congenital  intestinal 
atresia  remains  poor  but  an  increasing  num- 
ber of  successfully  treated  cases  are  appear- 
ing in  the  literature.  Death  occurs  within  the 
first  week  if  the  condition  is  not  relieved 
surgically.  Dehydration  and  rupture  of  the 
bowel  with  peritonitis  are  the  most  import- 
ant causes  of  the  extremely  high  mortality. 
Ladd  and  Gross  reported  52  cases  of  intes- 
tinal atresia  with  only  7 recoveries  follow- 
ing surgical  treatment.  They  encountered 
only  2 cases  of  atresia  of  the  colon  in  their 
series  and  both  of  these  patients  died.  In  the 
series  of  20  surgically  treated  omphaloceles 
of  Ladd  and  Gross  there  were  10  deaths  and 
10  survivals. 

Ordinarily,  the  association  of  more  than 
one  congenital  anomaly  in  an  infant  makes 
for  a more  unfavorable  prognosis.  However, 
in  our  patient  the  evisceration  made  imme- 
diate surgery  imperative  and  thereby  made 
the  diagnosis  of  congenital  atresia  of  the 
colon  exceptionally  early.  The  intestinal  ob- 
struction was  relieved  surgically  before  it 
was  able  to  produce  symptoms.  The  early  re- 
lief of  obstruction  in  atresia  of  the  bowel  is 
the  greatest  single  factor  for  a good  prog- 
nosis. 

SUMMARY 

A case  of  congenital  evisceration  with 
atresia  of  the  colon  with  the  patient  surviv- 
ing operation  is  presented.  Untreated  cases 
of  atresia  of  the  bowel  are  uniformly  fatal. 
With  the  best  of  surgical  treatment  the  mor- 
tality remains  high,  but  early  diagnosis  and 
prompt  definitive  treatment  will  result  in 
some  recoveries. 
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ABSTRACT  OF  DISCUSSION 

Dr.  J.  W.  Duckett,  Dallas:  A distinct  service  is 
rendered  by  the  reporting  of  such  a remarkably  un- 
usual and  well  managed  case.  Undoubtedly  one  of 
the  main  factors  contributing  to  the  successful  out- 
come was  recognition  of  the  necessity  for  early  op- 
erative repair  of  the  defect  in  the  abdominal  wall. 
It  has  been  said  that  these  babies  should  pass  im- 
mediately from  the  hands  of  the  obstetrician  to  the 
operating  table.  This  dictum  should  be  followed  in 
every  case  of  omphalocele  whether  or  not  the  usual 
membranous  covering  is  present.  This  sac  is  derived 
from  the  amnionic  membrane  and  is  permeable  as 
well  as  friable.  Invasion  of  bacteria  into  the  per- 
itoneal cavity  inevitably  takes  place  and  death  from 
peritonitis  ensues  if  the  defect  is  not  repaired.  Ladd 
described  a patient  who  was  not  operated  on  be- 
cause there  was  a broad  band  of  skin  covering  the 
base  of  the  sac  and  it  was  hoped  that  the  skin 
would  continue  to  grow  and  cover  the  entire  sac. 
This  patient  died  of  peritonitis  at  the  end  of  one 
week.  The  method  used  in  closing  the  defect  is  not 
important  as  long  as  the  essential  requirement  of 
a skin  covering  is  met.  If  the  deeper  layers  cannot 
be  closed  at  the  first  operation,  the  resulting  hernia 
can  easily  be  repaired  by  closure  in  layers  after  de- 
lay of  from  seven  to  ten  days  when  the  abdominal 
wall  will  have  stretched  adequately.  Further  delay 
is  unwise  because  of  the  rapid  development  of  dense 
adhesions  between  the  intestine  and  the  under  sur- 
face of  the  subcutaneous  fascia. 

Atresia  of  the  colon  carries  a poorer  prognosis 
than  atresias  higher  in  the  intestinal  tract  mainly 
because  the  diagnosis  of  the  former  is  usually  more 
difficult  to  make  in  time  for  early  definitive  treat- 
ment. There  is  earlier  vomiting  and  less  distension 
with  high  obstructions;  later  vomiting  and  more 
distension  with  low  obstructions.  In  both  conditions 
the  presence  of  bile  is  the  danger  signal.  Investiga- 
tion with  plain  roentgenograms  of  the  abdomen 
should  never  be  delayed  when  a newborn  baby 
vomits  persistently,  especially  if  the  vomitus  con- 
tains bile. 
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CONGENITAL  FIBROUS  BANDS  AT 
THE  ANORECTAL  LINE 

A POSSIBLE  ETIOLOGIC  FACTOR  IN  COLIC  AND 
CONSTIPATION 

J.  M.  COLEMAN,  M.D.,  F.A.A.P. 

AUSTIN,  TEXAS 

The  union  of  proctodeum  with  the  hind- 
gut  in  the  embryo  to  form  the  mucocutane- 
ous junction  of  the  anus  with  the  rectum  is 
a complicated  pattern  which  may  go  awry. 
Emphasis  is  usually  placed  upon  the  unusual 
cases  of  atresia  of  anus  or  rectum,  imper- 
forate anus,  or  fistulas  of  various  sorts.  This 
paper  is  intended  to  direct  attention  to  the 
less  spectacular  but  more  frequent  relatively 
minor  aberrations  which  may  occur.  It 
would  appear  on  the  basis  of  the  evidence 
submitted  that  incomplete  disentegration  of 
the  wall  of  tissue  between  anus  and  rectum 
is  not  rare  or  that  the  line  of  union  may  be 
made  up  largely  of  fibrous  rather  than 
elastic  tissue. 

The  proctologist  looks  upon  the  mucocu- 
taneous junction  with  its  folds  and  crypts  as 
an  important  source  of  rectal  pathologic  dis- 
order. There  is  little  information  available 
in  the  pediatric  literature  other  than  oc- 
casional case  reports  which  would  indicate 
the  incidence  of  lesions  at  this  point.  David3 
indicated  that  congenital  anomalies  of  the 
rectum  and  anus  are  1 in  5,000. 

According  to  Arey,1  the  rectum  and  anus 
arise  from  two  separate  embryologic  ori- 
gins. The  primitive  gut  has  the  two  major 
portions,  foregut  and  hindgut.  The  hindgut, 
made  up  of  entoderm,  comes  into  contact 
with  the  ectoderm  to  form  a fused  plate 
known  as  the  cloacal  membrane. 

The  cloacal  membrane  divides  into  anal 
and  urogenital  membranes.  The  anal  mem- 
branes rupture  when  the  embryo  is  approxi- 
mately 9 weeks  old,  permitting  the  proc- 
todeum, which  appears  as  an  external  de- 
pression, to  become  continuous  with  the 
hindgut,  thus  forming  the  anal  canal.  The 
anus  is  therefore  an  ectodermal  structure 
which  extends  inward  to  join  the  rectum, 
which  is  derived  from  entoderm. 

In  this  discussion  reference  is  made  to  a 
fibrous  band  at  the  mucocutaneous  junction 
which  may  completely  encircle  the  gut  at  this 
point;  David2  has  referred  to  the  iris  type 
or  to  the  semilunar  types  of  bands.  This 
should  be  distinguished  from  spasm  or 
hypertrophy  of  the  sphincter  ani,  which  is 
usually  associated  with  fissure.  There  may 
or  may  not  be  sphincter  spasm  associated 
with  the  condition. 

At  rectal  examination,  if  this  condition 

Read  before  the  Section  on  Pediatrics,  State  Medical  Asso- 
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exists,  the  finger  is  felt  to  pass  through  the 
external  and  internal  sphincter,  but  about  1 
to  2 cm.  above  the  anal  opening  the  tip  of 
the  finger  meets  a fibrous  band  or  ring 
which  may  give  serious  resistance  to  further 
examination.  The  rectal  examination  in  in- 
fancy is  usually  accomplished  without  evi- 
dence of  discomfort,  but  when  this  fibrous 
ring  is  met  the  infant  invariably  cries 
bitterly. 

In  the  office  or  hospital  discarded  rub- 
ber gloves  may  be  salvaged  and  the  fingers 
cut  off  to  serve  as  a supply  of  disposable 
finger  cots.  Vaseline  or  K-Y  jelly  completes 
the  equipment.  This  is  sufficient  for  the 
diagnosis,  the  small  finger  being  used  for 
the  initial  examination. 

While  theoretically  rectal  examinations 
are  a part  of  every  complete  examination, 
there  is  reason  to  believe  it  is  often  neg- 
lected. A check  on  nurseries  for  newborn 
infants  reveals  that  few  have  gloves,  much 
less  glove  fingers,  available.  Observation 
of  examinations  in  the  nurseries  indicates 
that  such  an  examination  usually  consists  of 
separating  the  buttocks  and  peeking  into  the 
anal  vestibule.  Even  when  the  finger  is  in- 
serted it  is  only  enough  to  stretch  the  sphinc- 
ter sufficiently  to  induce  crying,  and  this 
desultory  maneuver  fails  to  elicit  pathologic 
conditions.  A rectal  examination  is  not  only 
good  medicine  but  is  also  good  public  rela- 
tions, for  parents  feel  it  is  evidence  of  thor- 


Table  1. — Incidence  of  Anorectal  Pathologic  Condi- 
tions in  1,000  Consecutive  Patients 
Under  1 Yean-  of  Age. 


Age  of 

Newborn 

Child 
Under 
1 Mo. 

at  First 
1 Mo.- 
3.9  Mo. 

Visit 

Over 

4 Mo. 

Total 

Cases  Admitted 

381 

137 

157 

325 

1,000 

Fibrous  band  only 

23 

8 

9 

2 

42 

Fibrous  band  and  fissure 

10 

3 

1 

2 

16 

Fibrous  band  & other  conditions  — 

— 

2f 

2§ 

4 

Fissure  only 

— 

10 

4 

11 

25 

Other  conditions 

2* 

3t 

HI 

6 

Total  with 

pathologic  conditions 

35 

21 

19 

18 

93 

Percentage  of  admissions 

9.2 

15.3 

12.0 

5.5 

9.3 

♦Includes  atresia  of  rectum  and  hemorrhoids. 

fFistulas  in  twins. 

^Includes  2 cases  of  suspected  megacolon  and  rectal  polyp. 

SProlapsis  and  hemorrhoid. 

|| Rectal  polyp. 

oughness.  In  the  office  parents  often  com- 
ment, “No  one  has  ever  checked  him  like 
that  before,”  or  “I  wonder  why  that  was 
not  done  on  my  other  babies,”  or,  sadly 
enough,  “Why  did  you  not  do  that  last  time?” 

Attention  having  been  centered  on  this 
condition  by  the  case  of  a 4 months  old  in- 
fant who  had  never  passed  feces  without 
intervention  with  suppository  or  enema,  I 
began  to  use  rectal  examinations  more  fre- 
quently. The  frequency  of  rectal  findings, 
linked  with  the  complaints  of  colic  and 


constipation,  led  to  an  effort  to  determine 
the  frequency  of  the  conditions.  For  this 
purpose,  1,000  consecutive  case  histories  of 
children  under  1 year  of  age  were  studied. 
This  study  was  made  without  regard  to  the 
reason  for  the  patient’s  first  visit  and  with- 
out regard  for  time  of  discovery  of  the 
pathologic  condition.  One  newborn  infant 
cried  and  strained  for  120  days  before  the 
rectal  examination  was  made.  The  result  of 
this  analysis  is  found  in  table  1. 

Examination  of  table  1 reveals  that  the 
incidence  of  rectal  pathologic  conditions  in 
those  watched  from  birth  is  almost  identical 
with  the  total  for  the  group ; however,  the 
character  of  the  conditions  changes  with  age. 
In  infants  seen  first  at  the  age  of  4 to  12 
months  fibrous  bands  alone  occur  in  ap- 
proximately 10  per  cent  of  those  showing 
pathologic  conditions  of  the  rectum,  whereas 
in  newborn  infants,  generally  subject  to 
earlier  rectal  examinations,  fibrous  bands 
made  up  approximately  66  per  cent  of  such 
conditions.  This  leads  to  the  question,  “Is 
this  pathologic  entity  primarily  responsible 
for  the  development  of  fissures,  fistulas,  and 
prolapsis?” 

The  fact  that  incidence  of  rectal  path- 
ologic. conditions  is  greater  in  the  group  seen 
for  the  first  time  after  completion  of  new- 
born care  in  the  hospital  and  before  the 
fourth  month  than  in  newborn  infants  is  not 
contradictory.  The  parents  of  these  patients 

Table  2. — Frequency  of  Complaints  in  86  Patients 
Found  to  Have  Fibrous  Bands,  Bands  and 
Fissures,  or  Fissures  in  Ano. 


Symptoms  Frequency 

Colic  (parent’s  term).. __  49 

Straining  at  stool 48 

Constipation  39 

Bowel  movement  only  with  suppository  or  enema 29 

Blood  on  stool 20 

Refusal  of  food  19 

Gas  16 

Vomiting  of  food  14 

Diarrhea  12 

Painful  defecation  10 

No  symptoms — incidental  finding 1 


make  a change  in  the  program  or  in  doctors 
because  of  dissatisfaction  with  the  program 
of  care  given.  In  this  combined  group  of  40 
patients  with  pathologic  conditions  of  the 
rectum,  parents  were  questioned  about  previ- 
ous care  and  in  only  1 case  did  the  parents 
know  of  a rectal  examination  being  made. 

In  general,  patients  found  to  have  fibrous 
bands  without  fissures  and  those  with  bands 
and  fissures,  and  cases  of  fissure  alone  pre- 
sented a similar  symptom  complex  (table  2). 

It  is  significant  that  only  1 patient  of  the 
group  found  to  have  bands  or  fissures  had 
no  complaints.  It  appears  that  these  con- 
ditions are  frequently  associated  with  so- 
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called  colic,  constipation,  and  use  of  enemas 
and  suppositories. 

Marriott4  divided  the  condition  known  as 
colic  into  three  large  groups,  70  per  cent  due 
to  underfeeding,  15  per  cent  to  overfeeding, 
and  15  per  cent  with  no  definite  cause.  It 
appears  that  these  conditions  may  in  part 
explain  some  of  the  last  15  per  cent  listed. 

Refusal  of  food  and  vomiting  are  fairly 
prominent  in  the  symptom  complex.  The 
usual  story  of  refusal  of  food  is  that  the 
patient  starts  nursing  hungrily  but  soon 
stops,  stiffens  out,  and  cries ; he  may  re- 
sume eating  but  the  process  is  repeated  over 
and  over  during  feeding. 

Three  of  the  patients  in  this  group  were 
hospitalized  as  possibly  having  pyloric 
stenosis  because  of  the  projectile  vomiting. 
In  other  cases  vomiting  seemed  definitely 
associated  with  the  effort  to  pass  the  stool. 
Relief  was  obtained  by  relieving  the  rectal 
condition. 

If  fibrous  bands  and  fissures  are  etio- 
logic  factors  in  colic  and  constipation, 
logically  relief  should  be  obtained  when 
treatment  is  given.  The  treatment  used  con- 
sisted of  dilatation  of  the  band,  or  the  spas- 
tic sphincter  in  the  case  of  fissures,  in  the 
office,  until  dilatations  by  the  fingers  re- 
sulted in  relaxation  of  the  occlusion.  No 
further  therapy  was  required.  In  a few  cases, 
the  band  remained  tight  and  parents  were 
instructed  in  the  technique.  Bougies  were 
not  used ; the  finger  serves  the  same  purpose 
and  at  the  same  time  gives  tactile  evidence 
of  progress.  The  results  of  this  therapy  seem 


good  (table  3). 

Table  3. — Results  of  Treatment  in  93  Cases 
Rectal  Pathologic  Conditions. 

of 

Apparently  completely  relieved  of  symptoms  by  dilatation 
Improved,  occasional  mild  bouts  of  colic  and/or 

80 

7 

.....  2 

Patient  lost  for  record 

purposes 

.....  4 

In  a few  cases,  fissures  in  ano  had  become 
indurated  to  form  fibrous  walls;  these  were 
cauterized  with  lunar  caustic. 

Fibrous  bands  were  found  in  6 children 
over  the  age  of  1 year.  This  number  is  so 
small  in  relation  to  total  cases  that  no  statis- 
tical comparison  can  be  made.  The  com- 
plaints in  these  6 cases  are  of  interest.  All 
were  constipated,  2 were  frank  behavior 
problems,  2 suffered  from  day  terrors,  1 
completely  rejected  toilet  training,  and  1 had 
convulsions  apparently  related  to  constipa- 
tion. 

Typical  case  reports  follow : 

CASE  REPORTS 

Case  1. — This  23  day  old  infant  had  colic,  consti- 
pation, apparent  pain  on  defecation,  refusal  of  food, 


and  apparent  gas.  The  symptoms  were  relieved  by 
one  dilatation  and  the  mother  ignored  advice  to 
dilate  the  band  evei-y  two  days.  Two  months  later 
fissures  in  ano  developed  and  the  band  was  still 
tight.  Repeated  dilatations  resulted  in  cure  in  both 
conditions. 

Case  2. — This  4 weeks  old  infant  was  referred 
because  of  incessant  colic;  the— referring  physician 
had  tried  five  different  formulas  without  result. 
The  grandparents  were  impressed  by  the  straining 
at  stool  though  the  stools  were  liquid  in  character. 
The  baby  did  not  gain  because  of  its  refusal  to 
finish  a feeding.  At  examination  there  was  found  a 
fibrous  band  which  barely  admitted  the  tip  of  the 
finger;  the  band  tore  during  examination.  The 
parents  were  advised  to  return  in  two  days  but 
waited  two  weeks  because  the  infant  quieted  down 
from  the  crying  induced  by  examination  and  slept 
through  the  first  night.  There  had  been  no  colic 
since  the  infant  began  an  ounce  a day  gain. 

Cases  3 and  4. — Twin  boys,  age  10  weeks,  were 
brought  for  pediatric  supervision.  These  babies  had 
progressed  well  except  for  occasional  constipation 
and  rather  persistent  straining  at  stool  which  was 
viewed  as  a rather  comical  activity.  Twin  A had  a 
small  furuncle  beside  the  anus  and  examination  re- 
vealed that  there  was  inflammatory  reaction  extend- 
ing down  beside  it.  The  infant  violently  objected 
to  examination.  The  furuncle  was  incised  and  the 
parents  were  advised  of  the  possibility  of  a fistula 
developing.  At  14  weeks  a fistula  was  present  and 
was  referred  for  surgery.  The  infant  was  operated 
on  successfully  and  was  returned  to  the  surgeon’s 
office  for  postoperative  dilatation.  When  the  infants 
were  18  weeks  old  the  mother  realized  that  twin  B 
was  still  straining  and  recognized  that  preoccupa- 
tion by  all  concerned  with  twin  A had  led  to  failure 
to  do  a rectal  examination  on  twin  B.  She  men- 
tioned this  to  the  surgeon,  who  made  an  examina- 
tion and  found  an  apparent  beginning  induration  at 
one  of  the  crypts.  He  prescribed  dilatation  and  the 
parents  performed  it.  The  infant  developed  a 
furuncle  exactly  as  in  the  case  of  the  brother;  it 
was  incised  and  when  the  baby  was  24  weeks  old 
it  had  apparently  healed,  though  longer  observation 
will  be  required. 

Case  5. — A white  boy,  age  10  weeks,  was  brought 
in  after  visiting  three  other  physicians.  He  had 
changed  from  breast  to  evaporated  milk  with  Karo, 
then  to  evaporated  milk  and  Dextri  Maltose  No.  3, 
He  never  had  a bowel  movement  without  an  enema 
or  Castoria.  Bowel  movements  were  preceded  by 
grunting  and  groaning.  He  had  slept  little  recently. 
Examination  revealed  a tight  anal  band  and 
hemorrhoids.  Dilatation  was  accompanied  by  pain 
and  was  followed  by  a large  evacuation.  The  infant 
initiated  bowel  movements  for  three  days  following 
the  examination  and  dilatation.  Eight  days  after 
the  initial  visit  he  was  returned  for  a second  dilata- 
tion following  which  he  initiated  bowel  movements 
regularly  until  last  seen  five  months  later.  At  the 
second  examination  the  band  was  reduced  in  rigidity 
and  the  opening  was  definitely  increased  in  size.  No 
formula  change  was  made. 

Case  6. — A white  boy,  age  31  days,  was  referred 
because  of  straining  at  stool  and  fresh  blood  in  the 
stools.  The  infant  had  strained  for  his  stools  since 
birth,  though  he  often  had  eight  or  ten  small  soft 
movements  per  day,  most  of  which  were  preceded  by 
crying  and  screaming.  Examination  was  essentially 
negative  except  for  the  anus.  Inspection  revealed  no 
evidence  of  a fissure  but  the  anal  sphincter  was  ex- 
tremely tight.  Speculum  examination  revealed  a deep 
fissure  located  on  the  anal  wall  above  the  external 
sphincter  and  leading  up  to  the  dentate  line  where 
a tight  band  encircled  the  anus.  Hemorrhoids  were 
present  internally.  Dilatation  was  performed  with 
bleeding  of  approximately  1 drachm.  Dilatation  was 
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repeated  on  the  third,  fourth,  seventh,  tenth,  four- 
teenth, twentieth,  twenty-fifth,  and  thirty-first  days 
after  the  first  visit.  The  band  remained  rigid  for 
twenty  days,  but  the  parents  were  enthusiastic 
about  progress  in  reducing  colic  and  pain  at  stool. 
Six  months  have  elapsed;  rectal  examination  causes 
no  pain,  the  fissure  is  healed,  the  band  has  disap- 
peared, and  no  hemorrhoids  are  noted.  Stools  are 
regular  and  without  pain. 

Case  7. — A white  boy  had  an  uneventful  delivery 
on  October  14,  1947.  The  birth  weight  was  7 pounds. 
No  rectal  examination  was  done  in  the  hospital.  On 
November  7 he  was  brought  in  because  of  vomiting 
and  failure  to  gain.  He  had  lost  feedings  frequently 
and  during  the  last  three  days  had  projectile  vomit- 
ing coming  on  during  nursing,  usually  just  before 
nursing  seemed  complete.  There  was  a bowel  move- 
ment at  each  feeding,  small  and  soft  but  apparently 
painful  as  the  infant  stiffened  out  and  turned  loose 
of  the  nipple.  There  was  apparently  a great  deal  of 
gas,  and  he  cried  day  and  night.  Water  and  orange 
juice  (diluted)  were  taken  and  retained. 

The  infant  weighed  7%  pounds;  he  looked  thin. 
Examination  was  negative  except  for  the  anus.  The 
small  finger  could  be  introduced  into  the  anus  for 
about  one-half  the  distance  to  the  first  joint.  At  this 
point  the  tip  of  the  finger  encountered  a small  op- 
ening about  the  size  of  the  ordinary  soda  straw. 
This  ring  split  when  pressure  was  applied  by  the 
examining  finger,  which  was  held  in  place  for  two 
minutes. 

Pylorospasm  was  suspected  from  the  history  and 
mesopin  with  phenobarbital  was  prescribed.  The 
formula  was  not  changed.  Nothing  was  heard  from 
him  until  December  8,  when  he  weighed  10  pounds. 
The  mother  did  not  use  the  drops  prescribed  be- 
cause he  did  not  vomit  again  after  the  dilatation. 
On  March  12,  1948,  he  weighed  16  pounds  and  had 
been  free  of  any  symptoms  referrable  to  the  gastro- 
intestinal system. 

COMMENTS 

Colic  and  constipation  are  troublesome 
symptoms  in  infancy.  Uncorrected  they 
cause  the  physician  to  lose  patients  because 
of  lack  of  parental  confidence.  Emphasis 
should  be  placed  on  the  fact  that  in  most 
cases  where  the  symptoms  are  related  to  the 
conditions  described,  relief  is  dramatic.  Im- 
mediate and  complete  relief  is  the  most  fre- 
quent outcome  after  a single  treatment. 
Even  where  repeated  treatments  are  re- 
quired, parental  morale  is  high  because  of 
evident  improvement.  The  condition  is  al- 
ways described  in  detail  to  parents.  Not  one 
of  the  infants  still  under  my  care  is  on  laxa- 
tives or  cathartics  of  any  type. 

SUMMARY 

An  analysis  of  1,000  consecutive  admis- 
sions of  children  under  1 year  of  age  to  a 
private  practice  reveals  an  incidence  of 
rectal  pathologic  conditions  of  9.3  per  cent. 
Fibrous  bands  at  the  ano-rectal  junction 
were  the  most  frequent  finding.  Possible 
relationship  between  these  bands  and  the  de- 
velopment of  fissures,  fistulas,  prolapsis, 
and  hemorrhoids  apparently  exists.  Fibrous 
bands  and  fissures  are  a frequent  finding 
in  “colic”  and  constipation.  Treatment  of 


these  conditions  frequently  results  in  star- 
tling amelioration  of  the  symptom  complex. 

1506  Guadalupe  Street. 
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SALPINGIOSIS  (ENDOSALPINGIOSIS) 

CASE  REPORT 

EVELYN  GASS  POWERS,  .M.  D. 
and 

O.  N.  HOOKER,  M.  D. 

AMARILLO,  TEXAS 

Von  Robitansky  described  an  adenomyoma 
of  the  pelvis  in  1860.  This  is  apparently  the 
first  record  of  that  important  and  puzzling 
entity  variously  called  endometriosis,  miil- 
lerianosis,  endometrioma,  salpingiosis,  en- 
dosalpingiosis,  and  adenomyosis.  Von  Reck- 
linghausen published  articles  from  1893  to 
1896  describing  these  tumors  and  advanced 
the  theory  that  they  developed  from  em- 
bryonic rests  of  the  wolffian  ducts.  About 
this  time,  Cullen  began  his  work  on  aden- 
omyomas  and  was  the  first  to  hold  that  they 
were  invasive  growths  rather  than  em- 
bryonic structures  inactivated  in  later  life. 
In  1899  Russell  reported  finding  such  a 
tumor  in  an  ovary  which  he  had  removed  and 
ascribed  its  presence  to  misplaced  portions 
of  the  mullerian  duct. 

However,  there  was  little  general  interest 
in  the  subject  and  only  20  cases  had  been  re- 
ported up  to  1921  when  Sampson  added  23 
and  advanced  his  theory  of  transplantation 
of  cells  through  the  tubes.  He  has  done  much 
work  on  endometriosis  since  that  time  and 
has  helped  to  make  it  one  of  the  most  im- 
portant subjects  in  gynecology  at  present. 

In  his  first  paper  Sampson  stressed  the 
possibility  of  endometrial  and  tubal  epithe- 
lium being  regurgitated  through  the  tubes 
during  menstruation  and  attaching  them- 
selves to  the  ovaries  or  other  pelvic  struc- 
tures where  they  become  imbedded  and  form 
tumors.  While  this  explanation  of  the  his- 
togenesis of  endometriosis  has  not  been  ac- 
cepted by  everyone,  it  can  certainly  not  be 
disproved  in  every  case,  especially  since  the 
tubes  have  been  found  to  be  patent  in  most 
instances  and  retroversions,  fibroids,  and 
other  obstructions  to  the  menstrual  flow  are 
a frequent  accompaniment  of  the  condition. 

Read  before  the  Section  on  Obstetrics  and  Gynecology,  State 
Medical  Association  of  Texas,  Annual  Session.  Dallas,  May  7. 
1947. 
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However,  Sampson  did  not  assume  that 
all  cases  arise  in  this  way.  He  demonstrated 
endometrial  and  tubal  epithelial  cells  in  the 
lymph  and  blood  channels  and  published  a 
paper  to  show  “the  structural  similarity  be- 
tween peritoneal  endometriosis  and  peri- 
toneal carcinomatosis  of  ovarian  origin.” 
Like  cancer,  the  endometrium  or  endosalpinx 
or  both  may  be  found  invading  the  adjacent 
tubal  or  uterine  walls  and  thus  be  spread- 
ing by  continuity,  or  they  may  be  found  in 
the  ovary  or  some  remote  portion  of  the 
pelvis.  Endometrioma  have  been  found  fre- 
quently in  lymph  glands  and  Schwarz  has 
found  endometriosis  of  the  lung.  Counseller 


Fig.  1.  Photomicrograph  of  tissue  from  the  right  ovary  in 
a case  of  salpingiosis. 


considered  this  hypothesis  of  the  spread  by 
the  lymph  channels  as  the  most  satisfactory 
of  all  the  theories. 

Novak  made  a strong  case  against  Samp- 
son’s idea  of  transplantation  of  viable  epi- 
thelial cells  from  the  regurgitation  of  the 
menstrual  blood  through  the  tubes.  He  pre- 
ferred the  serosal  or  celomic  concept. 

The  pelvic  peritoneum,  the  germinal  epi- 
thelium, the  tubal  mucosa,  and  the  endome- 
trium are  closely  related  since  they  are  all 
derived  from  the  celomic  epithelium  of  the 
urogenital  folds.  It  is  not  necessary,  there- 
fore, to  assume  that  the  presence  of  ectopic 
tubal  or  endometrial  tissue  always  repre- 
sents embryonic  rests,  but  it  is  possible  that 
some  germinal  cells,  in  the  ovary  for  in- 
stance, may  have  their  developmental  poten- 
tial stimulated  by  some  chemical  factor  and 
thus  change  into  tubal  and/or  endometrial 
cells.  Novak  expressed  the  belief  that  he  can 
demonstrate  this  metaplasia  in  sections  from 


these  tumors.  He  also  suggested  that  the  fre- 
quency of  the  condition  in  the  ovary  is  due 
to  the  proximity  of  the  source  of  supply  of 
the  hormones,  “that  perhaps  there  is  a great- 
er intensiveness  of  the  endocrine  hormone  in 
the  ovary  itself.” 

Counseller  has  opposed  this  celomic 
theory.  He  said,  “Although  the  common 
celomic  origin  of  the  peritoneum,  the  ovary, 
and  the  mullerian  ducts  might  be  consistent 
with  these  hypotheses,  it  seems  that  they  as- 
sume profound  histologic  and  physiologic 
changes  for  adult  peritoneum ; it  is  clearly 
established  that  the  ovarian  hormones  have 
an  important  effect  on  the  fully  developed 
endometrium,  but  it  is  certainly  not  estab- 
lished that  they  might  initiate  the  develop- 
ment of  these  lesions.” 

Endosalpingiosis  is  the  term  that  Samp- 
son applied  to  those  tumors  which  contain 
epithelium  having  the  characteristics  of  that 
of  the  tubes,  and  in  his  later  papers  he 
stressed  the  frequency  and  importance  of 
aberrant  tubal  epithelium.  It  is  fairly  com- 
mon in  laparotomy  scars  after  surgery  in- 
volving the  tubes  or  even  in  cases  where  the 
tubes  were  only  manipulated.  This  tubal 
epithelium  apparently  undergoes  a form  of 
metaplasia  at  times  assuming  the  character- 
istics of  the  endometrium. 

While  most  authors  mention  endosalpin- 
giosis in  discussions  of  endometriosis  and  the 
term  miillerianosis  has  been  coined  to  cover 
both  entities,  there  are  few  case  reports  of 
endosalpingiosis  per  se.  Therefore  we  wish 
to  report  the  following  case: 

CASE  REPORT 

Mrs.  B.  M.  0.,  a white  woman  64  years  of  age, 
was  first  seen  by  one  of  us  (E.G.P.)  on  March  12, 
1946.  At  this  time  she  stated  that  she  had  passed 
some  blood  two  days  previously.  She  had  been  un- 
comfortable on  the  day  before  the  spotting  with 
pains  low  on  both  sides  and  over  the  bladder  area, 
and  there  had  been  frequent  urination  so  that  she 
was  not  certain  whether  the  bleeding  was  from  the 
vagina  or  the  bladder.  In  addition,  she  had  had  a 
constant  low  backache  on  the  right  for  some  time. 

The  patient  had  been  exceedingly  nervous  for 
years  and  had  taken  a daily  dose  of  diethylstilbes- 
trol  for  many  months.  This  had  been  prescribed  by 
a physician  and  the  exact  dose  could  not  be  ascer- 
tained. 

Her  past  history  was  negative.  There  had  been 
few  illnesses,  two'  full  term  pregnancies,  and  no 
miscarriages.  The  menstrual  life  had  been  nor- 
mal with  an  uneventful  menopause  between  48  and 
50  years  of  age. 

Examination  at  this  first  visit  showed  no  abnor- 
mality in  the  urine  or  lower  urinary  tract  and  no 
evidence  of  vaginal  bleeding.  The  cervix  was 
atrophic  and  free  of  discharge.  Its  only  pathologic 
manifestation  was  a small  red  spot  about  the  size 
of  an  endometrial  transplant,  but  this  did  not  have 
a hemorrhagic  appearance  and  did  not  seem  capable 
of  recent  bleeding.  Bimanual  vaginal  examination 
revealed  a small  but  tender,  hard,  nodular  mass 
lying  between  the  cervix  and  the  rectum  on  the 
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right.  The  uterus  was  small  and  nothing  else  was 
palpable  in  the  pelvis. 

The  patient  was  advised  to  discontinue  the  stil- 
bestrol  since  it  seemed  certain  that  the  bleeding- 
had  resulted  from  this  medication.  It  also  ap- 
peared that  the  small  tumor  was  a prolapsed  right 
ovary  although  it  was  hard  to  explain  the  pres- 
ence of  such  marble-like  nodules  on  its  surface. 
The  urinary  tract  was  thoroughly  explored  and 
nothing  was  found  except  a slight  stricture  of  the 
urethra.  A sigmoidoscopic  examination  was  also 
made  with  negative  findings. 

Three  days  later  there  was  bleeding  for  fifteen 
hours.  This  was  accompanied  by  much  pain.  There 
were  no  other  hemorrhages  after  this  which  seemed 
to  confirm  the  belief  that  the  diethylstilbestrol  had 
initiated  the  bleeding.  Upon  examination  on  April 
30  the  patient  was  comfortable,  the  red  spot  had 
disappeared  from  the  cervix,  and  the  ovary  was  less 
tender. 

She  was  not  seen  again  until  late  August,  at 
which  time  she  came  in  complaining  of  pain  and 
discomfort  in  the  right  inguinal  region.  The  nodu- 
lar mass  had  more  than  doubled  its  size  and  was 
extremely  tender.  Immediate  surgery  was  advised 
but  was  delayed  until  Ocober  9,  1946. 

At  laparotomy,  the  small  tumor  proved  to  be  the 
right  ovary.  It  presented  an  unusual  appearance 
because  of  many  small,  thick  walled  cysts  imbedded 
in  a fibrous  stroma.  While  its  dimensions  were  only 
6 by  3 by  3 cm.,  it  gave  the  impression  of  being 
much  larger  because  of  the  irregularity  of  its  sur- 
face. Some  of  the  cysts  were  multilocular  while 
others  contained  only  one  cavity.  There  were  a 
few  drops  of  either  a cloudy  or  clear  yellowish  fluid 
in  each  of  these  sacs.  The  left  ovary  was  atrophic 
but  was  undergoing  the  same  cystic  changes.  Both 
tubes  were  normal,  and  the  uterus  showed  only 
senile  degeneration  with  a few  tiny  subserous 
fibroids. 

Both  ovaries  and  the  right  tube  were  removed, 
the  latter  because  of  its  proximity  to  the  right 
ovary,  which  was  considered  as  potentially  malig- 
nant. 

The  pathologic  report  on  the  microscopic  sections 
was  as  follows: 

“On  section  the  stroma  is  firm  and  fibrotic  in 
appearance.  Sections  through  each  of  the  specimens 
described  grossly  show  ovarian  tissue  in  which 
cysts  are  located.  The  stroma  is  extremely  fibrotic. 
The  cysts  mentioned  vary  considerably  in  size. 
These  cysts  are  not  of  ovarian  origin.  They  are 
lined  by  epithelial  cells  which  bear  a striking  re- 
semblance to  those  which  line  the  tubes.  Some  of 
these  cysts  are  small,  others  are  medium  sized.  In 
these,  there  are  a few  scattered  structures  which 
resemble  tubal  folds.  The  whole  picture  is  char- 
acteristic of  ovarian  salpingiosis. 

“Pathologic  diagnosis:  FilDrosis  bilateral.  Salpin- 
giosis bilateral.” 

It  seems  to  us  that  this  case  is  interest- 
ing because  of  the  age  of  the  patient  and  the 
possible  role  played  by  the  stilbestrol  medi- 
cation. Most  cases  of  endometriosis  or 
salpingiosis  have  occurred  in  women  be- 
tween the  ages  of  80  and  50.  Our  patient 
was  65  a few  days  after  her  operation  and 
had  not  menstruated  in  fifteen  or  sixteen 
years. 

W.  H.  Bradford  of  Charlotte,  N.  C.,  re- 
ported a case  of  postmenopausal  endome- 
triosis following  stilbestrol  therapy  of  .5 
mg.  daily  for  eighteen  months.  This  patient 
had  been  bleeding  for  six  months  after  hav- 


ing had  complete  amenorrhea  for  five  years. 
The  abdomen  was  opened  and  a dark  cystic 
mass  the  size  of  a hickory  nut  was  found 
attached  to  one  ovary.  Both  ovaries  were 
small  and  atrophic  and  were  removed  along 
with  the  supravaginal  portion  of  the  uterus. 
Endometrial  tissue  was  found  in  both 
ovaries  and  in  the  uterine  musculature  as 
well  as  in  the  normal  location.  This  endome- 
trium was  active  in  spite  of  the  nonfunction- 
ing nature  of  the  ovaries,  showing  that 


Fig.  2.  Photomicrograph  of  tissue  from  the  left  ovary  in  a 
case  of  salpingiosis. 


estrogenic  hormones  had  been  furnished 
from  some  other  source. 

The  pathologists  reporting  on  the  tissues 
from  our  case  stressed  the  fibrotic  condi- 
tion of  the  ovarian  stroma.  Inasmuch  as 
the  past  history  of  this  patient  suggests  no 
previous  disturbance,  the  question  arises 
whether  the  diethylstilbestrol  caused  a meta- 
plasia of  ovarian  germinal  cells  according  to 
the  celomic  concept  or  merely  reinactivated 
a previously  existing  endosalpingiosis. 
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REEVALUATION  OF  THE  LOW 
CERVICAL  CESAREAN  SECTION 
Robert  p.  McDonald,  m.  d. 

FORT  WORTH,  TEXAS 

It  is  interesting  to  trace  the  development 
of  the  operation  known  as  cesarean  section, 
and  to  note  the  fluctuation  in  popularity  of 
the  various  type  procedures  as  reflected  in 
the  scientific  literature  of  the  various 
periods. 

While  much  reference  is  made  to  the  op- 
eration in  the  folklore  of  early  European 
races,  contrary  to  popular  belief  there  is 
nothing  to  indicate  that  it  was  ever  attempt- 
ed on  a living  patient  prior  to  1500  A.  D.  In 
that  year  i-t  is  recorded  that  one  Joseph 
Nufers,  a Swedish  sow-gelder,  delivered 
his  wife  by  an  abdominal  section  after  all 
other  attempts  at  delivery  had  failed.  While 
the  patient  apparently  survived,  other  cases 
were  reported  in  the  next  two  or  three  cen- 
turies with  almost  100  per  cent  mortality 
until  Porro.  in  1877,  realizing  a need  for  ab- 
dominal delivery  and  cognizant  of  the 
dangers  of  sepsis,  performed  supravaginal 
amputation  of  the  uterus  after  section  of  its 
wall  to  deliver  the  fetus.  The  stump  of  the 
cervix  was  then  sutured  to  the  abdominal 
incision.  Although  this  was  a radical  pro- 
cedure, it  must  be  remembered  that  this  was 
in  the  pre-antiseptic  era  and  this  operation 
provided  the  obstetrician  with  an  alternative 
to  fetal  destructive  operations  in  the  case  of 
absolute  fetomaternal  disproportion. 

In  1882  Sanger  first  sutured  the  uterine 
wall  following  abdominal  section,  and  his 
procedure,  with  improvements  and  refine- 
ments, became  the  classical  operation  of  to- 
day. An  easily  executed  and  practical  pro- 
cedure, it  afforded  little  protection  against 
peritonitis  in  cases  subjected  to  more  than 
minimal  amounts  of  labor,  particularly 
where  the  natural  protection  afforded  by  in- 
tact membranes  had  been  lost. 

In  an  attempt  to  provide  a safer  means 
of  abdominal  delivery  without  the  sacrifice 
of  the  uterus  in  potentially  infected  cases, 
Frank  of  Cologne  in  1907  reported  what  ap- 
pears to  have  been  the  first  true  extraperi- 
toneal  approach.  Sellheim  and  Latzko  in 
1908  also  performed  true  extraperitoneal  op- 
erations, but  the  procedure  was  difficult  and 
met  with  little  popularity  at  that  time. 

That  the  need  for  an  improved  operation 
remained  acute  is  emphasized  by  Davis, 
who  in  1911  reported  103  consecutive  classi- 
cal operations  performed  at  the  New  York 
Lying-In  Hospital  with  a maternal  mortality 
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rate  of  16  per  cent.  As  heretofore,  the  great- 
est mortality  factor  was  sepsis.  It  was  not 
until  four  years  later  in  1915  that  great 
strides  were  made  toward  a lower  mortality 
rate  with  the  introduction  of  the  low  cervi- 
cal operation  by  Kronig  and  Opitz  of  Vienna. 
This  operation,  making  use  of  the  uterovesi- 
cal  fold  of  peritoneum  to  cover  the  uterine 
incision,  was  soon  afterward  introduced  and 
popularized  in  this  country  by  Beck2  of 
Long  Island  College  and  DeLee4  of  Chicago, 
the  latter  giving  it  the  name  of  laparotra- 
chelotomy. 

This  new  approach  with  incision  through 
the  lower  passive,  or  noncontractile,  portion 
of  the  uterus  afforded  certain  advantages 
over  the  classical  type  section.  Usually  less 
hemorrhage  was  encountered  from  the 
uterine  sinuses;  there  was  less  likelihood  of 
subsequent  rupture  following  its  use;  and 
postoperative  adhesions  were  thought  to  be 
less  frequent.  The  flap  covering  the  uterine 
incision  was  not  considered  bacteria-proof, 
but  it  prevented  in  a large  measure  the  post- 
operative spill  of  infected  lochia. 

During  the  twenty  years  immediately 
prior  to  1940  the  low  cervical  operation  be- 
came established  as  the  procedure  of  choice 
in  cases  where  considerable  labor  had  en- 
sued, particularly  in  the  face  of  ruptured 
membranes.  The  morbidity  and  mortality 
rates  were  no  higher  than  those  encount- 
ered with  the  use  of  the  classical  section. 
However,  in  the  infected  or  potentially  in- 
fected case  little  confidence  was  held  in  the 
protection  afforded  by  the  low  cervical  pro- 
cedure. Indeed,  Dieckmann5  reported  a series 
of  cases  from  the  Chicago  Lying-In  Hospital 
in  1945  and  concluded  that  the  low  cervical 
operation  could  no  longer  be  used  with  safety 
after  twenty-four  hours  of  labor  in  the 
presence  of  ruptured  membranes,  or  after  a 
maximum  of  two  rectal  and  two  sterile 
vaginal  examinations. 

To  meet  the  need  of  the  infected  or  po- 
tentially infected  case,  and  to  obviate  the 
further  use  of  the  Porro  operation,  the  extra- 
peritoneal  operation  again  came  into  prom- 
inence during  the  early  1930’s.  It  is  beyond 
the  scope  of  this  paper  to  attempt  to  detail 
the  variations  in  technique  of  the  various 
proponents  of  this  type  operation.  In  the 
hands  of  obstetricians  having  large  clinical 
resources  at  their  disposal,  the  original 
Latzko  and  Physiek-Frank-Sellheim  proce- 
dures were  perfected  to  the  point  of  prac- 
ticability. The  operation  remains  difficult, 
however,  as  the  approach  is  not  anatomic 
and  it  is  often  difficult  to  secure  adequate 
exposure  of  the  lower  uterine  segment  to 
permit  the  extraction  of  a large  fetus.  Acci- 
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dental  injuries  to  the  bladder  and  peri- 
toneum, while  usually  not  serious,  are  fre- 
quent and  troublesome.  The  postoperative 
course  is  usually  marked  by  longer  and  more 
serious  morbidity  and  considerable  drain- 
age. 

In  1941  Henry  Burns9  of  New  York  had 
performed  59  Latzko  and  5 Waters  opera- 
tions without  a maternal  death.  Indeed, 
Burns  at  that  time  did  not  use  the  low  cer- 
vical operation,  performing  a low  classical 
incision  on  elective  cases  and  an  extraperi- 
toneal  operation  for  all  others.  In  his  hands 
and  in  those  of  Steele,10  Waters,  Ricci,8 
Marr,  Aldridge,1  and  others  the  extra- 
peritoneal  section  has  been  established  as  an 
invaluable  procedure  for  salvaging  the  mis- 
managed case  subjected  to  attempts  at 
vaginal  delivery. 

A gradual  drop  in  the  maternal  mortality 
rate  of  cesarean  section  has  been  in  evidence 
for  the  past  fifteen  years.  Irving,7  reporting 
in  1945  on  a series  of  1,887  consecutive 
cesarean  sections  performed  at  the  Boston 
Lying-In  Hospital  during  the  ten  year  period 
ending  in  December,  1943,  gave  a maternal 
mortality  figure  of  1.3  per  cent.  This  low 
figure  compiled  at  a well  organized  mater- 
nity hospital  is  considerably  below  the  2.4 
per  cent  mortality  of  the  country  at  large, 
but  Irving  concluded  that  normal  delivery 
was  still  15  times  safer  for  the  mother  and 
2.5  times  as  safe  for  the  infant.  On  the  other 
hand,  he  concluded  that  section  was  just  as 
safe  for  the  mother  as  midforcep  operations 
and  8 times  safer  for  the  infant.  In  the  mor- 
tality breakdown  according  to  type  of  sec- 
tion used,  Irving  reported  1.3  per  cent  mor- 
tality for  the  classical,  0.9  per  cent  for  the 
low  cervical,  2.4  per  cent  for  the  extra- 
peritoneal,  and  4.3  per  cent  for  the  cesarean- 
hysterectomy.  The  morbidity  for  both  the 
classical  and  low  cervical  procedures  was  20 
per  cent;  for  the  extraperitoneal  it  was  40 
per  cent. 

Since  the  introduction  and  general  avail- 
ability of  penicillin  I have  employed  the  low 
cervical  section  with  increasing  confidence 
in  an  admittedly  small  series  of  cases.  It  is 
thought  that  the  early  and  adequate  use  of 
penicillin,  together  with  the  local  use  of 
sulfathiazole,  has  added  the  protection 
necessary  to  make  the  operation  a much 
more  valuable  procedure.  Selected  as  typical 
of  the  group  are  the  4 cases  herein  pre- 
sented. 

In  each  case  the  uterovesical  fold  of  peri- 
toneum was  dissected  free  from  the  muscula- 
ture of  the  lower  uterine  segment  in  such  a 
manner  as  to  afford  two  protective  flaps. 
The  lower  segment  was  incised  transversely 


according  to  the  method  of  Kerr  to  facilitate 
the  use  of  the  flaps.  Sulfathiazole  powder 
was  used  freely  beneath  the  flaps  and  in  the 
pelvis.  To  keep  spill  of  amniotic  fluid  to  a 
minimum  the  uterus  was  pulled  up  against 
the  abdominal  incision  and  packed  off. 
Little  Trendelenburg  position  was  used.  In 
all  cases  penicillin  therapy  was  instituted  as 
soon  as  it  was  apparent  that  cesarean  sec- 
tion would  be  necessary,  and  it  was  con- 
tinued in  dosage  of  30,(300  to  40,000  units 
every  three  hours  for  three  or  four  days,  de- 
pending upon  the  patient’s  temperature. 

CASE  REPORTS 

Case  1. — Mrs.  B.,  24  year  old  gravida  1,  para  0, 
at  term  was  first  seen  in  consultation  after  some 
forty  hours  of  labor  with  the  fetus  in  the  right  oc- 
cipital posterior  position,  the  presenting  part  just 
above  the  ischial  spines  and  with  the  membranes 
intact.  The  cervix  was  thin  and  from  5 to  6 cm. 
dilated.  As  pains  were  becoming  weaker  and 
roentgen-ray  examination  showed  no  disproportion, 
it  was  elected  to  give  the  patient  rest  by  the  ad- 
ministration of  more  sedation  and  intravenous  glu- 
cose. When  after  several  hours  the  pains  did  not 
pick  up,  the  membranes  were  artificially  ruptured. 
After  a total  of  sixty  hours  of  labor  with  mem- 
branes ruptured  for  twenty-four  hours,  a low  cer- 
vical section  was  performed  with  delivery  of  a 
normal  6 pound  11  ounce  infant.  This  patient  had 
six  sterile  vaginal  examinations,  artificial  rupture 
of  the  membranes,  and  at  least  five  rectal  examina- 
tions. Her  postoperative  course  was  uneventful  ex- 
cept for  five  days  of  fever  with  a maximum  eleva- 
tion of  102.6  F.  on  the  third  day.  There  was  no 
drainage  or  undue  abdominal  distension  and  the 
patient  was  discharged  on  the  tenth  day. 

Case  2. — Mrs.  G.,  23  year  old  gravida  1,  para  0, 
was  two  weeks  past  her  expected  delivery  date 
and  in  hard  labor  for  thirty-six  hours.  The  fetus  was 
large  with  the  head  in  left  occipital  transverse  posi- 
tion at  the  level  of  the  ischial  spines.  The  mem- 
branes were  intact  and  the  cervix  was  6 cm.  dilated 
and  thin.  The  membranes  were  artificially  ruptured 
and,  after  no  progress  for  an  additional  four  hours, 
fetal  distress  was  evidenced  by  the  passage  of 
meconium  and  a marked  fluctuation  in  the  fetal 
heart  rate.  Low  cervical  section  was  performed  with 
delivery  of  a normal  8 pound  6.5  ounce  infant.  This 
patient  had  innumerable  rectal  and  at  least  four 
vaginal  examinations  prior  to  delivery.  Maximum 
elevation  of  temperature  was  102  F.  on  the  second 
day,  and  she  was  free  of  fever  by  the  fifth  day. 
Lochia  was  foul  but  there  was  no  evidence  of 
peritoneal  irritation.  The  patient  was  discharged  on 
the  eighth  postoperative  day. 

Case  3. — Mrs.  F.,  20  year  old  gravida  1,  para  0, 
was  seen  with  a large  fetus  in  transverse  arrest 
after  eighteen  hours  of  hard  labor  with  ruptured 
membranes  for  six  or  eight  hours.  The  head  was 
above  the  ischial  spines  and  the  cervix  was  6 cm. 
dilated  and  edematous.  A 9 pound  10.5  ounce  normal 
infant  was  delivered  by  low  cervical  cesarean  sec- 
tion. This  patient  had  eight  rectal  and  two  vaginal 
examinations.  Maximum  temperature  elevation  was 
102  F.  on  the  second  day,  and  the  patient  remained 
afebrile  after  the  fourth  day.  Penicillin  was  discon- 
tinued on  the  third  day  because  of  the  development 
of  a severe  rash  about  the  buttocks.  The  patient  was 
discharged  on  the  eighth  day. 

Case  4. — Mrs.  K.,  38  year  old  gravida  1,  para  0, 
was  at  term  and  in  labor  for  twenty-four  hours. 
The  membranes  ruptured  prior  to  the  onset  of  labor 
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by  three  or  four  hours.  The  fetal  head  was  un- 
engaged; the  cervix  was  from  3 to  4 cm.  dilated  and 
thin.  Low  cervical  section  was  performed  with  de- 
livery of  a normal  8 pound  1 ounce  infant.  This 
patient  had  eight  rectal  examinations  and  one 
vaginal  examination.  The  maximum  temperature 
elevation  was  99.6  F.,  and  the  patient  remained 
afebrile  after  the  first  postoperative  day. 

Prior  to  the  introduction  of  penicillin 
each  of  the  above  cases  would  have  demand- 
ed the  use  of  the  extraperitoneal  section ; 
however,  in  each  case  there  was  a minimum 
period  of  morbidity.  Each  patient  had  a 
normal  puerperium  and  was  quickly  re- 
stored to  a state  of  usefulness  as  a mdther. 
While  the  series  is  admittedly  too  small  for 
the  formation  of  definite  conclusions,  it  is 
thought  provoking.  If  obstetricians  by  em- 
ploying the  low  cervical  section  with  chemo- 
therapy can  provide  a haven  of  safety  and 
give  patients  a longer  test  of  labor,  certainly 
a drop  in  the  incidence  of  cesarean  section 
will  result.  In  the  past  the  fear  of  sepsis  has 
prompted  obstetricians  to  the  early  use  of 
cesarean  section  while  the  patient  is  yet  un- 
infected. 

While  further  trial  may  well  establish  the 
low  cervical  procedure  for  all  cases,  until 
that  time  the  extraperitoneal  procedure  will 
occasionally  be  necessary,  and  it  must  be  re- 
membered that  no  matter  how  perfectly  it 
is  executed  it  will  not  salvage  the  patient 
subject  to  a blood  stream  infection.  It  is  to 
be  hoped  that  the  early  adequate  use  of  pen- 
icillin together  with  the  careful  supervision 
of  the  prolonged  and  difficult  labor  case  will 
add  further  impetus  to  the  rapidly  declining 
mortality  rate  of  cesarean  section. 
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ABSTRACT  OF  DISCUSSION 
Dr.  Asa  A.  Newsom,  Dallas:  Dr.  McDonald’s  re- 
view of  the  literature  concerning  the  development 


of  the  different  types  of  cesarean  section  and  the 
presentation  of  his  method  of  management  for  sev- 
eral complicated  obstetric  cases  is  interesting  and 
thought  producing. 

Among  the  questions  arising  are  (1)  can  better 
training  in  obstetrics  cause  a decrease  in  the  num- 
ber of  mismanaged  cases,  and  (2)  has  the  develop- 
ment of  sulfonamide  and  penicillin  caused  procras- 
tination in  handling  of  complicated  cases? 

The  residents  in  obstetrics  checked  the  cesarean 
section  records  in  Baylor  Hospital  from  September, 
1936,  to  September,  1941,  and  found  a total  of  92 
cases.  The  classical  section  was  performed  47  times 
and  the  low  cervical  43  times.  There  was  1 Porro  sec- 
tion and  1 vaginal  hysterotomy  but  no  extraperi- 
toneal procedure.  There  was  1 death  following  a 
classical  and  1 death  following  a low  cervical  sec- 
tion. Transfusion  was  used  often  and  sulfanilamide 
was  used  3 times.  These  charts  included  both  elec- 
tive and  neglected  cases. 

They  also  reviewed  the  charts  from  September, 
1941,  to  September,  1946,  and  found  382  cesarean 
sections.  Of  this  number  170  were  classical,  201  low 
cervical,  11  Porro,  and  no  extraperitoneal.  There 
was  about  a 50  per  cent  morbidity  in  all  types  and 
2 deaths  following  classical  section.  Sulfonamide  was 
used  in  73  cases  and  penicillin  in  46  cases.  These 
drugs  were  used  more  often  during  the  last  two 
years.  Transfusion  was  also  used. 

The  use  of  penicillin  and  sulfonamide  early,  as 
the  essayist  has  pointed  out,  should  decrease  the 
number  of  uteri  removed  and  narrow  the  indications 
for  extraperitoneal  sections.  However,  the  use  of 
these  drugs  should  not  be  allowed  to  make  the 
physician  careless  in  analyzing  and  handling  major 
complications  in  obstetrics. 


HIGH  BLOOD  PRESSURE  FROM  TUMORS 

High  blood  pressure  in  some  persons  appears  to 
be  caused  by  a certain  type  of  tumor  found  in  the 
adrenal  and  coccygeal  glands,  along  the  nerves,  and 
in  other  organs,  says  George  F.  Cahill,  M.  D.,  of 
the  J.  Bentley  Squier  Urological  Clinic  and  the  De- 
partment of  Urology,  College  of  Physicians  and 
Surgeons,  Columbia  University,  New  York. 

Writing  in  the  September  18  issue  of  The  Journal 
of  the  American  Medical  Association,  Dr.  Cahill 
points  out  that  this  kind  of  high  blood  pressure  can 
be  cured  by  locating  the  tumor  with  roentgen  ray  and 
removing  it  by  surgery. 

Cases  which  Dr.  Cahill  has  treated  show  that  this 
type  of  high  blood  pressure  seems  to  result  from 
the  release  of  adrenalin  from  these  tumors.  It  oc- 
curs both  in  children  and  in  adults  and  is  some- 
times difficult  to  distinguish  from  hyperthyroidism, 
hysteria,  and  psychoneurosis,  he  says.  It  may  be 
continuous  or  may  occur  only  in  acute  attacks,  the 
article  points  out.  Symptoms  consist  of  a pounding- 
headache,  pronounced  beating  of  the  heart,  con- 
striction of  the  hands  and  feet,  and  pain  just  above 
the  stomach. 

Commenting  upon  Dr.  Cahill’s  article,  Dr.  Earl 
E.  Ewert  of  Boston  says  in  the  same  issue  of  The 
Journal  that  persons  who  appear  to  have  typical 
seizures  of  epilepsy  may  also  be  suffering  from  this 
type  of  tumor. 


THYROID  GLAND  ESSAY  PRIZE 
The  American  Goiter  Association  is  again  offering 
the  Van  Meter  Prize  Award  of  $300  and  two  hon- 
orable mentions  for  the  best  essays  concerning 
original  work  on  problems  related  to  the  thyroid 
gland.  Details  of  the  competition,  which  will  end 
March  15,  may  be  secured  from  Dr.  T.  C.  Davison, 
corresponding  secretary  of  the  association,  207 
Doctors  Building,  Atlanta  3,  Ga. 
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FOREIGN  BODY  REACTION  TO 
SUTURES  AND  OTHER 
MATERIALS 

STUART  A.  WALLACE,  M.  D. 
and 

MAJOR  KENNETH  L.  BROWN,  M.  C. 

HOUSTON,  TEXAS 

Generally  speaking,  any  material  intro- 
duced into  the  tissues  by  routes  other  than 
the  circulation  is  a foreign  body  regardless 
of  what  its  physical  or  chemical  properties 
may  be.1  However,  occasional  instances  of 
particulate  matter  entering  the  circulation, 
such  as  small  bullets  or  shot,  and  nonabsorb- 
able oils  should  probably  also  be  considered 
as  foreign  bodies.  In  the  usual  conception 
particulate  matter  which  occupies  space  and 
which  sets  up  a mechanism  in  the  body  to 
isolate  it  or  to  dispose  of  it  constitutes  a 
foreign  body.  The  reaction  of  the  host  tissues 
produced  constitutes  the  foreign  body  re- 
action. Foreign  bodies  therefore  need  not 
necessarily  be  introduced;  they  may  origin- 
ate within  the  tissues  themselves.  The  urate 
crystals  in  gout  and  the  escaped  contents  of 
sebaceous  cysts  are  examples  of  particulate 
matter  arising  within  the  body. 

The  purpose  of  this  paper  is  to  discuss 
the  usual  reactions  to  the  more  common  for- 
eign bodies,  and  to  one  or  two  unusual  types. 
A consideration  of  the  many  metal  and  glass 
objects  found  in  the  gastro-intestinal  tract  is 
purposely  avoided  as  is  the  most  mild  reac- 
tion to  fine  inhaled  dust  particles.  Some  rep- 
resentative findings  are  discussed  with  re- 
spect to  tissue  changes  subsequent  to  the 
insertion  of  suture  materials  in  rabbits,  the 
complete  study  of  which  will  be  reported 
elsewhere,  and  concerning  a variety  of  for- 
eign bodies  in  tissues  which  passed  through 
the  pathology  laboratory  of  Baylor  Univer- 
sity College  of  Medicine. 

SUTURE  MATERIAL  IN  RABBITS 

Suture  materials  lend  themselves  to  a 
study  of  this  kind  providing  careful  surgical 
technique  is  used  to  exclude  bacterial  con- 
tamination. Dermal  material,  nylon,  and 
cotton  illustrate  nicely  the  foreign  body  re- 
action. They  also  avoid  the  other  factors 
which  come  into  the  picture  with  absorbable 
suture  materials. 

All  sutures  in  this  study  were  placed  in 
the  dorsal  muscles  of  rabbits  with  as  little 
trauma  as  possible.  One  group  of  animals 
was  killed  at  the  end  of  seven  days  and  a 
block  of  muscle  including  the  suture  was 

From  the  Department  of  Pathology,  Baylor  University  Col- 
lege of  Medicine. 

Read  before  the  Section  on  Clinical  Pathology,  State  Medical 
Association  of  Texas,  Annual  Session,  Houston,  April  28,  1948. 


placed  in  4 per  cent  formaldehyde.  After 
fixation  sections  were  made  and  stained  in 
routine  fashion  using  hematoxylin  and  eosin 
stains.  Another  group  was  killed  after  the 
suture  material  had  been  in  place  for  thirty- 
one  days. 

Dermal. — In  the  muscle  with  dermal  suture 
material  removed  at  the  end  of  seven  days 
there  was  seen  a moderate  number  of  poly- 
morphonuclear neutrophils  close  to  the  suture 
material.  Next  were  macrophages  lined  up 
in  fairly  definite  fashion.  Beyond  this  were 
already  present  several  newly  formed  muscle 
giant  cells.  The  muscle  fibers  were  damaged 
for  considerable  distance  from  the  suture. 

After  thirty-one  days  there  was  more  pro- 
found change  in  the  muscle  with  many  volu- 
minous muscle  giant  cells.  The  nuclei  of 


Fig.  1.  Nylon  suture  with  fibrous  tissue  reaction. 


muscle  fibers  had  in  one  instance  apparently 
migrated  centrally  in  the  muscle  fiber.  Small 
macrophages  were  present  in  profusion  and 
a moderate  amount  of  fibrous  connective  tis- 
sue had  formed. 

Dermal  is  not  intended  for  such  use  but 
it  is  interesting  to  note  the  profound  effect 
that  this  material  has  on  the  muscle  fibers. 

Nylon. — At  the  end  of  seven  days  cells  in 
the  muscle  containing  nylon  were  lined  up 
around  the  suture  and  were  apparently 
macrophage  type  of  cells.  Beyond  these  cells 
could  be  seen  a moderate  amount  of  fibrous 
connective  tissue.  The  arrangement  suggest- 
ed somewhat  synovial  tissue.  There  were  no 
foreign  body  giant  cells  in  the  sections 
studied  and  no  muscle  giant  cells. 

At  the  end  of  thirty-one  days  the  macro- 
phages were  still  lined  up  around  the  nylon 
suture.  There  was  fibrous  connective  tissue 
in  moderate  amount  only.  At  this  stage  a 
few  muscle  giant  cells  were  noted  and  in  ad- 
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dition  there  was  considerable  change  in  the 
muscle  fibers  in  that  they  were  reduced  in 
size  and  frequently  fragmented. 

Cotton. — After  seven  days  there  were 
present  macrophages  lined  up  about  the  cot- 
ton suture  at  right  angles.  There  was  a 
marked  fusiform  fibrous  connective  tissue 
proliferation  forming  a fusiform  pattern. 
Capillaries  were  prominent.  The  interrupted 
muscle  fibers  were  narrowed  for  some  dis- 
tance and  a few  muscle  giant  cells  were  pres- 
ent. The  fusiform  production  of  connective 
tissue  noted  here  is  not  surprising  since 
muscle  fibers  running  in  parallel  fashion  are 
damaged  producing  more  damage  longitudin- 
ally than  Transversely. 

After  thirty  days  the  most  striking  find- 
ing was  the  presence  of  definite  connective 
tissue  proliferation.  Few  giant  cells  were 
present.  There  were  individual  small  cells 


Fig.  2.  Foreign  body  reaction  due  to  escape  of  contents  of 
sebaceous  cyst. 


Injected  oil  occasionally  fails  to  be  ab- 
sorbed and  remains  as  small  pools  and  acts 
as  foreign  substances.  Immediately  sur- 
rounding the  oily  mass  thus  retained  are 
cells  of  reticulo-endothelial  type  forming  an 
incomplete  syncitial  lining  with  occasional 
multinucleated  giant  cells.  The  inflammatory 
reaction  reveals  varying  amount  of  fibrosis 
and  numbers  of  inflammatory  cells,  usually 
lymphocytes.  Calcium  may  be  deposited  in 
the  confined  oily  substance. 

One  example  of  a wooden  splinter  was  en- 
countered which,  in  its  immediate  vicinity, 


r . - vt 


dfV'*  _ 


M <?  V , * V. 


Fig.  3.  Fat  necrosis  showing  foreign  body  giant  cells,  macro- 
phages, and  fibroblasts. 


appeared  rather  mild  in  its  capacity  to  do 
damage,  but  a short  distance  from  the  wood 
a marked  change  was  produced  by  the  for- 
tuitous proximity  of  a synovial  cavity.  A 
synovitis  resulted,  requiring  surgical  inter- 
vention. 


with  deeply  staining  cytoplasm.  These  were 
not  definitely  identified. 

Suture  materials  in  common  use  produce 
a certain  amount  of  damage  in  insertion  but 
soon  there  develops  a foreign  body  reaction 
in  which  macrophages  are  present  and  also 
occasionally  giant  cells.  Newly  formed 
fibrous  connective  tissue  is  a constant  find- 
ing. Other  inflammatory  cells  usually  in 
small  numbers  may  be  seen.  Muscle  giant 
cells  are  striking  in  their  appearence  and 
are  frequently  seen  when  suture  is  placed  in 
muscle. 

FOREIGN  BODIES  IN  HUMAN  BEINGS 

In  human  tissues  the  following  examples 
of  foreign  bodies  and  the  reaction  to  them 
were  selected:  injected  oil,  wooden  splinter, 
talcum  powder,  suture  material,  sebaceous 
cyst  content,  necrotic  fat,  and  gas. 


Talc  is  well  known  to  produce  foreign 
body  reaction  in  which  giant  cells  are  con- 
spicuous. The  attempt  to  engulf  larger  talc 
particles  is  remarkable  as  the  foreign  body 
giant  cells  are  distorted  in  shape  and  show 
an  arrangement  of  nuclei  different  from 
other  giant  cells  which  form  around  acicular 
crystals.  Moderate  fibrosis  also  results. 
Owen3  was  the  first  to  bring  to  attention 
the  granulomas  caused  by  talc  and  a case 
was  reported  at  a previous  meeting  of  this 
society  by  one  of  us.4 

Suture  materials  in  the  human  being  usu- 
ally produce  characteristics  similar  to  those 
produced  in  animals,  but  most  often  they  are 
brought  to  attention  when  their  presence 
produces  other  changes  such  as  ulceration  of 
mucosa  or  sinus  tracts.  In  one  specimen 
sent  to  me  the  foreign  body  reaction  due  to 
cotton  fibers  left  behind  during  an  operation 
on  the  brain  years  previously  produced  a 
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particularly  large  number  of  giant  cells  as 
well  as  fibrous  tissue  proliferation. 

Examples  of  substances  produced  by  the 
body  and  acting  as  foreign  bodies  follow. 

Sebaceous  cysts  may  give  rise  to  a striking 
foreign  body  reaction  when  the  contents  of 
the  cyst  escape  into  the  tissues  from  their 
enclosing  squamous  cell  lining.  This  is  an 
unusual  occurrence  because  of  the  lining 
epithelium  which  is  almost  always  compe- 
tent to  hold  the  irritating  contents  within 
the  confines  of  the  cyst  cavity.  Because  of 
trauma  or  for  some  other  reason,  disruption 
of  the  squamous  cell  lining  can  occur,  spilling 
the  irritating  contents  of  the  cyst  into  the 
tissues,  and  these  may  be  identified  loose  in 
the  adjacent  tissue.  There  soon  develops  a 
striking  foreign  body  reaction  with  foreign 


tissue  from  the  cervix  of  the  uterus  in  which 
cyst-like  structures  were  present.  These  con- 
tained gas  rather  than  liquid.  Microscopic 
examination  revealed  different  stages  in  the 
process.  Multinucleated  giant  cells  formed 
early  and  were  of  the  foreign  body  type. 
Later  these  lined  the  cystic  spaces  in  the  tis- 
sues produced  by  gas.  The  larger  and  older 
cysts,  which  were  apparently  under  greater 
pressure,  possessed  flattened  syncitial  type 
of  cells.  There  was  little  other  associated 
change  and  the  gas  rapidly  disappeared  after 
delivery.  This  could  be  considered  as  foreign 
body  tissue  reaction  to  gas. 

DISCUSSION 

Foreign  body  tissue  reaction  reveals  a 
continuing  reaction  in  the  presence  of  non- 


Fig.  4.  Left.  Giant  cells  in  case  of  vaginitis  emphysematosa. 

Center.  Small  cyst  lined  by  giant  cells  in  vaginitis  emphy- 

body  giant  cells  being  most  conspicuous.  Also 
present  are  lymphocytes  and  eosinophils. 
Mitotic  figures  can  be  demonstrated  in  the 
nuclei  of  the  giant  cells  which  engulf  the 
escaped  material,  thus  suggesting  nuclear 
multiplication  as  a factor  in  the  formation  of 
multiple  nuclei  in  the  multinucleated  giant 
cells. 

In  breast  tissue,  in  subcutaneous  tissue,  or 
in  the  abdominal  cavity  the  changes  seen  in 
fat  necrosis  are  excellent  examples  of  for- 
eign body  reaction.  Macrophages  are  con- 
spicuous and  frequently  contain  fatty  sub- 
stances giving  the  well  known  foam  appear- 
ance. Varying  degrees  of  new  connective  tis- 
sue formation  are  noted  and  scattered  inflam- 
matory cells  are  observed.  Of  course,  at 
times  in  pancreatic  fat  necrosis  the  picture 
is  confused  by  the  acute  inflammatory  re- 
action so  frequently  present  and  by  the  di- 
gestion which  occurs  as  a result  of  the  pres- 
ence of  escaped  pancreatic  enzymes. 

Recently  there  was  submitted  to  the  path- 
ology laboratory,  by  Dr.  Herman  L.  Gardner, 


sematosa. 

Right.  Higher  power  of  wall  of  cyst  seen  in  center. 

absorbable  substances.  There  are  present 
macrophages,  fibrosis,  giant  cells,  and  other 
inflammatory  cells,  notably  lymphocytes. 
However,  plasma  cells  and  eosinophils  are 
also  seen.  These  foreign  body  reactions  lend 
themselves  to  the  study  of  giant  cell  forma- 
tion and  also  to  the  formation  of  fibrous  con- 
nective tissue.  The  giant  cells  seen  may  be  of 
more  than  one  type.  Haythorn-  discussed  the 
various  types  of  giant  cells  and  at  least  two 
types  have  been  seen  in  this  short  study.  In 
the  reaction  to  sutures  which  were  in  vol- 
untary muscle,  many  of  the  giant  cells  were 
produced  not  by  cells  of  the  reticulo- 
endothelial system  but  by  voluntary  muscle 
cells  with  proliferation  of  the  nuclei  of  the 
sheath.  These  nuclei  occasionally  are  seen 
to  assume  a central  location  in  the  fiber 
when  the  fiber  is  damaged.  Some  of  the  giant 
muscle  cells  were  large  and '•possessed  so 
much  cytoplasm  of  peculiar  staining  proper- 
ties that  there  is  no  doubt  of  their  muscle 
origin.  At  times  some  of  these  are  closely 
related  in  appearance  to  the  ordinary  for- 


466 


FOREIGN  BODY  RE  ACTION— WALLACE  & BROWN 


October, 


eign  body  giant  cell.  In  regard  to  the  forma- 
tion of  true  foreign  body  giant  cells,  there 
has  been  uncertainty  as  to  whether  they 
form  by  fusion  of  several  macrophage  type 
of  cells  or  whether  one  macrophage  has  had 
an  increase  in  the  amount  of  cytoplasm  with 
multiplication  of  nuclei.  The  present  concept, 
with  which  we  concur,  is  that  both  occur. 
There  is  experimental  proof  that  they  do 
fuse,  and  there  is  evidence  of  nuclear  di- 
vision since  mitotic  figures  occur  in  an  occa- 
sional foreign  body  giant  cell. 

The  ability  of  macrophages  to  transform 
into  fibroblasts  is  not  accepted  by  all,  but  in 
a morphologic  study  of  this  sort  all  varia- 
tions between  macrophage  type  of  cells  and 
fibrous  connective  tissue  cells  can  be  found. 

Many  other  foreign  body  reactions  have 
been  described  elsewhere.  Sulfagraiiulpmas, 
granulomas  due  to  iodized  poppyseed  oil, 
granulomas  due  to  intradermal  typhoid  vac- 
cine, and  others  have  been  described.  We 
have  not  attempted  to  include  all  the  for- 
eign body  granulomas  or  to  describe  the 
findings  in  all  the  various  sutures  in  this 
paper. 

SUMMARY 

A selected  group  of  substances  which  pro- 
duce foreign  body  reaction  has  been  dis- 
cussed. 

Suture  material  in  voluntary  muscle  of 
rabbits  produces  a striking  foreign  body  re- 
action. 

Foreign  substances  such  as  oils,  talc,  and 
sutures  produce  a foreign  body  reaction  in 
human  beings.  Substances  elaborated  by  the 
body  such  as  sebaceous  cyst  contents,  crys- 
tals, and  gas,  may  also  produce  a foreign 
body  reaction. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Paul  Brindley,  Galveston:  It  is  well  to  evalu- 
ate the  tissue  response  not  only  to  the  trauma  asso- 
ciated with  suturing  but  also  the  tissue  changes  re- 
sulting from  the  long  continued  presence  of  such 
material  within  the  living  tissues.  Dr.  Wallace  has 
brought  such  an  evaluation  for  three  forms  of  su- 
ture material.  Some  writers  within  the  past  few 
years  have  stated  that  nonabsorbable  sutures  are 
relatively  less  irritating  than  the  absorbable  types 
and  that  even  certain  fine  metal  wires  are  the  least 
irritating. 


Besides  suture  material  Dr.  Wallace  has  men- 
tioned some  of  the  other  more  common  foreign  body 
reactions.  To  his  list  might  be  added  breasts  where 
the  walls  of  the  ducts  have  been  destroyed  by  in- 
flammation with  the  duct  contents  getting  into  the 
adjoining  tissue  and  causing  a foreign  body  reac- 
tion. I have  seen  the  leakage  of  the  sebaceous  ma- 
terial from  an  infected  or  inflamed  dermoid  cyst 
of  the  ovary  producing  a bizarre  foreign  body  type 
of  inflammatory  reaction  in  the  neighboring  tissues. 
Also,  there  may  be  a long  continued  foreign  body 
reaction  in  the  peritoneal  cavity  after  recovery 
from  the  immediate  effects  of  the  spilling  of  fecal 
material  containing  vegetable  fibers  and  other  in- 
soluable  substances  into  the  cavity  from  perfora- 
tion of  an  appendix  or  leakage  from  a diverticulum 
of  the  colon. 

Years  ago  a relatively  large  proportion  of  the 
granulomatous  types  of  inflammation  with  giant 
cells  were  of  tuberculous  or  syphilitic  origin.  With 
better  preventive  medicine  and  the  use  of  newer 
antibiotics  pathologists  are  seeing  a smaller  num- 
ber of  such  infectious  granulomas  and  a higher  per- 
centage of  so-called  foreign  body  granulomas.  It  is 
well  to  keep  this  in  mind  and  not  mistakenly  di- 
agnose tuberculosis  where  the  condition  is  a foreign 
body  reaction.  In  examining  tissue  sections  the 
simple  matter  of  reducing  the  light  will  frequently 
reveal  unsuspected  foreign  material. 

Another  point  brought  out  by  Dr.  Wallace  is 
worth  emphasizing,  and  that  is  not  to  misinterpret 
the  multinucleated  cells  of  regenerating  striated 
muscle  for  foreign  body  type  giant  cells.  Such 
regeneration  of  muscle  may  be  seen  not  only  follow- 
ing trauma  but  after  cancerocidal  radiation  of  a 
neoplasm  invading  muscle. 

Cases  of  emphysematous  cystitis  in  diabetic  pa- 
tients are  described  but  I have  never  seen  gas  cysts 
in  the  cervix. 


FLUOROSCOPIC  IMPROVEMENT 

A new  type  amplifier  which  will  increase  the 
brightness  of  fluoroscopic  x-ray  images  by  500  times 
was  described  at  the  September  meeting  of  the 
American  Roentgen  Ray  Society  in  Chicago  by  John 
W.  Coltman  of  the  Westinghouse  Research  Labora- 
tories, East  Pittsburgh,  Pa.  When  perfected,  the 
amplifier  now  being  constructed  in  the  Westing- 
house  laboratories  will  take  the  form  of  an  attach- 
ment for  standard  fluoroscopic  equipment. 

The  new  amplifier  increases  the  brightness  of  the 
fluoroscopic  image  after  the  roentgen  rays  have 
passed  through  the  patient.  While  the  intensity  of 
the  rays  will  be  no  greater  as  they  touch  the  patient, 
the  resultant  image  will  be  almost  as  bright  as  a 
movie  screen  and  the  physician  will  be  able  to  per- 
ceive objects  which  at  present  are  indiscernible. 


CLUB  FOOT  TREATMENT 

Treating  club  foot  with  a cohesive  bandage  gives 
most  babies  born  with  the  deformity  a normal  foot, 
according  to  an  article  by  Dr.  Emil  D.  W.  Hauser, 
Chicago,  in  the  September  4 issue  of  The  Journal 
of  the  American  Medical  Association.  Results  in  70 
patients  treated  during  a period  of  six  years  estab- 
lished the  advantages  of  this  type  of  treatment, 
Dr.  Hauser  writes.  The  bandage,  which  will  not  ad- 
here to  or  irritate  the  skin,  can  be  used  immediate- 
ly after  birth,  and  the  earlier  treatment  is  begun, 
the  better  the  correction  that  will  be  obtained.  The 
entire  foot  and  leg  are  covered  with  the  cohesive 
bandage  and  a reinforcement  of  adhesive  tape  to 
hold  the  foot  in  as  nearly  a normal  position  as 
possible. 
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THE  TRANSLOCATION  OF  BODY 
FLUIDS  IN  CHRONIC  DISEASE 

ELLIOTT  B.  HAY,  M.  D. 

HOUSTON,  TEXAS 

Because  of  recently  published  reports  con- 
cerning significant  changes  of  the  body 
fluids  in  chronic  disease,4’  13’  20  a study  of 
blood  volumes  and  interstitial  fluids  was  un- 
dertaken during  the  past  year  on  patients 
and  animals.  Several  types  of  disease  were 
studied. 

This  preliminary  report  is  based  on  the 
changes  noted  in  41  patients  suffering  from 
tuberculosis,  cancer,  or  chronic  sepsis.  The 
results  of  these  studies  indicate  that  there  is 
a general  pattern  of  abnormal  distribution 
of  body  fluids  in  these  chronic  diseases.  This 
abnormality  usually  consists  of  a reduction  in 
the  blood  volume  and  increase  in  the  inter- 
stitial fluid. 

The  plasma  volumes  were  determined  with 
the  Evans  Blue  Dye,  T-1824,*  as  suggested 
by  Gregersen12  and  modified  by  Gibson  and 
Evans.10  The  extracellular  fluids  were  de- 
termined by  the  sodium  thyocyanate  method 
of  Gregersen  and  Stewart.15  The  interstitial 
fluids  were  calculated  by  subtracting  the 
plasma  volumes  from  the  extracellular  fluids. 
The  hematocrits  were  determined  by  the 
method  of  Wintrobe,22  and  from  the 
hematocrits  and  plasma  volumes,  the  total 
blood  volume  and  red  cell  mass  were  calcu- 
lated. The  albumin  and  globulin  levels  were 
determined  by  the  method  of  Greenberg.11 

In  healthy  adults,  approximately  70  per 
cent  of  the  body  weight  is  water.  Most  of  the 
body  water  (50  per  cent  by  weight),  is  with- 
in the  cells  (intracellular  fluid).  About  20 
per  cent  of  the  body  weight  is  extracellular 
fluid.  One  fourth  of  the  latter  (5  per  cent  of 
the  body  weight)  is  plasma,  while  the  other 
three  fourths  (15  per  cent  of  the  body 
weight)  is  between  the  plasma  and  cells  (in- 
terstitial fluid).  The  body  cells  are  bathed 
in,  and  receive  their  nourishment  by  the 
way  of,  the  extracellular  fluid.9 

The  various  forces  that  affect  the  extra- 
cellular fluid  changes  are  shown  in  figure  1. 
The  effective  hydrostatic  pressure  at  the 
arterial  end  of  the  capillary  is  about  22  mm. 
of  mercury.  At  the  venous  end  of  the  capil- 
lary, the  effective  osmotic  pressure  is  about 
15  mm.  of  mercury.  Thus  the  diffusible  con- 
tent of  the  plasma  may  be  forced  into  the  in- 
terstitial space  by  the  hydrostatic  pressure 
of  the  blood  and  returned  by  means  of  the 

From  the  Department  of  Surgery,  Baylor  University  College  of 
Medicine. 

Read  before  the  Section  on  Surgery,  State  Medical  Association 
of  Texas  Annual  Session,  Houston,  April  28,  1948. 

*The  blue  dye,  T-1824,  was  obtained  from  Dr.  Marvin  Thomp- 
son, Director  of  Research,  Warner  Institute  of  Therapeutic  Re- 
search, New  York. 


osmotic  pressure  of  the  plasma  proteins. 
The  usual  ratio  between  the  plasma  volume 
and  interstitial  fluid  is  1 :3.  At  the  bottom 
of  the  illustration  is  shown  the  osmotic  pres- 
sure of  the  blood  electrolytes,  represented  as 
sodium  chloride.  The  osmotic  pressure  of 
these  electrolytes  is  about  2,500  mm.  of 
mercury.  This  pressure  is  at  least  100  times 
that  of  the  effective  osmotic  pressure  of  the 
plasma,  so  that  even  minor  imbalances  of  it 
may  offset  the  plasma  osmotic  pull.  This 
osmotic  pressure  of  the  electrolytes,  how- 
ever, is  usually  evenly  distributed  on  the 
two  sides  of  the  capillary  membrane,  and  it 
does  not  ordinarily  cause  fluid  shifts.  The 
exceptional  circumstances  in  which  it  does 
exert  an  uneven  force  are  salt-intolerance,  a 
low  blood  protein,  or  peritonitis. 

The  first  portion  of  table  1 summarizes 
studies  on  4 patients  with  chronic  sepsis. 
Case  1 had  a ruptured  diverticulum  of  the 
colon  and  generalized  peritonitis.  The  plasma 
volume  and  red  cell  mass  was  about  normal, 
but  the  interstitial  fluid  was  slightly  in- 
creased, the  ratio  between  the  plasma  volume 
and  interstitial  fluid  being  1 :4.4.  The  serum 
albumin  was  lower  than  normal,  and  the 
globulin  was  slightly  elevated. 
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Fig.  1.  Forces  that  affect  extracellular  fluid  changes. 

Case  2 had  a chronic  ulcerated  colitis.  The 
hematocrit  was  low,  as  was  the  albumin, 
plasma  volume,  and  red  cell  mass.  The  in- 
terstitial fluid  was  markedly  elevated.  This 
man  had  only  1,200  cc.  of  packed  blood  cells. 
About  3,000  cc.  of  whole  blood  would  be  re- 
quired to  replace  this  deficit  in  the  cell  mass. 
One  of  the  advantages  of  obtaining  the 
plasma  volume  in  these  patients  is  that  the 
total  deficit  in  cell  mass  and  the  total  deficit 
in  plasma  proteins  can  be  calculated  more 
accurately  than  by  the  usual  laboratory 
methods.  The  other  2 patients  with  infection 
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in  table  1 followed  the  same  general  pattern. 
Case  3 was  a patient  with  chronic  ulcerative 
colitis,  and  case  4 was  a patient  with  a 
chronic  gastric  illcer. 

Similar  findings  in  5 patients  with  tuber- 
culosis are  shown  in  table  1.  In  general,  the 
hematocrits  were  lower  than  normal,  the 
plasma  proteins  were  low,  the  plasma 
volumes  were  low,  and  the  interstitial  fluids 
were  elevated.  Case  6 had  a red  cell  mass 
down  to  930  cc.  This  is  well  below  the  normal 
standard  of  2,400  cc.  and  it  would  require 
about  4,000  cc.  of  whole  blood  as  replacement 
therapy  before  this  patient  would  be  a fit 
candidate  for  surgery.  It  should  also  be  noted 
that  the  ratio  between  the  plasma  volume 
and  interstitial  fluid  in  all  these  patients  was 
well  above  the  normal  of  1 :3. 

Table  1 also  shows  the  blood  studies  of  5 
patients  with  cancer.  Case  10  had  a cancer 
of  the  descending  colon.  It  will  be  noted  that 
the  red  cell  mass  was  far  below  the  normal 
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FIG.  2.  Plasma  volumes  and  interstitial  fluids  of  41  patients 
with  chronic  illness,  superimposed  on  a diagram  of  the  normal 
relationship  of  these  fluids.  The  solid  lines  represent  the  fluids 
in  illness  ; the  dash  lines  in  normalcy. 

standard,  and  required  large  amounts  of 
blood  as  replacement  therapy.  The  rest  of  the 
patients  with  cancer  followed  somewhat  the 
same  general  pattern.  A great  number  of 
transfusions  would  be  needed  as  replacement 
therapy  for  the  low  red  cell  mass.  Most  of 
these  patients  showed  some  increase  in  the 
plasma  volume — interstitial  fluid  ratio.  How- 
ever, case  15,  who  had  a carcinoma  of  the 
cervix  with  repeated  profuse  hemorrhages, 
had  an  extremely  low  red  cell  mass  of  691  cc. 
This  would  require  approximately  5 to  6 L. 
of  blood  to  bring  the  red  cells  to  the  normal 
standard.  An  elevated  serum  albumin  and 
lowered  interstitial  fluid  were  also  found. 
Apparently  this  patient  had  an  increased 
albumin  and  decreased  interstitial  fluid  as  a 
compensatory  mechanism  in  an  effort  to 
maintain  a blood  volume  depleted  by  hem- 
orrhages. From  the  elevated  serum  albumin, 
one  might  think  that  this  patient  was  de- 


hydrated, if  the  total  blood  picture  had  not 
been  obtained. 

The  plasma  volumes  and  interstitial  fluids 
of  41  patients  with  chronic  illness,  such  as 
tuberculosis  and  cancer,  are  summarized  in 
figure  2.  They  are  superimposed  on  a dia- 
gram of  the  normal  relationship  of  these 
fluids.  The  interstitial  fluids  were  increased, 
and  the  plasma  volumes  were  near  normal. 
The  interstitial  fluids  are  nearly  always  ele- 


Table  1. — Summary  of  Study  of  Body  Fluids  in 
Chronically  III  Patients. 


Disease 

Case 

Hemato- 

crit % 

Serum 

Albumin 

mg. 

J3  . 

O bl 
C £ 

Plasma 

Volume 

cc. 

Cell 

Mass 

cc. 

Inter- 

stitial 
Fluid  cc. 

Ratio 

PV/IF* 

Infection 

i 

40 

2.7 

4.8 

3,000 

2,000 

13,350 

1/4.4 

2 

30 

3.9 

3.1 

2,080 

1,200 

20,340 

1/9.7 

3 

30 

2.1 

2.6 

3,200 

1,354 

15,300 

1/5 

4 

36 

2,880 

1,620 

11,720 

1/4 

Tuberculosis  5 

25.2 

1.7 

4.1 

3,472 

1,190 

23,028 

1/6.6 

6 

37.8 

1.9 

4.9 

1,543 

930 

12,657 

1/8.3 

7 

37.8 

2.2 

4.2 

2,560 

1,552 

19,640 

1/7.6 

8 

40.8 

3.3 

1.7 

2,840 

1,952 

15,510 

1/5.9 

9 

31.8 

2.4 

4.7 

2,970 

1,358 

15,630 

1/5.2 

Cancer 

10 

29 

4 

3.1 

2,615 

1,275 

25,000 

1/9.5 

11 

36 

3.6 

3.5 

2,500 

1,410 

16,750 

1/6.6 

12 

29 

3.4 

3.1 

2,700 

1,100 

11,800 

1/4.3 

13 

29 

3.6 

2.4 

3,300 

1,309 

10,200 

1/3 

14 

36 

3.5 

2.5 

2,900 

1,606 

10,400 

1/3.5 

15 

18 

6.2 

3.1 

3,150 

691 

9,159 

1/2.9 

*Ratio  of  plasma  volume/interstitial  fluid. 


vated,  but  the  plasma  volumes  may  be  great- 
er or  less  than  normal  in  chronic  illness.  It 
is  for  this  reason  that  the  red  blood  cell 
count  and  hemoglobin  may  give  a false  sense 
of  security.  The  probable  cause  of  this  fluid 
shift  is  shown  by  the  arrows.  The  hydrostatic 
pressure  is  seen  to  remain  about  the  same  in 
chronic  disease.  The  osmotic  pressure  of  the 
blood,  as  shown  by  the  shortened  arrow,  is 
lowered  from  depleted  blood  albumin  and  de- 
pleted red  cells,  so  that  there  is  a tendency 
for  the  fluids  to  be  retained  in  the  interstitial 
space.  In  these  41  patients,  the  average  ratio 
between  the  plasma  and  interstitial  fluids 
was  1 :5.7. 

The  relationship  of  the  total  blood  volume 
in  normal  patients  and  the  previously  de- 
scribed series  of  patients  with  chronic 
disease  is  shown  in  figure  3.  There  was  a 
reduction  in  the  total  circulating  blood 
volume  in  these  patients,  and  the  main  deficit 
apparently  was  in  the  red  cell  mass.  The 
average  deficit  in  the  red  cell  mass  was  700 
cc.  This  would  require  about  1,500  to  2,000 
cc.  of  whole  blood  as  replacement  therapy. 

A comparison  between  the  blood  albumin 
and  globulin  levels  in  health  and  in  chronic 
disease  is  shown  in  figure  4.  The  plasma 
proteins  were  reduced,  and  the  main  deficit 
was  in  the  plasma  albumin.  As  the  plasma 
albumin  exerts  by  far  the  most  osmotic 
pressure,  it  is  easily  understood  why  patients 
with  chronic  disease  have  an  increased 
tendency  for  fluids  to  remain  in  the  inter- 
stitial spaces. 
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Table  2 compares  the  usual  laboratory  tests 
with  the  blood  volume  and  interstitial  fluid 
during  severe  illness  and  after  recovery.  The 
hemoglobin  and  red  blood  cell  count  do  not 
reflect  the  marked  deficit  in  circulating  cells 

Table  2. — Laboratory  Tests  Showing  Correction  of 
Fluid  Shift  in  a Case  of  Ulcerative  Colitis  in 
Which  Hemorrhage  Was  Controlled 
by  Surgery. 


10-27-47 

3-20-48 

Red  blood  cell  count 

4,400 

4.600 

Hemoglobin 

11.5  Gm. 

16  Gm. 

Hematocrit 

20% 

44% 

Plasma  volume 

2,080  cc. 

4,170  cc. 

Cell  mass 

890  cc. 

3,280  cc. 

Total  blood  volume 

2,970  cc. 

7,450  cc. 

Interstitial  fluid 

20,340  cc. 

11,890  cc. 

Plasma  volume/interstitial  fluid 

1/7 

1/2.8 

that  existed  on  admission.  The  hematocrit 
does  reflect  the  condition  more  closely,  but 
only  the  plasma  volume  and  red  cell  mass  re- 
flect the  true  condition.  Even  considering 
that  this  method  of  estimating  the  blood 
volume  may  have  a 10  per  cent  error,14’ 19  the 
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Fig.  3.  The  relationship  of  total  blood  volume  in  normal  pa- 
tients and  in  41  patients  with  chronic  illness. 


red  blood  count  and  hemoglobin  may  be  sev- 
eral hundred  per  cent  inaccurate. 

Tests  for  the  plasma  volume  and  hemato- 
crit are  simple  procedures  and  can  be  done 
in  any  hospital  laboratory.  Although  the  in- 
terstitial fluids  are  interesting,  and  some 
standard  of  comparison  is  afforded  by  their 
values,  their  determination  is  more  difficult 
and  not  necessary.  However,  as  the  several 
chronic  diseases  studied  all  showed  similar 
alterations — low  blood  volume,  low  serum 
proteins,  and  increase  in  the  interstitial 
fluid — it  can  be  assumed  that  they  will 
usually  show  this  phenomenon.  A good  esti- 
mate of  the  patient’s  condition  can  be  ob- 
tained from  knowledge  of  the  duration  and 


type  of  disease,  the  amount  of  weight  loss, 
loss  of  skin  turgor,  and  degree  of  muscular 
atrophy.  Laboratory  procedures  will  never 
substitute  for  careful  clinical  evaluation. 

One  of  the  initiating  factors  in  shock  from 
hemorrhage  and  trauma  is  a reduction  in 
blood  volume.  It  is  easily  conceivable  that  any 
surgical  procedures  performed  on  a patient 
with  a low  blood  volume  may  cause  shock  as 
these  patients  are  more  susceptible  to  shock. 

The  fluid  derangement  associated  with  salt 
block  or  salt  intolerance  resembles  the  fluid 
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Fig.  4.  A comparison  between  the  blood  albumin  and  globulin 
levels  in  normal  patients  and  in  41  patients  with  chronic  disease. 
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shift  associated  with  chronic  disease.  Clin- 
ically, these  patients  are  more  susceptible  to 
this  syndrome.  Their  failure  properly  to 
metabolize  or  excrete  sodium  chloride  has 
been  repeatedly  emphasized.2’3*5-8’16-18’21  For 
these  reasons,  every  effort  should  be  made  to 
correct  the  low  blood  volume,  decreased 
plasma  protein,  and  increased  interstitial 
fluid.  I have  found  that  the  best  way  to  ac- 
complish this  is  by  frequent  transfusions  of 
whole  blood. 

SUMMARY  AND  CONCLUSIONS 
The  body  fluid  shifts  in  patients  with 
chronic  illnesses,  such  as  tuberculosis,  can- 
cer, and  chronic  sepsis,  have  been  shown  in 
41  cases.  From  the  data  presented,  it  is  sug- 
gested that  correction  of  these  deficiencies 
before  surgery  would  be  highly  desirable. 
As  most  of  this  deficit  is  in  the  red  cells, 
multiple  transfusion  is  the  ideal  therapy. 
The  method  used,  T-1824  dye  and  hemato- 
crit, of  estimating  the  blood  volume  is  prac- 
tical enough  to  be  used  routinely.  These  pro- 
cedures are  suggested  for  use  in  conjunction 
with,  not  instead  of,  a careful  history  and 
physical  examination. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Frank  H.  Kidd,  Jr.,  Dallas:  The  presentation 
of  such  a paper  as  this  at  a meeting  of  the  State 
Medical  Association  is  an  indication  that  Texans  are 
keeping  abreast  of  the  newer  developments  in  sur- 
gery. Dr.  Hay  is  to  be  congratulated  upon  the 
preparation  and  presentation  of  this  work.  Through 
such  a study  as  this  more  light  is  being  shed  on  the 
true  distribution  of  fluids  and  the  part  they  play  in 
the  outcome  of  the  more  complex  surgical  cases.  In 
other  words,  this  is  one  method  of  decreasing  sur- 
gical risk.  Dr.  Hay’s  work  is  certainly  in  conformity 
with  that  of  other  investigators. 

I am  certainly  in  accord  with  the  thought  that  if 
by  the  method  outlined  the  total  blood  volume  can 
be  found  and  from  it  blood  deficits  can  be  estimated, 
this  would  be  a desirable  routine  procedure.  I doubt 
if  the  examinations  can  be  done  in  our  present  lab- 
oratories without  expansion  of  facilities.  The  de- 
terminations require  skilled  technicians  and  they  are 
time  consuming. 

It  has  again  been  pointed  out  that  many  patients 
need  more  blood.  Undoubtedly  this  is  true.  Physicians 
will  probably  use  more  blood  in  the  future.  They 
must  not,  however,  forget  that  the  establishment  of 


numerous  blood  banks  will  bring  with  them  many 
complicating  factors  in  addition  to  making  blood 
readily  available. 
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COMING  MEETINGS  AND  CLINICS 

State  Medical  Association  of  Texas,  San  Antonio,  May  2-5,  1949. 
Dr.  Tate  Miller,  Dallas,  President;  Dr.  Harold  M.  Williams, 
700  Guadalupe  St.,  Austin,  Secretary. 

American  Medical  Association.  Interim  Session,  St.  Louis 
November  30-December  3,  1948.  Dr.  R.  L.  Sensenich,  South 
Bend,  Ind.,  President ; Dr.  George  F.  Lull,  535  North  Dearborn 
St.,  Chicago  10,  Secretary. 

NATIONAL  AND  REGIONAL 

American  Academy  of  Allergy.  Dr.  Will  C.  Sprain,  New  York, 
President ; Dr.  Theodore  L.  Squier,  424  East  Wisconsin  Ave., 
Milwaukee,  Secretary. 

American  Academy  of  Dermatology  and  Syphilology.  Dr.  Clyde 
L.  Cummer,  Cleveland,  President;  Dr.  Earl  D.  Osborne,  471 
Delaware  Ave.,  Buffalo,  N.  Y.,  Secretary. 

American  Academy  of  General  Practice,  Cincinnati,  March  7-9, 
1949.  Dr.  Paul  A.  Davis,  Akron,  Ohio,  President;  Dr.  Mac  F. 
Cahal,  20  N.  Wacker  Drive,  Chicago  6,  Acting  Executive  Sec- 
retary. 

American  Academy  of  Neurological  Surgery.  Dr.  William  S.* 
Keith,  Toronto,  Canada,  President ; Dr.  T.  C.  Erickson,  1300 
University  Ave.,  Madison  5,  Wis.,  Secretary. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Chi- 
cago, October  10-15,  1948.  Dr.  C.  H.  McCaskey,  Indianapolis, 
President;  Dr.  W.  L.  Benedict,  Mayo  Clinic,  Rochester,  Minn., 
Secretary. 

American  Academy  of  Pediatrics,  Atlantic  City,  November  20-23, 

1948.  Dr.  John  A.  Toomey,  Cleveland,  President;  Dr.  C.  G. 
Grulee,  636  Chuich  St.,  Evanston,  111.,  Secretary. 

American  Association  for  Thoracic  Surgery.  Dr.  Alton  Ochsner, 
New  Orleans,  President;  Dr.  Brian  Blades,  George  Washing- 
ton University  School  of  Medicine,  Washington,  D.  C.,  Sec- 
retary. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  C.  E. 
Burford,  St.  Louis,  President : Dr.  Norris  J.  Heckel,  122  S. 
Michigan  Ave.,  Chicago,  Secretary. 

American  Association  of  Obstetricians,  Gynecologists,  and  Ab- 
dominal Surgeons.  Dr.  Robert  D.  Mussey,  Rochester,  Minn.. 
President;  Dr.  L.  A.  Calkins,  University  of  Kansas  Medical 
Center,  Kansas  City  3,  Secretary. 

American  College  of  Physicians,  New  York,  March  28-April  1, 

1949.  Dr.  Walter  W.  Palmer,  New  York,  President;  Mr. 
E.  R.  Loveland,  4200  Pine  St.,  Philadelphia  4,  Secretary. 

American  College  of  Radiology,  Dr.  Edwin  C.  Ernst,  St.  Louis. 
President ; Dr.  Mac  F.  Cahal,  20  N.  Wacker  Drive,  Chicago  6, 
Secretary. 

American  College  of  Surgeons,  Los  Angeles,  October  18-22,  1948. 
Dr.  Arthur  W.  Allen.  Boston,  President;  Dr.  Paul  B.  Magnu- 
son,  40  E.  Erie  St.,  Chicago  11,  Secretary. 

American  Congress  of  Physical  Medicine.  Dr.  H.  Worley  Ken- 
dell,  Chicago,  President;  Dr.  Richard  Kovacs,  2 E.  88th  St., 
New  York  28,  Secretary. 

American  Dermatological  Association.  Dr.  Harry  R.  Foerster, 
Milwaukee,  President ; Dr.  L.  A.  Brunsting,  102  2nd.  Ave., 
S.  W.,  Rochester,  Minn.,  Secretary. 

American  Gastro-Enterological  Association,  Atlantic  City,  June 
3-4,  1949.  Dr.  A.  F.  R.  Andresen,  Brooklyn,  President ; Dr. 
Dwight  L.  Wilbur,  655  Sutter  St.,  San  Francisco,  Secretary. 
American  Gynecological  Society.  Dr.  Edmund  A.  Schumann. 
Philadelphia.  President;  Dr.  Howard  Taylor,  Jr..  842  Park 
Ave.,  New  York  21,  Secretary. 

American  Hospital  Association.  Mr  .Graham  L.  Davis.  Battle 
Creek.  Mich.,  President;  Mr.  George  P.  Bugbee,  18  E.  Division 
St.,  Chicago,  Executive  Secretary. 

American  Laryngological,  Rhinological  and  Otological  Society. 
Chicago.  April.  1949.  Dr.  John  J.  Shea,  Memphis,  Tenn., 
President;  Dr.  C.  S.  Nash,"  277  Alexander  St.,  Rochester  7, 
N.  Y.,  Secretary. 

American  Neurological  Association.  Dr.  Stanley  Cobb,  Boston, 
President;  Dr.  H.  Houston  Merritt,  710  W.  168th  St.,  New 
York  32,  Secretary. 

American  Ophthalmological  Society.  Dr.  Henry  C.  Haden.  Hous- 
ton, President;  Dr.  W.  S.  Atkinson,  129  Clinton  St.,  Water- 
town,  N.  Y.,  Secretary. 

American  Orthopedic  Association.  Dr.  Robert  I.  Harris,  Toronto. 
Canada.  President ; Dr.  C.  Leslie  Mitchell,  Henry  Ford  Hos- 
pital, Detroit  2,  Secretary. 

American  Otological  Society.  Dr.  Marvin  F.  Jones,  New  York 
President;  Dr.  Gordon  D.  Hoople,  713  E.  Genesee  St.,  Syra- 
cuse 3,  N.  Y.,  Secretary. 

American  Pediatric  Society.  Dr.  Grover  F.  Powers.  New  Haven. 
Conn.,  President;  Dr.  Henry  G.  Poncher,  1819  W.  Polk  St., 
Chicago  12,  Secretary. 
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American  Proctologic  Society.  Dr.  George  H.  Thiele,  Kansas 
City,  Mo.,  President;  Dr.  Vernon  G.  Jeurink,  1612  Tremont 
PL,  Denver  2,  Secretary. 

American  Psychiatric  Association.  Dr.  Winfred  Overholser, 
Washington,  D.  C.,  President ; Dr.  Leo  H.  Bartemeier,  General 
Motors  Bldg.,  Detroit,  Secretary. 

American  Public  Health  Association,  Boston,  November  8-12, 
1948.  Dr.  Martha  M.  Eliot,  Washington,  D.  C.,  President;  Dr. 
R.  M.  Atwater,  1790  Broadway,  New  York  19,  Secretary. 

American  Roentgen  Ray  Society.  Dr.  J.  B.  Edwards,  St.  Louis, 
President ; Dr.  H.  Dabney  Kerr,  University  Hospital,  Iowa 
City,  Secretary. 

American  Society  of  Anesthesiologists,  St.  Louis,  November  4-6, 

1948.  Dr.  Charles  F.  McCuskey,  Los  Angeles,  President;  Dr. 
Curtiss  B.  Hickcox,  745  Fifth  Ave.,  New  York  22,  Secretary. 

American  Society  of  Clinical  Pathologists,  Chicago,  October 
10-16,  1948,  Dr.  Theodore  J.  Curphey,  Hempstead,  N.  Y., 
President;  Dr.  A.  S.  Giordano,  531  N.  Main  St.,  South  Bend, 
Ind.,  Secretary. 

American  Surgical  Association.  Dr.  Elliott  C.  Cutler,  Boston, 
President;  Dr.  W.  M.  Firor,  Johns  Hopkins  Hospital,  Balti- 
more 5,  Secretary. 

American  Urological  Association,  Los  Angeles,  May  16-19,  1949. 
Dr.  Charles  C.  Higgins,  Cleveland,  President ; Dr.  T.  D.  Moore, 
899  Madison  Ave.,  Memphis  3,  Tenn.,  Secretary. 

Association  of  American  Physicians,  Atlantic  City,  May  3-4, 

1949.  Dr.  Francis  G.  Blake,  New  Haven,  President;  Dr.  H.  M. 
Thomas,  Jr.,  1201  N.  Calvert  St.,  Baltimore  2,  Secretary. 

Central  Neuropsychiatric  Association,  Kansas  City,  October  29- 
30,  1948.  Dr.  William  C.  Menninger,  Topeka,  Kan.,  President; 
Dr.  Lee  Eaton,  Mayo  Clinic,  Rochester,  Minn.,  Secretary. 

International  College  of  Surgeons,  U.  S.  Chapter,  St.  Louis,  No- 
vember 15-20,  1948.  Dr.  Herbert  Acuff,  Knoxville,  Tenn., 

President ; Dr.  Louis  J.  Gariepy,  16401  Grand  River  Ave., 
Detroit  27,  Secretary. 

National  Tuberculosis  Association,  Dr.  Herbert  L.  Manz,  Kan- 
sas City,  Mo.,  President;  Dr.  H.  Stuart  Willis,  1790  Broadway, 
New  York  19,  Secretary. 

Radiological  Society  of  North  America.  Dr.  L.  Henry  Garland, 
San  Francisco,  President ; Dr.  D.  S.  Childs,  Medical  Arts  Bldg., 
Syracuse  2,  N.  Y.,  Secretary. 

Southern  Psychiatric  Association,  Dallas,  December  6-7,  1948. 
Dr.  Guy  F.  Witt,  Dallas,  President;  Dr.  Newdigate  M.  Owensby, 
384  Peachtree  St.  N.  E.,  Atlanta,  Ga.,  Secretary. 

Southern  Surgical  Association,  White  Sulphur  Springs,  Decem- 
ber 7-9,  1948.  Dr.  E.  P.  Lehmann,  Charlottesville,  Va.,  Presi- 
dent; Dr.  Alfred  Blalock,  Johns  Hopkins  Hospital,  Baltimore 
5,  Secretary. 

Southwest  Allergy  Forum,  El  Paso,  April  4-5,  1949.  Dr.  Sim 
Hulsey,  Fort  Worth,  President;  Dr.  O.  E.  Egbert,  First  Na- 
tional Bank  Bldg.,  El  Paso,  Secretary. 

Southwestern  Medical  Association,  El  Paso,  October  28-30,  1948. 
Dr.  Leslie  M.  Smith,  El  Paso,  President;  Dr.  Wickliffe  R. 
Curtis,  First  National  Bank  Building,  El  Paso,  Secretary. 
Southwest  Regional  Cancer  Conference,  Fort  Worth,  October  12, 
1948.  Secretary,  209  Medical  Arts  Bldg.,  Fort  Worth. 

United  States-Mexico  Border  Public  Health  Association,  Nogales, 
Ariz.,  and  Nogales,  Mexico,  1949.  Dr.  Victor  Ocampo  Alonzo, 
Hermosillo,  Mexico,  President;  Dr.  M.  F.  Haralson,  314  U.  S. 
Court  House,  El  Paso,  Secretary. 

STATE 

Texas  Association  of  Obstetricians  and  Gynecologists,  Houston, 
October  15-16,  1948.  Dr.  Warren  E.  Massey,  Dallas,  President; 
Dr.  George  Adam,  4115  Fannin,  Houston,  Secretary. 

Texas  Chapter,  American  Academy  of  General  Practice.  Dr.  J. 
B.  Copeland,  San  Antonio,  President;  Dr.  W.  P.  Higgins,  Jr., 
Medical  Arts  Bldg.,  Fort  Worth,  Secretary. 

Texas  Chapter,  American  College  of  Chest  Physicians.  Dr.  Robert 
B.  Homan,  El  Paso,  President ; Dr.  Charles  J.  Koerth,  Kerr- 
ville.  Secretary. 

Texas  Club  of  Internists.  Dr.  Julian  C.  Barton,  San  Antonio, 
President ; Dr.  Charles  Barrier,  Medical  Arts  Building,  Fort 
Worth,  Secretary. 

Texas  Dermatological  Society,  Beaumont,  October  3,  1948.  Dr.  D. 
T.  Gandy,  Houston,  President;  Dr.  W.  Harris  Connor,  601 
Medical  Arts  Bldg.,  Houston,  Secretary. 

Texas  Heart  Association.  Dr.  Walter  B.  Whiting,  Wichita  Falls, 
President;  Dr.  Merritt  B.  Whitten,  1421  Medical  Arts  Bldg., 
Dallas,  Secretary. 

Texas  Hospital  Association,  Galveston,  April  19-21,  1949.  Mr.  C. 
J.  Hollingsworth,  Lubbock,  President;  Mrs.  Ruth  Barnhart, 
2210  Main  St.,  Dallas,  Secretary. 

Texas  Neuropsychiatric  Association,  Waco,  October  25,  1948. 
Dr.  M.  J.  Cooper,  San  Antonio,  President ; Dr.  David  Wade, 
604  Capital  National  Bank  Bldg.,  Austin,  Secretary. 

Texas  Orthopedic  Association,  San  Antonio,  May  2,  1949.  Dr. 
Ruth  Jackson,  Dallas,  President;  Dr.  Margaret  Watkins,  3629 
Fairmount  St.,  Dallas,  Secretary. 


Texas  Pediatric  Society,  Dallas,  October  15-16,  1948.  Dr.  C.  B. 
Alexander,  San  Antonio,  President;  Dr.  John  E.  Ashby,  3610 
Fairmount,  Dallas,  Secretary. 

Texas  Public  Health  Association,  San  Antonio,  February,  1949. 
Dr.  Austin  E.  Hill,  San  Antonio,  President;  Mr.  Earle  W. 
Sudderth,  Dallas  County  Health  Department,  Court  House, 
Dallas,  Executive  Secretary. 

Texas  Radiological  Society,  Fort  Worth,  January  7-8,  1949. 
Dr.  L.  M.  Garrett,  Corpus  Christi,  President ; Dr.  R.  P. 
O’Bannon,  650  Fifth  Ave.,  Fort  Worth,  Secretary. 

Texas  Railway  and  Traumatic  Surgical  Association,  San  Antonio, 
May  2,  1949.  Dr.  Denman  C.  Hucherson,  Houston,  President ; 
Dr.  W.  F.  Parsons,  First  National  Bank  Bldg.,  Fort  Worth, 
Secretary. 

Texas  Rheumatism  Association.  Dr.  Howard  C.  Coggeshall,  Dal- 
las, President ; Dr.  J.  Paul  Thomas,  Medical  Arts  Bldg.,  Dallas, 
Secretary. 

Texas  Society  for  Mental  Hygiene,  Dallas,  March  3-5,  1949.  Dr. 
Ozro  T.  Woods,  Dallas,  President ; Mrs.  Elizabeth  F.  Gardner, 
1617  Watchhill  Road,  Austin  21,  Executive  Secretary. 

Texas  Society  of  Anesthesiologists.  Dr.  J.  C.  Youngblood,  Hous- 
ton, President ; Dr.  H.  C.  Slocum,  928  Strand,  Galveston, 
Secretary. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  San  An- 
tonio, May  2,  1949.  Dr.  Alvin  Baldwin,  Dallas,  President;  Dr. 
Carl  Giesecke,  1602  Nix  Professional  Bldg.,  San  Antonio, 
Secretary. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Fort 
Worth,  December  3-4,  1948.  Dr.  S.  N.  Key,  Sr.,  Austin,  Presi- 
dent ; Dr.  John  L.  Matthews,  929  Nix  Professional  Bldg.,  San 
Antonio,  Secretary. 

Texas  Society  of  Pathologists,  Dallas,  January  30,  1949.  Dr. 
W.  W.  Coulter,  Sr.,  Houston,  President ; Dr.  C.  T.  Ashworth, 
604  Medical  Arts  Bldg.,  Fort  Worth,  Secretary. 

Texas  State  Urological  Society,  Temple.  Dr.  Michael  K. 
O’Heeron,  Houston,  President;  Dr.  E.  O.  Bradfield,  Scott  and 
White  Clinic,  Temple,  Secretary. 

Texas  Surgical  Society,  Fort  Worth,  October  4-5,  1948.  Dr.  G.  W. 
N.  Eggers,  Galveston,  President ; Dr.  Truman  G.  Blocker, 
University  of  Texas  Medical  Branch,  Galveston,  Secretary. 
Texas  Tuberculosis  Association.  Dr.  Elliott  Mendenhall,  Dallas, 
President;  Miss  Pansy  Nichols,  700  Brazos,  Austin,  Executive 
Secretary. 

DISTRICT 

Second  District  Society,  Lubbock,  October  5-6,  1948.  Dr.  R.  B.  G. 
Cowper,  Big  Spring,  President ; Dr.  Carl  Uthoff,  Big  Spring, 
Secretary. 

Third  District  Society,  Lubbock,  October  5-6,  1948.  Dr.  C.  E. 
High,  Pampa,  President ; Dr.  Kenneth  Flamm,  Amarillo,  Sec- 
retary. 

Fourth  District  Society,  Ballinger,  October  12,  1948.  Dr.  J.  C. 
Young,  Coleman,  President;  Dr.  Charles  F.  Bailey,  Ballinger, 
Secretary. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July,  1949. 
Dr.  D.  R.  Knapp,  Kerrville,  President;  Dr.  Charles  Tennison, 
Nix  Professional  Building,  San  Antonio,  Secretary. 

Seventh  District  Society.  Dr.  David  Wade,  Austin,  President; 

Dr.  Joe  W.  Bailey,  1411  San  Antonio  St.,  Austin,  Secretary. 
Eighth,  Ninth  and  Tenth  Districts  Society.  Dr.  T.  O.  Woolley. 
Orange,  President;  Dr.  James  Greenwood,  Jr.,  518  Medical 
Arts  Bldg.,  Houston  2,  Secretary. 

Eleventh  District  Society,  Tyler,  October  22,  1948.  Dr.  Harvey 
Bell,  Palestine,  President ; Dr.  C.  B.  Young,  929  S.  Confeder- 
ate, Tyler,  Secretary. 

Twelfth  District  Society.  Dr.  R.  R.  White,  Temple,  President ; 

Dr.  H.  F.  Connally,  Jr.,  Amicable  Bldg.,  Waco,  Secretary. 
Thirteenth  District  Society,  Mineral  Wells,  November  11-12,  1948. 
Dr.  Fred  Harrell,  Olney,  President;  Dr.  S.  W.  Wilson,  Medical 
Arts  Bldg.,  Fort  Worth,  Secretary. 

Fourteenth  District  Society,  Ennis,  January,  1949.  Dr.  W.  I. 
Southerland,  Sherman,  President ; Dr.  John  Bagwell,  Medical 
Arts  Building,  Dallas,  Secretary. 

Fifteenth  District  Society,  Daingerfield,  October  19,  1948.  Dr. 
W.  S.  Terry,  Jefferson,  President;  Dr.  James  Harris,  Marshall, 
Secretary. 

CLINICS 

Dallas  Southern  Clinical  Society,  Dallas,  March  14-17,  1949. 
Miss  Thelma  J.  Webb,  Medical  Arts  Bldg.,  Dallas  1.  Executive 
Secretary. 

International  Post-Graduate  Medical  Assembly  of  Southwest 
Texas,  San  Antonio,  January  25-27,  1949.  Dr.  John  J.  Hinchey, 
643  Moore  Bldg.,  San  Antonio  5,  Secretary. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference, 
Wichita  Falls,  October  20,  1948.  Dr.  Charles  H.  Brown. 
Wichita  Falls,  Program  Chairman. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City, 
October  25-28,  1948.  Muriel  R.  Waller,  512  Medical  Arts  Bldg., 
Oklahoma  City  2,  Executive  Secretary. 

Post  Graduate  Medical  Assembly  of  South  Texas,  Houston,  De- 
cember 7-9,  1948.  Dr.  E.  Trowbridge  Wolf,  229  Medical  Arts 
Bldg.,  Houston,  Secretary. 
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A.M.A.  REGIONAL  CONFERENCE 

The  Council  on  Medical  Service  of  the  American 
Medical  Association  will  sponsor  a South  Central 
Regional  Conference  at  the  Mayo  Hotel,  Tulsa, 
Okla.,  November  13-14.  Dr.  James  R.  McVay,  Kan- 
sas City,  chairman  of  the  council,  will  be  conference 
chairman,  and  physicians  of  the  states  of  Arkansas, 
Kansas,  Louisiana,  Missouri,  Oklahoma,  and  Texas 
have  been  invited  to  participate,  both  as  leaders  and 
as  registrants. 

Dr.  George  A.  Schenewerk,  Dallas,  and  Dr.  Allen 
T.  Stewart,  Lubbock,  will  moderate  a round-table 
discussion  and  a symposium,  respectively,  and  Dr. 
William  M.  Gambrell,  Austin,  and  Dr.  Stewart  will 
participate  in  discussions. 

A round-table  discussion  of  the  functions  of  the 
A.M.A.  and  the  Council  on  Medical  Service  and  the 
services  which  they  might  reasonably  render  to  the 
state  and  county  medical  societies  and  their  mem- 
ber physicians;  a consideration  of  the  medical  as- 
pects of  thg  next  national  emergency;  a round-table 
discussion  of  the  medical  school  influence  on  the 
practice  of  medicine,  hospital  encroachment  on  the 
practice  of  medicine,  the  National  Health  Assembly, 
and  other  present  day  problems;  and  a symposium 
and  open  discussion  on  local  health  units  and  coun- 
cils, the  cooperative  hospital,  and  rural  medical 
care  will  fill  the  allotted  period  for  the  conference. 

Each  member  of  the  State  Medical  Association  is 
invited  to  attend  the  meeting  in  Tulsa. 


MILITARY  SURGEONS  TO  MEET 

The  fifty-fifth  annual  convention  of  the  Associa- 
tion of  Military  Surgeons  will  be  held  November 
11-13  in  San  Antonio,  and  members  of  the  State 
Medical  Association  have  been  given  a special  in- 
vitation to  attend  by  Brigadier  General  J.  I.  Martin, 
M.C.,  U.S.A.,  Brooke  Army  Medical  Center,  Fort 
Sam  Houston,  general  chairman  of  arrangements. 
Registration  and  most  of  the  program  will  take 
place  in  the  Gunter  Hotel.  No  registration  fee  will 
be  chai’ged,  but  physicians  in  attendance  will  be  ex- 
pected to  pay  the  cost  of  meals  and  other  entertain- 
ment. 

Major  General  Raymond  W.  Bliss,  surgeon  gen- 
eral of  the  Army;  Rear  Admiral  C.  A.  Swanson, 
surgeon  general  of  the  Navy;  Major  General  Mal- 
colm C.  Grow,  air  surgeon  of  the  Air  Force;  Major 
General  C.  L.  Williams,  assistant  surgeon  general 
of  the  U.  S.  Public  Health  Service;  and  Col.  Arden 
Freer,  deputy  medical  director  of  the  Veterans  Ad- 
ministration, as  well  as  numerous  other  military 
officers  of  high  rank  from  throughout  the  nation 
will  participate  in  the  program.  Officers  stationed 
at  military  establishments  in  Texas,  and  Texas 
physicians  both  with  and  without  official  military 
status  will  assist  in  rounding  out  the  program. 
Scientific  exhibits  representing  all  the  governmental 
medical  services,  the  three  medical  schools  in  Texas, 
and  outstanding  practitioners  will  be  on  display  at 
Fort  Sam  Houston. 

Group  panel  discussions  on  Friday  afternoon  will 
feature  aviation  medicine,  recent  advances  in  the 
treatment  of  tuberculosis,  the  educational  program 
of  the  Army  Nurse  Corps,  problems  in  the  Medical 
Service  Corps,  public  health  aspects  of  food  sanita- 
tion, and  problems  in  medicine  and  in  surgery.  The 
general  sessions  will  offer  subjects  of  general  in- 
terest as  well  as  those  of  special  concern  to  military 
medical  officers. 

Tours  of  the  city  and  other  entertainment  are 
being  planned  for  visiting  ladies. 


MEDICAL  OFFICERS  NEEDED 
An  examination  has  been  announced  by  the  U.  S. 
Civil  Service  Commission  for  filling  Medical  Of- 
ficer positions  at  salaries  ranging  from  $4,479  to 


$6,235  a year.  The  positions  are  located  in  Washing- 
ton, D.  C.,  throughout  the  United  States,  and  in 
the  Panama  Canal  Zone,  in  such  agencies  as  the 
Indian  Service,  Panama  Canal  Service,  U.  S.  Public 
Health  Service,  Department  of  the  Army,  Veterans 
Administration,  Civil  Aeronautics  Administration, 
and  the  Railroad  Retirement  Board. 

Information  and  application  forms  may  be  se- 
cured at  most  first  and  second-class  post  offices, 
from  Civil  Service  regional  offices,  or  from  the 
U.  S.  Civil  Service  Commission,  Washington  25, 


“TRANSPARENT  MAN”  IN  DALLAS 

Formal  acceptance  of  the  Oberlander  Collection 
of  health  education  exhibits  loaned  by  the  American 
Museum  of  Health,  New  York,  was  the  feature  of 
the  second  annual  meeting  of  the  directors  of  the 
Dallas  Health  Museum  on  September  19.  In  a brief 
ceremony,  the  “Transparent  Man,”  most  important 
exhibit  in  the.  group,  was  dedicated  and  placed  on 
public  exhibition.  Built  in  Germany  in  1930  at  a 
cost  of  $25,000  for  showing  at  the  German  Hygiene 
Museum,  Dresden,  the  exhibit  was  brought  to  the 
United  States  for  display  at  the  New  York  World’s 
Fair  in  1939. 

More  than  fifty  exhibits  collected  by  the  Ober- 
lander Trust  and  Foundation,  Philadelphia,  for  show- 
ing at  the  New  York  World’s  Fair,  which  have  been 
on  display  at  the  Cleveland  Health  Museum  for  the 


The  “Transparent  Man”  now  on  exhibit  at  the  Dallas  Health 
Museum,  Fair  Park,  Dallas.  This  display  is  part  of  the  Ober- 
lander Collection  of  health  education  exhibits  of  the  American 
Museum  of  Health  on  loan  for  an  indefinite  period  to  the  Dallas 
museum. 

past  several  years,  have  recently  been  transferred 
to  the  Dallas  Health  Museum  through  the  generosity 
of  the  owner,  the  American  Museum  of  Health. 
Although  loaned  especially  for  showing  during  the 
period  of  the  State  Fair  of  Texas,  October  9-24,  the 
exhibits  will  probably  be  in  Dallas  for  at  least  a 
year. 
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Other  business  of  the  directors  included  election 
of  officers.  Travis  T.  Wallace  was  elected  president, 
replacing  R.  L.  Thomas,  who  was  made  treasurer. 
Harold  F.  Boss,  vice-president  and  chairman  of  the 
executive  committee,  and  Dr.  M.  O.  Rouse,  secretary, 
were  reelected.  New  trustees  elected  include  Dr.  Tom 
Smith,  Frank  Schultz,  D.D.S.,  John  Henry,  Paul 
Lindsey,  Ben  Wooten,  Harold  H.  Wineburgh,  Lewis 
B.  Lefkowitz,  and  Mrs.  W.  F.  Waters. 


TEXAS  TUBERCULOSIS  ASSOCIATION 

Dr.  Elliott  Mendenhall,  Dallas,  was  elected  presi- 
dent of  the  Texas  Tuberculosis  Association  at  its 
thirty-eighth  annual  meeting  September  24-25  in  San 
Angelo.  Dr.  David  McCullough,  Kerrville,  was  named 
first  vice-president;  Dr.  R.  G.  McCorkle,  San  An- 
tonio, second  vice-president;  J.  W.  Butler,  Texas 
City,  secretary;  and  Dr.  Z.  T.  Scott,  Austin,  treas- 
urer. The  executive  committee  includes  the  officers 
and  Dr.  C.  M.  Hendricks,  El  Paso;  F.  Iv.  Dougharty, 
Liberty,  the  outgoing  president;  Mrs.  R.  H.  Traylor, 
Laredo;  Dr.  J.  Edward  Johnson,  Austin,  and  Dr. 
James  E.  Dailey,  Houston. 

Dr.  W.  M.  Brumby,  Houston,  founder  and  first 
president  of  the  association,  and  Dr.  J.  B.  Mc- 
Knight-,  superintendent  of  the  State  Sanatorium, 
Sanatorium,  were  named  honorary  vice-presidents. 

Dr.  Harold  M.  Williams,  Austin,  Secretary  of  the 
State  Medical  Association,  and  J.  J.  Brown,  Austin, 
director  of  the  Rehabilitation  Division,  State  Board 
for  Vocational  Education,  were  named  directors-at- 
large  for  three  year  terms,  and  the  following  repre- 
sentatives of  local  tuberculosis  associations  will 
serve  on  the  board  for  similar  terms:  Mrs.  W.  P. 
Brightwell,  Baird;  Mrs.  C.  C.  Lockwood,  Brown- 
wood;  Mrs.  M.  V.  Rumley,  Clute;  Mrs.  W.  T.  Adams, 
Denison;  Dr.  T.  S.  Myrick,  Muenster;  Dr.  Jack  A. 
Bergfeld,  New  Braunfels;  the  Rev.  C.  A.  Johnson, 
Odessa;  Mrs.  A1  Jennings,  Sinton;  and  M.  B.  Finley, 
San  Benito. 

More  than  175  physicians  and  laymen  from 
throughout  the  state  were  registered  for  the  meet- 
ing, which  included  sections  on  medicine  and  public 
health,  a meeting  of  the  executive  committee  and 
board  of  directors,  the  annual  business  meeting,  and 
meetings  of  the  Texas  Chapter,  American  Trudeau 
Society  and  the  Texas  Conference  of  Tuberculosis 
Secretaries. 

The  Trudeau  Society  elected  Dr.  James  E.  Dailey, 
Houston,  president;  Dr.  Tom  R.  Jones,  Houston, 
president-elect;  Dr.  H.  M.  Anderson,  San  Angelo, 
vice-president;  and  Dr.  John  A.  Wiggins,  Jr.,  Fort 
Worth,  secretary. 

The  Tuberculosis  Secretaries  named  Dale  W. 
Knotts,  Dallas,  president;  Mrs.  Ada  B.  Smith,  Luf- 
kin, vice-president;  and  Mrs.  Maurine  Flanagan, 
Tyler,  secretary. 


PEDIATRICS  CONFERENCE  AT  MEDICAL 
BRANCH 

A postgraduate  conference  in  pediatrics  will  be 
held  at  the  University  of  Texas  Medical  Branch, 
Galveston,  November  8-13,  under  the  auspices  of 
the  University  of  Texas  Child  Health  Program  in 
cooperation  with  the  Maternal  and  Child  Health  Di- 
vision of  the  State  Department  of  Health.  Open  to 
physicians  throughout  the  state,  the  conference  will 
feature  the  following  distinguished  guest  speakers: 
Drs.  Robert  L.  Jackson,  associate  professor  of  pe- 
diatrics, State  University  of  Iowa,  Iowa  City;  Leo 
Kanner,  director  of  the  Children’s  Psychiatric  Serv- 
ice, Harriet  Lane  Home  for  Children,  Johns  Hopkins 
University,  Baltimore;  J.  Cyril  Peterson,  assistant 
professor  of  pediatrics,  Vanderbilt  University  School 
of  Medicine,  Nashville;  Edith  Potter,  assistant  pro- 
fessor of  pathology,  University  of  Chicago,  Chicago; 
Orvar  Swenson,  assistant  professor  of  pediatrics, 


Harvard  School  of  Medicine,  Boston;  and  Lewis  K. 
Sweet,  clinical  professor  of  pediatrics,  Georgetown 
and  Washington  Universities,  Washington,  D.  C. 

University  of  Texas  staff  members  participating 
in  the  conference  include  Drs.  Francis  Garbade,  R. 
G.  Gibbs,  C.  G.  Grulee,  Jr.,  Arild  E.  Hansen,  A.  W. 
Harrison,  Charles  A.  Hooks,  Jule  K.  Lamar,  Charles 
E.  Lankford,  George  S.  McReynolds,  Robert  M. 
Moore,  Theo.  C.  Panos,  Morris  Pollard,  Boyd  Read- 
ing, Lee  F.  Scarborough,  J.  A.  Scott,  Harvey  C. 
Slocum,  and  John  Waterman,  and  Miss  Janet  B.  Ross 
and  Mrs.  Willie  M.  Verniaud. 

The  general  subjects  to  be  considered  are  the  new- 
born infant,  endoerines  and  endocrine  disturbances, 
pediatric  psychiatry,  infectious  diseases,  and  pediat- 
ric surgery. 

Additional  details  and  registration  blanks  may  be 
secured  through  the  Director,  Postgraduate  Division, 
University  of  Texas  Medical  Branch,  Galveston, 
Texas. 


STATE  BOARD  EXAMINATION 
The  Texas  State  Board  of  Medical  Examiners  will 
hold  an  examination  session  November  4-6  at  the 
Blackstone  Hotel,  Fort  Worth.  Further  information 
is  available  from  the  office  of  the  secretary.  Dr.  M. 
H.  Crabb,  Medical  Arts  Building,  Fort  Woi’th. 


ALLERGY  COURSE  OFFERED 
Intensive  graduate  instruction  in  allergy  will  be 
offered  by  the  American  College  of  Allergists  un- 
der the  auspices  of  the  University  of  Oregon  Medi- 
cal School,  Portland,  November  8-12.  Specialists  in 
the  basic  sciences  as  well  as  specialists  in  allergy 
will  lead  the  panel  discussions,  demonstrations  of 
techniques,  and  lecture  periods.  Members  and  non- 
members of  the  College  may  register  for  the 
course,  the  charge  for  which  is  $75.  Applications 
should  be  sent  to  Dr.  Fred  W.  Wittich,  Secretary, 
American  College  of  Allergists,  423  La  Salle  Medical 
Building,  Minneapolis  2,  Minn. 


AMERICAN  BOARD  OF  OPHTHALMOLOGY 
Registration  for  the  1949  written  qualifying  tests 
for  certification  by  the  American  Board  of  Ophthal- 
mology has  been  closed,  but  applications  are  now  be- 
ing accepted  for  the  1950  written  test  at  the  office 
of  the  board,  Cape  Cottage,  Maine. 

A supplementary  alphabetical  and  geographical 
list  of  diplomates  from  January,  1948,  through  Jan- 
uary, 1949,  will  be  sent  without  charge  to  all  pur- 
chasers of  the  board’s  Directory. 


WARNING  OF  INJURIOUS  DRUGS 

Two  batches  of  procaine  hydrochloride  solution 
manufactured  by  the  C.  B.  Kendall  Company,  In- 
dianapolis, Ind.,  have  been  found  to  be  highly  acid 
and  to  cause  severe  necrotic  damage  upon  injection. 
The  Food  and  Drug  Administration,  with  the  co- 
operation of  the  Council  on  Pharmacy  and  Chemis- 
try of  the  American  Medical  Association,  is  warn- 
ing physicians  and  dentists  to  be  on  the  watch  for 
vials  of  this  material  coded  24830  or  64712. 

Investigation  has  indicated  that  several  other  in- 
jection products  of  the  C.  B.  Kendall  Company  have 
low  hydrogen  ion  concentration  values  and  should 
be  used  with  care.  Several  lots  of  the  drugs  have 
already  been  voluntarily  recalled  by  the  manufac- 
turer. Among  the  products  and  code  numbers  to  be 
watched  are  the  following:  Vitamin  B Complex 
Stronger,  54843  and  64844;  Vitamin  B Complex, 
44832  and  54811;  Thiamine  Hydrochloride,  34817  and 
74806;  Pentabexin,  44823,  54837,  and  64812;  Thia- 
doxin,  34808,  44817,  and  64842;  Pyridoxine  Hydro- 
chloride, 74725;  and  Procaine  Hydrochloride,  74871. 
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AMERICAN  ASSOCIATION  OF  BLOOD  BANKS 

The  first  annual  meeting  of  the  American  Asso- 
ciation of  Blood  Banks  was  held  in  Buffalo,  N.  Y., 
August  26-28,  immediately  following  the  Internation- 
al Hematology  Society  meeting.  Approximately  two 
hundred  persons  were  present,  representing  twenty- 
eight  states  and  six  foreign  countries. 

Dr.  Ralph  G.  Stillman,  New  York,  was  elected 
president  of  the  association.  Miss  Marjorie  Saunders, 
William  Buchanan  Blood  Center,  Baylor  University 
Hospital,  Dallas,  was  reelected  secretary,  and  Dr. 
Joseph  M.  Hill,  Dallas,  will  serve  for  the  second  year 
as  a director  of  the  association  from  District  8.  The 
five  officers  and  the  directors  from  the  eight  dis- 
tricts constitute  the  governing  body  of  the  associa- 
tion. 

Membership  in  the  association  is  open  to  “ethical, 
independently  operating  and  policy  making,  non- 
profit institutions,  including  those  operated  by  hos- 
pitals registered  by  the  American  Medical  Associa- 
tion, engaged  in  blood  banking.”  Associate  institu- 
tional memberships  are  available  to  hospitals  having 
no  blood  bank  but  interested  in  blood  banking.  In- 
dividual memberships  are  open  to  persons  interested 
in  blood  banking. 


RURAL  PRACTICE  ENCOURAGED 
A joint  fund  of  $100,000  has  been  set  up  by  the 
Illinois  Agricultural  Association  and  the  Illinois 
State  Medical  Society  to  provide  for  loans  to  medi- 
cal students  who  agree  to  practice  in  rural  com- 
munities, the  Illinois  State  Medical  Society  reports. 
The  plan  was  set  up  as  part  of  a ten  point  program 
to  improve  the  level  and  distribution  of  medical 
care  in  the  rural  areas  of  Illinois.  Men  from  rural 
communities  who  have  completed  premedical 
courses  and  who  are  approved  by  local  farm  bu- 
reaus and  medical  societies  are  eligible  for  $5,000 
loans  at  the  rate  of  $1,000  a year  to  complete  their 
four  year  medical  courses  and  one  year  internships 
provided  they  agree  to  practice  in  rural  communi- 
ties. 


DRASTIC  DIET  REDUCES  BLOOD  PRESSURE 

Laboratory  experiment  has  confirmed  wartime  evi- 
dence that  near-starvation  benefits  persons  suffer- 
ing from  high  blood  pressure,  say  three  scientists 
from  the  laboratory  of  physiological  hygiene  of  the 
University  of  Minnesota,  Minneapolis.  Writing  in 
the  August  28  issue  of  The  Journal  of  the  American 
Medical  Association,  Josef  Brozek,  Ph.D.,  Carleton 
B.  Chapman,  M.D.,  and  Ancel  Keys,  Ph.D.,  report 
on  the  effects  of  near-starvation  in  Europe  during 
World  War  II  and  in  a study  made  at  the  University 
of  Minnesota. 

They  found  that  although  semi-starvation  diet 
reduces  high  blood  pressure,  the  condition  of  the 
heart  and  circulatory  system  “may  be  extremely  pre- 
carious” during  the  time  of  refeeding  and  recovery. 
When  refeeding  is  done  too  quickly,  even  persons 
who  do  not  have  high  blood  pressure  before  dieting 
may  acquire  it.  If  high  blood  pressure  occurs  or  re- 
occurs while  the  heart  and  circulatory  system  are 
still  in  a condition  of  recovery,  heart  failure  may 
result,  they  say. 

Wartime  experiences  in  Europe  gave  scientists 
much  information  about  the  results  of  semi-starva- 
tion which  the  article  analyzes.  During  the  period 
of  severe  food  scarcity  in  Leningrad,  from  Septem- 
ber, 1941,  to  March,  1942,  Russian  physicians  dis- 
covered that  a decrease  in  blood  pressure  was  one 
of  the  characteristic  symptoms  of  semi-starvation. 
Further,  they  noticed  that  blood  pressure  was  re- 
duced to  a normal  or  nearly  normal  level  in  a large 
number  of  patients  who  had  chronic  hypertension. 
Symptoms  such  as  headaches  and  dizziness  decreased 
or  completely  disappeared.  There  was  also  a de- 


crease in  heart  disease.  Similar  observations  have 
come  from  Holland  and  from  concentration  camps 
in  France  and  Germany,  the  scientists  say.  “In  the 
two  years  following  the  famine  in  Leningrad,  hyper- 
tension became  a major  medical  problem,”  they 
report. 

To  test  effects  of  near-starvation,  scientists  at  the 
University  of  Minnesota  placed  34  normal  young 
men  on  a diet  of  less  than  1,600  calories  daily  for 
six  months.  The  average  weight  for  the  group  fell 
nearly  24  per  cent  in  the  six  months,  and  there  were 
“striking  decreases  in  blood  pressure,  pulse  rate,  and 
the  size  of  the  heart.  There  was  no  evidence  at  this 
time  of  increased  venous  pressure,  dilatation  of  the 
heart,  or  difficulty  in  breathing.  However,  when  the 
food  intake  of  12  men  was  increased  rapidly  after 
twelve  weeks  of  controlled  rehabilitation,  their  blood 
pressure  rose.  “Findings  indicate  that  the  decidedly 
increased  food  intake,  resulting  in  an  increase  of 
body  weight  and  associated  with  a decided  rise  in  the 
basal  metabolism,  placed  a considerable  strain  on  the 
cardio-vaseular  system,”  the  scientists  point  out. 


A high  record  for  the  proportion  of  births  de- 
livered in  hospitals  or  institutions  was  reached  in 
1946,  according  to  data  prepared  by  the  National 
Office  of  Vital  Statistics.  Of  the  3,288,672  live  births 
recorded  for  1946,  82.4  per  cent  occurred  in  hos- 
pitals and  12.2  per  cent  were  attended  by  physicians 
outside  hospitals.  In  Texas,  72.3  per  cent  of  the  live 
births  occurred  in  hospitals  and  15.6  per  cent  were 
attended  by  a physician  outside  hospitals. 


LIBRARY  NOTES 


PACKAGE  SERVICE 

The  package  library  consists  of  collections  of  reprints 
and  other  periodical  material  on  various  subjects,  pre- 
pared for  lending  to  members  of  the  Association.  Re- 
quests for  packages  should  be  addressed  “Library,  State 
Medical  Association  of  Texas,  700  Guadalupe  Street, 
Austin,  Texas.”  Twenty-five  cents  in  stamps  should  be 
enclosed  with  the  request  to  cover  postage  and  part  of 
the  expense  of  collecting  the  material.  Packages  are 
allowed  to  remain  in  the  hands  of  the  borrower  for 
14  days. 


Accessions 

The  following  additions  were  made  to  the  Library 
during  September : 

Reprints  received,  622. 

Journals  received,  247. 

Books  received,  17. 

Advances  in  Pediatrics,  Levine  and  others  (edi- 
tors), from  Interscience  Publishers,  New  York. 

Handbook  of  Orthopedic  Surgery,  by  Shands; 
Microbiology  and  Pathology,  by  Carter;  and  Pre- 
operative and  Postoperative  Care  of  Surgical  Pa- 
tients, by  Ilgenfritz,  from  C.  V.  Mosby,  St.  Louis. 

Skeletal  Tuberculosis,  by  Sanchis-Olmos;  Source 
Book  of  Orthopaedics,  by  Bick;  Clinical  Roentgenol- 
ogy of  the  Digestive  Tract,  by  Feldman;  and  A 
Method  of  Anatomy,  by  Grant,  from  Williams  and 
Wilkins  Company,  Baltimore. 

Zinsser’s  Textbook  of  Bacteriology,  by  Smith  and 
others  (editors),  from  Appleton-Century-Crofts, 
Inc.,  New  York. 

Collected  Reprints  from  the  Wilmer  Ophthalmo- 
logical  Institute  of  Johns  Hopkins  University , Vol- 
ume VIII,  Wilmer  Ophthalmological  Institute,  from 
Johns  Hopkins  University  Press,  Baltimore. 

Treatment  by  Manipulation,  by  Fisher,  from  Paul 
B.  Hoeber,  New  York. 

Essentials  of  Pathology,  by  Smith  and  Gault, 
from  Blakiston  Company,  Philadelphia. 

A B C’s  of  Sulfonamide  and  Antibiotic  Therapy, 
by  Long;  General  Cytology,  by  De  Robertis  and  oth- 
ers; and  Textbook  of  Histology,  by  Maximow  and 


1948 


LIBRARY  NOTES 


475 


Bloom,  from  W.  B.  Saunders  Company,  Philadelphia. 

Neurosurgical  Pathology,  by  Scheinker,  from 
Charles  Thomas  Company,  Springfield,  111. 

Frontier  Doctor,  by  Crumbine,  from  Dorrance  and 
Company,  Philadelphia. 

Summary  of  Service 

Local  users  and  visitors,  26.  Borrowers  by  mail,  74. 
Aftems  consulted,  256.  Packages  mailed,  76. 

Items  taken  out,  145.  Items  mailed,  771. 

Total  number  of  items  consulted  and  loaned,  1,172. 


MOTION  PICTURE  FILM  LIBRARY 

Motion  picture  films  on  medical  subjects,  16  mm.,  both 
silent  and  sound,  some  in  color,  and  suitable  for  either 
medical  or  lay  audiences,  are  available  for  loan  to  county 
medical  societies,  hospital  staffs,  or  individual  physi- 
cians, on  request.  Borrowers  will  be  required  to  pay  only 
the  cost  of  shipment  of  the  films,  by  express,  with  in- 
surance, and  for  any  damage  to  films  while  in  the  hands 
of  the  borrower. 

Requests  for  films  should  be  addressed  to  “Motion 
Picture  Film  Library,  State  Medical  Association  of  Texas, 
700  Guadalupe  Street,  Austin,  Texas/’  A list  of  avail- 
able films,  with  descriptions,  will  be  furnished  on  request. 


The  following  motion  picture  films  were  loaned 
by  the  Film  Library  during  September: 

Anesthesia,  Regional  (Winthrop  Chemical  Com- 
pany)— Dr.  Travis,  Jacksonville. 

Blood  Transfusion  (British  Information  Serv- 
ices)— Alexander  Clinic,  Spur. 

Chest  Disease  (British  Information  Services)  — 
Rotary  Club,  Ranger. 

Eyes  for  Tomorrow  (Hurst  Hospital) — Lion’s 
Club,  Rosenberg. 

Feeding  the  Infant  (Mead  Johnson) — -Yazoo 
County  Medical  Society,  Yazoo  City,  Miss. 

Glaucoma  Operations  (Dr.  K.  J.  Karnaky) — Fort 
Worth  Eye,  Ear,  Nose,  and  Throat  Society,  Fort 
Worth. 

Hematology,  Animated  (Armour  Laboratories)  — 
Rotary  Club,  Ranger. 

Human  Fertility  (Ortho-Products,  Inc.) — Dr. 
Travis,  Jacksonville. 

Hypodermic  Needles  and  Syringes  (Becton,  Dick- 
inson & Company) — Medical  Gathering,  Dallas. 

Injuries,  Care  of  Athletic  Type  (Becton,  Dickin- 
son & Company) — Alexander  Clinic,  Spur. 

Novocaine  Anesthesia  (Winthrop  Chemical  Com- 
pany)— Obstetrics  and  Gynecology  Staff,  Bracken- 
ridge  Hospital,  Austin. 

Strabismus  Surgery  (Dr.  Ray  K.  Daily) — Fort 
Worth  Eye,  Ear,  Nose,  and  Throat  Society,  Fort 
W orth. 

Time  Is  Life  (American  Cancer  Society) — Lion’s 
Club,  Rosenberg. 

Trichomonal  and  Monilial  Vaginitis  (Searle  Lab- 
oratories)— Obstetrics  and  Gynecology  Staff,  Brack  - 
enridge  Hospital,  Austin. 

Urinary  Antisepsis  (Mead  Johnson)- — Physicians 
of  Perlstein  Building,  Beaumont. 

Uterosalpingography  (Fougera  & Company)  — 
Medical  Gathering,  Dallas. 

Treatment  of  Varicose  Veins  (Searle  Labora- 
tories)— Physicians  of  Perlstein  Building,  Beau- 
mont. 

Varicose  Veins  and  Their  Complications  (Becton, 
Dickinson  & Company) — Alexander  Clinic,  Spur. 


BOOK  REVIEWS 

’Textbook  of  Endocrinology.  By  Hans  Selye,  M. 
D„  Ph.  D.  (Prague),  D.  Sc.  (McGill),  F.  R.  S. 
(Canada).  Cloth,  990  pages.  Price  $10.50. 
Montreal,  Canada,  University  of  Montreal,  1948. 
The  author  has  offered  in  this  book  a comprehen- 
sive treatise  on  the  rapidly  expanding  subject  of  en- 

^Reviewed  by  William  T.  Teague.  M.  D.,  Plainview. 


docrinology,  covering  every  phase  in  an  admirable 
fashion. 

The  first  chapter  is  given  to  the  discussion  of 
general  endocrinology,  followed  by  detailed  presen- 
tation of  topics  such  as  the  steroids,  adrenals,  hy- 
pophysis, ovary,  pancreas,  parathyroids,  pineal, 
testis,  thymus,  and  thyroid  glands.  The  last  two 
chapters  are  devoted  to  hormones  and  hormone-like 
substances  produced  by  simple  endocrine,  exocrine, 
and  non-gland  organs. 

Each  endocrine  gland  is  thoroughly  discussed  ac- 
cording to  history,  morphology,  chemistry,  and 
physiology,  both  established  and  experimental  con- 
cepts. Diagnosis  and  treatment  are  presented  in 
detail. 

The  text  is  profusely  illustrated  with  diagrams, 
case  presentations,  gross  and  histologic  (both  nor- 
mal and  pathologic)  specimens. 

In  spite  of  its  comprehensiveness,  the  book  is  well 
written  and  in  an  interesting  style.  It  is  a veritable 
atlas  of  reference  for  anyone  interested  in  the  sub- 
ject of  endocrinology,  whether  he  be  biochemist, 
pathologist,  or  clinician. 

2Sexual  Behavior  in  the  Human  Male.  By  A.  C. 

Kinsey,  Professor  of  Zoology,  Indiana  Univer- 
sity; W.  B.  Pomeroy  and  C.  E.  Martin,  Research 
Associates,  Indiana  University.  Cloth,  804 
pages.  Price,  $6.50.  Philadelphia  and  London, 
W.  B.  Saunders  Company,  1948. 

This  is  the  most  comprehensive  book  on  this,  sub- 
ject in  recent  years.  It  analyzes  some  5,000  inter- 
views in  a detailed  manner,  and  deals  with  the  white 
male  from  preadolescence  to  old  age.  It  is  concerned 
chiefly  with  six  topics:  masturbation,  nocturnal 
emissions,  heterosexual  relations  (premarital,  mari- 
tal, and  extramarital),  homosexual  outlets,  and  ani- 
mal contacts. 

An  introduction  of  methods  of  interviewing,  with 
statistical  problems  and  validity  of  data,  comprises 
the  first  part  of  the  book.  This  is  followed  by  a 
discussion  of  the  numerous  factors  affecting  the 
sexual  outlet  of  the  human  male.  Some  of  these 
factors  are  early  sexual  growth  of  the  preadolescent 
and  adolescent,  total  sexual  outlet,  age,  marital 
status,  age  of  adolescence,  social  level,  and  rural- 
urban  and  religious  background  in  regard  to  occupa- 
tional classes. 

A valuable  set  of  clinical  tables  may  be  found  at 
the  conclusion  of  the  text  aside  from  the  vast  num- 
ber of  charts  and  graphs  throughout  the  main  course 
of  the  book. 

The  reviewer  found  this  book  to  be  of  extreme  en- 
lightenment on  a number  of  controversial  subjects 
that  should  be  of  interest  to  the  general  profession. 
No  moral  issues  are  discussed,  but  a profound  scien- 
tific text,  with  excellent  bibliographies  and  refer- 
ences, is  furnished.  More  work  in  this  field  is  to  be 
published  at  a later  date  by  this  same  group  of  au- 
thors. 

sPsychiatry,  Its  Evolution  and  Present  Status.  By 
William  C.  Menninger,  M.  D.  Cloth,  138  pages. 
Price,  $2.  Ithaca,  N.  Y.,  Cornell  University 
Press,  1948. 

In  this  monograph,  Dr.  Menninger,  in  his  own 
inimitable  manner,  has  brought  the  high  power  mi- 
croscopic lens  of  our  thinking  on  the  distinctive 
place  that  psychiatry  holds  in  the  world  today.  It 
describes  in  a clear,  concise  fashion  the  past,  pres- 
ent, and  future  of  psychiatric  thought.  It  is  a true 
longitudinal  dynamic  discussion  in  common  every 

2Reviewed  by  E.  P.  Tottenham,  M.  D.,  Mineola. 

“Reviewed  by  Charles  H.  Brown,  M.  D.,  Wichita  Falls. 
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day  terms  of  what  might  be  classed  as  the  psy- 
choanalysis of  psychiatry.  In  the  first  chapter,  he 
discusses  the  development  of  psychiatry  and  its 
broad  relationship  with  other  fields,  and  he  does  a 
masterful  job  in  discussing  the  interrelationship 
with  other  fields  of  human  thought  that  tend  to- 
ward happiness  in  the  human  being.  The  second 
chapter  is  an  unusually  lucid  evaluation  of  the  major- 
elements  in  our  understanding  of  the  human  being. 

The  third  chapter  is  of  the  greatest  importance 
as  it  deals  with  documentary  proof  of  the  fields 
in  our  human  relationships  which  have  been  attack- 
ed, partially  overcome,  and  which  are  expected  to  be 
attacked  in  the  future  by  broader  psychiatric  visions. 
He  describes  means  for  improving  our  present 
problems  in  education,  industry,  courts,  and,  even 
more  important,  our  international  relations  through 
utilization  of  psychiatric  mechanisms.  A great  deal 
of  this  book  was  presented  by  Dr.  Menninger  in  an 
address  before  the  American  Psychiatric  Associa- 
tion in  New  York  in  1947,  and  it  was  one  of  the  few 
occasions  upon  -which  a speaker  was  given  a rising 
ovation  coming  spontaneously  from  all  his  listeners. 
This  volume  carries  the  same  “punch”  that  his 
speech  carried  on  that  occasion.  All  who  are  inter- 
ested in  the  study  of  psychiatry,  the  practice  of 
psychiatry,  general  medicine,  or  the  general  broad 
groups  of  specialties  that  are  involved  in  the  wel- 
fare of  the  human  being  would  derive  immeasurable 
benefits  by  looking  through  this  microscopic  lens  at 
the  scope  of  work  that  can  and  must  be  done. 

'Treatment  in  General  Practice.  By  Harry  Beck- 
man, M.D.  Cloth,  1,129  pages.  Price,  $11.50. 
Philadelphia,  W.  B.  Saunders  Company,  1948. 

This  new  edition  of  Dr.  Beckman’s  well-known 
book  fully  lives  up  to  the  standards  which  the  pre- 
vious editions  have  set.  In  a day  of  rapidly  chang- 
ing therapeutics,  in  which  any  text  is  almost  out  of 
date  when  it  is  released  by  the  publisher,  this  vol- 
ume is  surprisingly  up  to  date.  This  edition  appears 
only  two  and  a half  years  after  its  predecessor,  and 
the  author  states  in  his  preface  that  he  intends  to 
bring  out  new  editions  every  two  years. 

There  have  been  added  several  subjects  for  dis- 
cussion which  have  not  been  considered  in  previous 
editions,  especially  notable  among  which  are  some 
of  the  tropical  diseases  which  became  of  general 
interest  following  the  recent  war.  The  treatment  of 
thrombosis  and  embolism,  previously  not  included  in 
this  book,  has  been  added.  The  more  recently  de- 
scribed rickettsialpox  and  Colorado  tick  fever, 
Reiter’s  syndrome,  as  well  as  other  diseases  which 
have  received  emphasis  in  recent  current  literature, 
are  included. 

Dr.  Beckman  follows  his  usual  method  of  giving 
a brief  discussion  of  the  disease  and  a statement  of 
historical  background,  followed  by  an  appropriately 
lengthy  dissertation  on  treatment,  including  the  con- 
troversial points  and  the  author’s  opinion  on  them. 
Many  of  the  sections  have  been  entirely  rewritten 
and  greatly  added  to.  There  are  occasional  illustra- 
tions of  techniques,  diet  lists,  and  prescriptions 
which  enhance  the  text. 

The  author  is  still  skeptical  of  the  results  of  the 
surgical  treatment  of  hypertension,  but  includes 
much  of  the  statistical  data  from  the  more  recent 
publications  on  the  subject.  The  low  sodium  diet  for 
hypertension  is  not  included  in  this  edition,  nor  are 
some  of  the  more  recently  advocated  methods  of 
managing  the  patient  with  anuria. 

As  a desk  reference  for  the  physician  in  general 
practice,  for  whom  the  book  is  intended,  Beckman’s 
“Treatment”  leaves  little  to  be  desired.  The  author’s 
style  is  pleasing,  amusing  at  times,  brief  without 
omitting  important  details,  and  opinionated  enough 
to  give  the  book  character. 

'Reviewed  by  Ralph  G.  Greenlee.  M.  D.  Temple. 


"A  Textbook  of  Clinical  Pathology.  By  Francis 
P.  Parker,  M.  D.  Third  edition,  1,023  pages. 
Price,  $9.  Baltimore,  Williams  and  Wilkins, 
1948. 

The  third  edition  of  this  textbook,  coming  eight 
years  after  the  second  edition,  has  been  extensively 
revised  and  considerably  expanded.  Dr.  Parker  was 
assisted  in  this  work  by  seven  contributors  well 
known  in  the  field  of  clinical  pathology. 

Hematology  is  well  covered  in  seven  chapters  by 
five  contributors.  Of  special  interest  and  value  is 
the  chapter  on  blood  groups  by  Dr.  I.  Davidsohn.  In 
the  chapter  on  blood  parasites  there  are  excellent 
color  plates  showing  the  appearance  of  malarial 
plasmodia  in  thick  films. 

In  the  chapter  on  clinical  blood  chemistry  a dis- 
cussion of  the  significance  of  alterations  in  the 
various  constituents  precedes  the  outline  of  the  cor- 
responding technical  methods.  Chemical  methods  of 
assay  for  vitamins  A,  B1;  B,,  C,  and  E are  included 
in  the  chapter  on  vitamins.  In  the  chapter  on  hor- 
mones, procedures  are  given  for  the  simpler  and 
more  useful  diagnostic  tests.  The  technique  of  the 
frog  test  for  pregnancy  is  included. 

Liver  function  tests  are  well  covered  in  a sep- 
arate chapter,  but  the  newer  methods  for  serum 
bilirubin  and  urinary  and  fecal  urobilinogen  are  not 
mentioned. 

A complete  chapter  on  immunologic  tests  con- 
tains valuable  information  ordinarily  not  found  in 
texts  on  clinical  pathology.  Likewise,  in  the  section 
on  the  diagnosis  of  venereal  lesions  there  is  much 
useful  and  practical  information. 

In  the  chapter  on  serologic  tests  for  syphilis  the 
Boerner-Lukens  complement  fixation  method,  the 
Boerner-Jones-Lukens  flocculation  test,  and  the 
Mazzini  flocculation  test  have  been  added. 

Pathogenic  fungi  are  briefly  discussed  in  the  sec- 
tions on  the  sputum  and  under  skin  scrapings.  In 
the  chapter  on  cerebrospinal  fluid  there  is  an  illus- 
tration of  Torula  histolytica,  but  no  discussion  of 
this  fungus  is  to  be  found  in  the  text. 

References  to  the  literature  are  to  be  found  at  the 
end  of  each  chapter.  The  general  format  of  the  book 
is  excellent. 

This  is  a fine  textbook  for  students  of  clinical 
pathology  and  can  be  warmly  recommended  to  both 
practitioners  and  laboratory  workers. 

6Laboratory  Experiments  in  Physiology.  By  W.  D. 
Zoethout,  Ph.D.  Cloth,  263  pages,  fourth  edition, 
illustrated.  Price,  $3.  St.  Louis,  C.  V.  Mosby 
Company,  1948. 

This  edition  marks  no  great  change  from  the  pre- 
ceding one.  The  early  chapters  of  the  guide  are  de- 
voted to  brief  statements  of  elementary  principles 
of  physics  as  applied  in  standard  physiologic  ap- 
paratus, to  descriptions  of  physical  properties  of 
solutions  and  membranes,  and  to  simple  experi- 
ments demonstrating  these  principles  and  prop- 
erties. 

The  remainder  of  theJsook  is  concerned  with  ex- 
periments dealing  with  physiologic  properties  and 
reactions  of  those  organs  and  systems  amenable 
to  experimental  work  in  elementary  courses.  It  is 
not  a guide  for  a course  in  medical  physiology. 
There  are  relatively  few  mammalian  experiments. 

The  directions  are  clear  and  in  sufficient  detail 
to  be  easily  followed.  Illustrations  of  dissections 
and  arrangements  of  apparatus  are  effectively  em- 
ployed, and  well  chosen  questions  are  used  to  lead 
the  student  in  understanding  the  purpose  of  the 
experiments  and  in  correlating  experimental  obser- 
vations with  textbook  subject  matter. 

‘‘Reviewed  by  W.  N.  Powell.  M.  D..  Temple. 

"Reviewed  by  Robert  W.  Lackey,  Ph.  D..  Dallas. 
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The  experimental  procedures  described  are  num- 
erous enough  to  allow  some  degree  of  selection 
while  still  affording  adequate  material  for  a course 
of  the  academic  level  for  which  the  guide  is  de- 
signed. The  addition  of  some  experiments  on  body 
temperature  regulation  might  be  desirable.  The 
sections  on  chemistry  of  carbohydrates,  proteins, 
and  fats  are  adequate  as  an  aid  to  an  understanding 
of  the  physiology  of  digestion  on  the  part  of  stu- 
dents who  have'  not  had  a course  in  physiologic 
chemistry. 

7Communicable  Disease  Control.  By  Gaylord  W. 
Anderson,  A.B.,  M.D.,  Dr.  P.H.  and  Margaret 
G.  Arnstein,  R.N.,  M.A.,  M.P.H.  Cloth,  432 
pages,  second  edition.  Price,  $5.  New  York, 
Macmillan  Company,  1948. 

This  is  a book  written  by  public  health  workers 
for  the  use  of  the  health  officer  and  nurse  in  the 
control  of  communicable  disease.  It  should  be  read 
by  every  practitioner  of  medicine  in  order  to  give 
him  an  insight  into  the  procedures  necessary  to  the 
control  of  communicable  disease  under  present  day 
conditions.  This  second  edition  brings  into  the  pic- 
ture all  the  approved  methods  which  have  come  to 
light  in  the  last  few  years. 

This  work  is  divided  into  two  parts.  The  first 
part  deals  with  the  control  of  communicable  disease 
in  general,  starting  with  early  historical  considera- 
tions and  bringing  it  up  to  date,  showing  methods 
of  infection  and  immunity  and  giving  control  meas- 
ures used  in  most  communicable  diseases.  Here  are 
also  discussed  the  legal  basis  of  control,  the  ad- 
ministrative agencies  responsible  for  control,  and 
general  methods  of  epidemiologic  investigation  in 
the  control  of  communicable  diseases. 

The  second  part  deals  with  the  control  of  in- 
dividual diseases,  giving  the  special  measures  neces- 
sary in  the  control  of  each.  An  attempt  has  been 
made  to  evaluate  the  relative  effectiveness  of 
various  control  measures.  It  outlines  the  programs 
which  yield  the  greatest  results  for  the  smallest 
expenditure  of  money. 

This  book  is  well  written  and  can  be  read  easily 
and  rapidly. 

8Synopsis  of  Operative  Surgery.  By  H.  E.  Mobley, 
M.D.,  F.A.C.S.  Cloth,  416  pages,  second  edition. 
Price,  $6.  St.  Louis,  C.  V.  Mosby  Company, 
1947. 

This  book  is  representative  of  all  such  synopses 
which  this  reviewer  has  read.  If  the  surgeon  is  not 
already  completely  familiar  with  the  operation,  the 
directions  given  are  not  comprehensive  enough  to 
teach  him  the  technique.  If  the  surgeon  already 
knows  the  technique,  there  is  no  point  in  his  reading 
the  book.  The  illustrations  are  not  unusual,  and  so 
far  as  the  reviewer  is  able  to  find,  there  are  no  new 
or  original  suggestions. 

This  book  might  be  of  some  use  to  a medical  stu- 
dent or  an  aspirant  to  certification  by  the  American 
Board  of  Surgery  in  reviewing  for  examinations. 

“Hemostatic  Agents.  By  Walter  H.  Seegers,  M.S., 
Ph.D.,  and  Elwood  A.  Sharp,  M.D.,  Sc.D.  Cloth, 
131  pages.  Price,  $4.50.  Springfield,  111.  Charles 
C.  Thomas,  Publisher,  1948. 

The  authors  have  presented  in  this  monograph  a 
discussion  of  the  latest  concepts  of  the  intricate 
mechanism  of  blood  coagulation,  dealing  with  both 
the  experimental  work  and  the  practical  aspects. 

The  first  chapter  is  devoted  to  a treatise  on  the 
various  substances  involved  in  blood  clotting  and 
the  sequence  of  their  reactions.  According  to  the 
authors,  the  entire  mechanism  is  produced  by  the 
following  reactions:  prothrombin-thromboplastin  re- 

7Reviewed  by  David  M.  Cowgill,  M.  D.,  Abilene. 

sReviewed  by  I.  M.  Ward,  M.  D.,  Fort  Worth. 

9Reviewed  by  William  H.  Teague,  M.  D..  Plainview. 


action,  clotting  of  fibrinogen  (with  sub-discussions 
of  the  effects  of  pH,  temperature,  salts,  calcium,  and 
other  factors  on  the  rate  of  clotting) , fibrinolysis  in- 
activation of  prothrombin  with  thrombin,  inactiva- 
tion of  prothrombin  with  fibrinolysis,  inactivation  of 
thrombin  with  antithrombin,  inactivation  of  fibrinoly- 
sis, and  inactivation  of  profibrinolysis. 

Subsequent  chapters  are  devoted  to  a discussion 
of  the  clinical  application  of  thrombin,  fibrinogen, 
oxidized  cellulose,  fibrin  foam,  and  gelatin  sponge 
in  the  various  fields  of  medicine  and  surgery. 

lflModern  Clinical  Psychiatry.  By  Arthur  P.  Noyes, 
M.D.  Cloth,  507  pages,  third  edition.  Price,  $6. 
Philadelphia,  W.  B.  Saunders  Company,  1948. 

As  Dr.  Noyes  points  out  in  the  preface,  “the 
eight  years  that  have  elapsed  since  the  publication 
of  the  previous  edition  of  this  book  have  been 
characterized  by  remarkable  development  of  inter- 
est in  psychiatry.”  That  this  interest  is  especially 
in  fields  other  than  institutional  psychiatry  is  ap- 
parently noted  by  Dr.  Noyes  as  he  presents  a fuller 
discussion  of  the  dynamic  principles  of  the  psycho- 
neuroses, gives  more  space  to  psychosomatic  prob- 
lems, and  adds  new  chapters  on  psychotherapy  and 
child  psychiatry.  The  fact  that  Dr.  Noyes  does  not 
go  farther  limits  the  use  of  this  book  as  a text  for 
medical  students,  since  the  majority  will  have  only 
minor  interest  in  the  major  psychoses. 

Some  of  the  newer  physical  therapies,  such  as 
electro-shock  and  prefrontal  lobotomy,  are  adequate- 
ly discussed  for  a book  of  this  type. 

In  summary,  it  can  be  said  for  the  benefit  of 
those  not  familiar  with  previous  editions,  that  this 
book  is  excellent  for  the  beginner  in  psychiatry. 
For  this  beginner,  the  material  is  presented  in  an 
interesting,  simple,  and  acceptable  fashion. 

“Vascular  Diseases  in  Clinical  Practice.  By  Irving 
Sherwood  Wright,  M.D.,  Associate  Professor  of 
Clinical  Medicine,  Cornell  University  Medical 
College  and  Chief  of  Section  on  Vascular  Dis- 
eases, Department  of  Medicine,  New  York  Hos- 
pital. Cloth,  514  pages.  Price,  $7.50.  Chicago, 
Year  Book  Publishers,  Inc.,  1948. 

This  volume  is  a valuable  asset  to  the  general 
practitioner,  as  well  as  to  the  student,  in  the  recog- 
nition of  vascular  diseases.  For  instance,  the  second 
chapter,  headed  “Methods  of  Study  of  the  Patient,” 
is  meticulously  and  carefully  written.  It  details  the 
various  methods  by  which  vascular  diseases  may  be 
diagnosed.  The  chapter  on  “Thromboangiitis  Oblit- 
erans” gives  much  experimental  evidence  to  show 
that  tobacco  is  definitely  detrimental  in  cases  of 
this  type.  The  final  chapter  gives  excellent  evalua- 
tion of  the  medicolegal  aspects  of  injuries  to  the 
vascular  system,  covering  both  vascular  disease  as 
produced  by  injury  and  injuries  to  persons  suffering 
from  various  types  of  vascular  disease. 

This  book  is  well  illustrated  with  colored  plates 
and  first  class  photographs. 

10Reviewed  by  Walter  L.  Ford,  M.  D.,  Houston. 
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Contributions  to  this  department  will  be  appreciated. 
News  should  be  of  general  medical  interest,  such  as  public 
health  activities,  new  hospitals,  personal  items  of  more 
than  local  value,  etc.  News  for  a particular  number  of 
the  Journal  should  be  in  the  hands  of  the  Editor  not 
later  than  the  fifteenth  of  the  preceding  month. 


The  Pan-Pacific  Surgical  Association  held  its 
fourth  congress  in  Honolulu,  August  30-September 
13,  the  first  since  World  War  II.  Participating  in 
the  congress,  held  “to  bring  together  surgeons  from 
all  countries  bordering  on  the  Pacific  ...  to  permit 
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the  exchange  of  surgical  ideas  and  methods,  to  de- 
velop an  acquaintanceship  among  the  surgeons, 
meeting  on  a common  ground,  so  that  they  may  be 
instrumental  in  developing  a spirit  of  good  fellow- 
ship among  the  races,  represented  at  the  Confer- 
ence,” were  a number  of  Texans.  Chauncey  D. 
Leake,  Ph.D.,  vice-president  of  the  University  of 
Texas  Medical  Branch,  Galveston;  Dr.  Raleigh  R. 
White,  Temple;  Dr.  Edgar  Poth,  University  of 
Texas  Medical  Branch,  Galveston;  and  Dr.  C.  M. 
Pomerat,  University  of  Texas  Medical  Branch,  Gal- 
veston, presented  papers  on  surgery.  Dr.  Leake  also 
appeared  at  a public  meeting  devoted  to  the  cancer 
problem.  Dr.  Walter  Stuck,  San  Antonio,  was  on  the 
program  for  orthopedic  surgery  and  also  for  the 
Plantation  Physicians  Association.  Dr.  Ruby  K. 
Daniel,  Dallas,  read  a paper  before  the  ophthalmo- 
logy section.  Colonel  Elbert  DeCoursey,  Brooke  Gen- 
eral Hospital,  Fort  Sam  Houston,  spoke  on  “Path- 
ology of  Ionizing  Radiations  from  the  Atomic 
Bomb.” 

The  National  Advisory  Heart  Council,  provided 
for  in  the  National  Heart  Act  of  June  16,  1948,  has 
been  appointed  by  Oscar  R.  Ewing,  Federal  Se- 
curity Administrator.  Dr.  Tinsley  Harrison,  Dallas, 
dean  of  faculty  and  professor  of  internal  medicine 
at  Southwestern  Medical  College  and  president  of 
the  American  Heart  Association,  is  one  of  the  twelve 
members  chosen.  Announcement  from  the  National 
Institute  of  Health  indicates  that  the  council  will 
advise  with  the  National  Heart  Institute  in  the  de- 
velopment of  research  programs  designed  to  help 
in  the  attack  on  cardiovascular  diseases;  review 
and  make  recommendations  to  the  Surgeon  General 
on  applications  from  institutions  and  individuals  for 
research  and  training  grants;  make  a collection  of 
information  on  research  in  heart  diseases;  and  ad- 
vise on  the  whole  program  of  the  National  Heart 
Institute  for  controlling  cardiovascular  diseases. 

Nursing  Technicians  will  be  trained  this  year  for 
the  first  time  by  Baylor  Hospital,  Dallas,  in  a nine 
month  course  designed  to  help  relieve  the  shortage 
of  nurses,  reports  the  Dallas  Times-Herald.  Open 
to  all  young  women  with  high  school  education  be- 
tween the  ages  of  18  and  25,  the  course  will  also  be 
open  to  older  applicants  on  a basis  of  personal 
merit  without  regard  to  educational  qualifications. 
A new  course  will  be  started  every  four  months, 
and  students  will  receive  pay  after  the  first  month. 

St.  Joseph’s  Hospital,  Fort  Worth,  broke  ground 
for  a $450,000  annex  on  September  15.  The  Fort 
Worth  Star-Telegram  states  that  the  five  story  ad- 
dition providing  100  hospital  beds,  a chaplain’s 
room,  and  two  large  recovery  rooms  is  expected  to 
be  completed  by  March. 

Consolidation  of  Dallas  Children’s  Hospitals  has 
been  recommended  by  Joseph  G.  Norby,  Milwau- 
kee, president  of  the  American  Hospital  Associa- 
tion, who  has  just  completed  a report  on  health 
facilities  for  children  in  Dallas  County,  informs 
the  Dallas  News.  The  report  has  been  accepted  and 
approved  by  the  Health  Council  of  the  Dallas  Coun- 
cil of  Social  Agencies,  which  requested  the  survey, 
and  the  report  will  become  part  of  the  over-all 
health  improvement  program  planned  by  the  Coun- 
cil of  Social  Agencies.  Mr.  Norby  suggested  aban- 
donment of  Bradford  Memorial  Hospital  for  Babies 
and  remodeling  it  into  a home  for  nurses;  enlarge- 
ment of  the  Children's  Hospital  of  Texas  from  52 
to  200  beds;  expansion  of  Richmond  Freeman  Me- 
morial Clinic  to  provide  clinic  service  and  diagnosis 
for  all  children,  not  only  charity  patients;  establish- 
ment of  a single  nine  member  board  of  directors 
with  over-all  control  of  the  consolidated  medical 
center;  and  cooperation  with  the  consolidated 
group  by  Scottish  Rite  Hospital  for  Crippled  Chil- 
dren and  Hope  Cottage,  a Community  Chest  sup- 


ported home  for  abandoned  infants.  Mr.  Norby 
pointed  out  that  the  proposed  children’s  unit  would 
doubtless  have  to  be  supported  by  tax  funds. 

The  Sweeney  Diabetic  Foundation  has  launched  a 
campaign  to  raise  $100,000  for  establishment  of  a 
camp  for  diabetic  children  and  a research  labora- 
tory for  diabetic  and  allied  research,  the  camp  to 
be  on  400  acres  of  land  eight  miles  northeast  of 
Gainesville  and  the  laboratory  to  be  in  Gainesville. 
The  foundation  was  organized  a year  ago  by  the 
citizens  of  Gainesville  and  named  for  Dr.  J.  Shirley 
Sweeney,  authority  on  diabetes  who  was  persuaded 
to  return  from  Dallas  to  his  boyhood  home  and  be- 
come director  of  the  enterprise.  Since  the  project 
was  decided  upon,  according  to  the  Gainesville 
Register,  blueprints  for  the  camp  and  laboratory 
have  been  drawn  up,  prominent  business  and  pro- 
fessional men  outside  Gainesville  and  Cooke  County 
have  been  interested,  and  the  financial  campaign 
now  in  progress  has  been  planned.  The  project  has 
been  endorsed  officially  by  the  Cooke  County  Medi- 
cal Society. 

The  Texas  Diabetic  Trust  Fund,  organized  in  No- 
vember to  raise  funds  for  research  in  diabetes  and 
to  create  an  interest  in  diabetes  in  this  section  of 
the  country,  presented  Dr.  Elliott  P.  Joslin,  Boston 
authority  on  diabetes,  in  a public  lecture  in  Dallas 
on  September  21,  according  to  the  East  Dallas 
Round-Up.  Dr.  Joslin  was  in  Dallas  to  teach  a 
course  in  metabolic  disorders  sponsored  by  the  Dal- 
las Southern  Clinical  Society,  and  was  made  avail- 
able for  the  public  lecture  through  the  courtesy  of 
the  clinical  group.  The  Texas  Diabetic  Trust  Fund 
is  patterned  after  the  Diabetic  Fund  of  Boston, 
which  was  founded  by  Dr.  Joslin  in  1944.  The  Texas 
organization  has  its  headquarters  in  Dallas,  and 
has  been  endorsed  by  the  Dallas  County  Medical 
Society,  Southwestern  Medical  Foundation,  Dallas 
Southern  Clinical  Society,  and  other  similar  groups. 

The  Harris  County  Academy  of  General  Practi- 
tioners has  been  organized  in  Houston  along  the 
lines  suggested  by  the  American  and  Texas  Acade- 
mies of  General  Practice,  reports  the  Houston 
Chronicle.  Officers  named  include  Drs.  Lyman  C. 
Blair,  president;  T.  P.  Kennerly,  vice-president; 
M.  E.  Petway,  secretary;  and  B.  H.  Bayer,  treas- 
urer. 

The  M.  D.  Anderson  Hospital  for  Cancer  Research, 
Houston,  has  been  allotted  $500,000  in  federal  funds 
under  the  Hill-Burton  hospital  survey  and  construc- 
tion act,  and  Dr.  R.  Lee  Clark,  Jr.,  hospital  director, 
has  indicated  that  construction  of  the  hospital 
building  in  the  Texas  Medical  Center  will  probably 
begin  early  in  1949.  The  Houston  Chronicle  reports 
Dr.  Clark  as  pointing  out  that  $3,000,000  is  already 
on  hand,  having  been  appropriated  by  the  State 
Legislature,  and  that  additional  funds  are  available 
in  contributions  from  the  M.  D.  Anderson  and 
Rosalie  B.  Hite  Foundations  and  public  donations. 
He  said  also  that  the  application  for  federal  funds 
had  been  for  $1,500,000  and  that  it  was  hoped  the 
full  request  would  be  granted  over  a period  of  three 
years.  The  new  M.  D.  Anderson  Hospital  building 
will  house  the  University  of  Texas  Postgraduate 
School  of  Medicine,  Dr.  Clark  informed,  until  a 
separate  building  in  the  Texas  Medical  Center  can 
be  erected.  The  cancer  hospital  is  a part  of  the 
University  of  Texas. 

Dr.  Clark  has  been  appointed  by  the  board  of  re- 
gents of  the  University  as  dean  and  professor  of 
surgery  of  the  new  Postgraduate  School  of  Medi- 
cine. 

The  University  of  Texas  Medical  Branch.  Galves- 
ton, has  announced  that  because  of  advanced  operat- 
ing costs,  the  appropriations  for  support  of  the 
Medical  Branch  hospitals  for  the  fiscal  year  ending 
September  1,  1949,  will  be  inadequate  to  maintain 
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the  hospitals  throughout  the  coming-  year.  Conse- 
quently, the  Board  of  Regents  has  directed  that 
charges  commensurate  with  the  ability  of  the  pa- 
tient to  pay  be  charged  for  hospital  and  clinic  serv- 
ices; no  charge  will  be  made  to  low  income  patients 
for  the  services  of  physicians.  Chauncey  D.  Leake, 
Ph.D.,  vice-president;  B.  I.  Burns,  administrator  of 
hospitals;  and  Dr.  Raymond  Gregory,  director  of 
the  diagnostic  clinic,  are  requesting  the  cooperation 
of  physicians  throughout  the  state  who  refer  low 
income  patients  to  the  Medical  Branch  in  helping  to 
arrange  for  payment  of  as  large  a portion  as  pos- 
sible of  hospital  charges. 

Recent  additions  to  the  staff  of  the  Medical 
Branch  include  Dr.  Grant  S.  Holmes,  recently  in 
charge  of  dermatology  and  syphilology  groups  at 
various  Army  hospitals  in  the  European  Theater, 
as  assistant  professor  of  dermatology  and  syphil- 
ology; Dr.  John  Harris,  formerly  in  charge  of 
dermatology  and  syphilology  at  New  York  Medical 
School,  as  lecturer  in  dermatology  and  syphilology; 
and  Dr.  Melville  Sahyun,  research  consultant  in 
biochemistry  and  nutrition  of  Santa  Barbara,  Calif., 
as  lecturer  in  biochemistry  and  nutrition. 

Funds  for  special  studies  have  been  received  as 
follows:  from  the  late  Harry  C.  Weiss,  chairman  of 
the  board  of  directors  of  the  Humble  Oil  and  Re- 
fining Company,  Houston,  $5,000  to  support  studies 
on  sinus  fluids  under  the  direction  of  Dr.  J.  M.  Rob- 
ison, professor  of  otorhinolaryngology;  National 
Foundation  for  Infantile  Paralysis,  $9,400  to  support 
studies  on  polio  virus  under  the  direction  of  Dr.  Mor- 
ris Pollard,  director  of  the  Virus  Laboratory; 
Lederle  Laboratories,  Pearl  River,  N.  Y.,  $2,500  to 
support  studies  on  rickettsial  diseases  under  the  di- 
rection of  Dr.  Ludwik  Anigstein,  director  of  the 
Rickettsial  Research  Laboratory;  Office  of  Naval 
Research,  $10,000  for  research  on  the  tropical  rat 
mite  in  relation  to  its  role  as  vector  of  filariae  un- 
der the  direction  of  Dr.  J.  Allen  Scott,  professor  of 
epidemiology;  and  the  Sugar  Research  Foundation, 
N.  Y.,  to  support  studies  by  Dr.  W.  A.  Selle,  pro- 
fessor of  physiology,  on  carbohydrates  in  relation  to 
liver  cancer. 

Personals 

Dr.  J.  F.  Kimball,  Dallas,  retired  former  execu- 
tive vice-president  of  Baylor  University  in  charge 
of  Dallas  medical  units  and  hospital,  was  made  an 
honorary  member  of  the  American  Hospital  Asso- 
ciation in  September  and  received  a special  citation 
for  outstanding  contributions  to  health  and  hos- 
pitals, reports  the  Dallas  Times-Herald.  Dr.  Kimball 
began  a sick  benefit  program  for  Dallas  school 
teachers  which  has  grown  into  the  Blue  Cross  plan 
of  hospital  care.  Mr.  and  Mrs.  Roy  Cullen,  Houston 
philanthropists,  were  also  among  the  fifty  men  and 
women  throughout  the  nation  selected  to  be  honored 
at  the  fiftieth  anniversary  convention  of  the  Ameri- 
can Hospital  Association. 

Dr.  John  McGivney,  Galveston,  was  elected  a 
member  of  the  American  Proctologic  Society  recent- 
ly, according  to  the  Galveston  Tribune.  He  is  the 
tenth  physician  in  Texas  to  be  so  recognized. 

Dr.  Harvey  Renger,  Hallettsville,  reigned  as  King 
of  the  1948  Lavaca  Fiesta  in  Hallettsville  in  Sep- 
tember, reports  the  Hallettsville  Tribune. 

Dr.  Peel  M.  Payne,  Asherton,  received  a certifi- 
cate of  merit  at  the  commencement  exercises  of  the 
University  of  Tennessee,  Memphis,  in  September, 
according  to  the  Carrizo  Springs  Javelin.  Dr.  Payne 
was  graduated  fifty-five  years  ago  from  the  Mem- 
phis Hospital  Medical  College,  now  a part  of  the 
University  of  Tennessee. 

Dr.  T.  M.  Collins,  Big  Spring,  was  honored  on  his 
eightieth  birthday  September  2 with  a barbecue 
dinner  at  the  ranch  home  of  a son,  O.  C.  Collins,  of 
Midland,  states  the  Big  Spring  Netvs. 


Marriages 

Dr.  David  Laurance  White,  San  Marcos,  married 
Mrs.  Mabel  Smith  Hall,  Hearne,  on  August  14. 

Dr.  Emory  Davenport,  Fort  Worth,  married  Miss 
Rachel  Norman,  Trenton,  on  September  1. 

Births 

To  Dr.  and  Mrs.  Alan  W.  Butler,  Jr.,  Fort  Worth, 
twins,  Robert  Alan  and  Barbara  Ann,  August  11. 
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Dallas  County  Society 
September  9,  1948 

(Reported  by  W.  W.  Fowler,  Secretary) 

The  Doctor  and  His  Investments — Mr.  R.  L.  Thornton,  Dallas. 

Dallas  County  Medical  Society  met  September  9 
in  Dallas  to  hear  a discussion  of  investments  by 
Mr.  R.  L.  Thornton,  chairman  of  the  board  of  direc- 
tors of  the  Mercantile  National  Bank.  A question 
and  answer  period  followed  his  address. 

Resolutions  of  tribute  to  the  late  Dr.  C.  E.  Har- 
rington and  the  late  Dr.  Howard  Hogan,  both  of 
Dallas,  were  adopted  by  rising  vote. 

Henry  Phillip  Hare,  Jr.,  was  elected  to  member- 
ship upon  application;  William  Graves  McPheron 
and  Ludwig  Alexander  Furchtgott  upon  transfer. 

Falls  County  Society 

September  13,  1948 

The  Poliomyelitis  Problem — Neil  Buie,  Marlin. 

Streptomycin  in  Treatment  of  Brucellosis  ; Preliminary  Report — 
J.  B.  Barnett,  Marlin. 

Recent  Interesting  Cases — Tom  G.  Glass,  Marlin. 

The  program  outlined  was  presented  under  the 
direction  of  J.  W.  Torbett,  Marlin,  program  chair- 
man, when  the  Falls  County  Medical  Society  met 
September  13  in  Marlin. 

Grayson  County  Society 
September  14,  1948 

(Reported  by  Robert  W.  Duncan,  Secretary) 

American  Academy  of  General  Practice — H.  T.  Jackson,  Fort 
Worth. 

Treatment  of  Acute  Brucellosis — W.  P.  Higgins,  Jr.,  Fort 
Worth. 

Two  visitors  from  Fort  Worth  presented  the  pro- 
gram for  twenty-one  members  of  the  Grayson  Coun- 
ty Medical  Society,  meeting  September  14  in  Den- 
ison. The  society  approved  a resolution  on  blood 
banking  agencies  adopted  by  the  House  of  Delegates 
of  the  State  Medical  Association.  Robert  L.  Duff 
was  accepted  as  a member  on  transfer  from  Bell 
County  Medical  Society.  Raymond  Morphew,  the 
new  director  of  the  Grayson  County  Health  Unit, 
was  introduced. 

Gray-Wheeler-Hansford-Hemphill-Lipscomb- 
Roberts-Ochiltree-Hutchinson-Carson 
Counties  Society 
September  14,  1948 

Diagnosis  of  Cancer  of  the  Lung  (slides) — Paul  De  Camp, 
Tulane  University,  New  Orleans. 

Approximately  fifty  physicians  were  present  for 
the  first  consolidated  meeting  of  the  Top  o’  Texas 
Medical  Society,  which  was  chartered  recently  and 
includes  Gray,  Wheeler,  Hansford,  Hemphill,  Lips- 
comb, Roberts,  Ochiltree,  Hutchinson,  and  Carson 
Counties.  The  meeting,  held  September  14  in  Pampa, 
featured  a paper  on  cancer  of  the  lung  by  Paul  De 
Camp,  Tulane  University,  New  Orleans. 

A male  quartet,  “Melody  Menders,”  provided 
music  for  the  banquet  meeting,  and  during  a busi- 
ness session  the  physicians  considered  problems  con- 
fronting doctors  in  the  area.  M.  C.  Overton,  Jr., 
Pampa,  is  president  of  the  society;  Charles  H. 
Ashby,  Pampa,  is  program  chairman;  and  H.  M. 
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Hamra,  Borger,  is  secretary-treasurer.  Meetings 
will  be  held  the  third  Tuesday  of  each  month. 

Jefferson  County  Society 

September  13,  1948 

(Reported  by  E.  Mittendorf,  Executive  Secretary) 
Plastic  Surgery  in  General  Practice  (lantern  slides) — T.  G. 

Blocker,  Jr..  Galveston. 

Discussion — Norman  Duren  and  J.  N.  Gardner.  Beaumont. 

Fifty-six  members  of  Jefferson  County  Medical 
Society  met  in  Beaumont  on  September  13.  T.  G. 
Blocker,  Jr.,  professor  of  surgery  at  the  University 
of  Texas  Medical  Branch,  Galveston,  discussed  plas- 
tic surgery  as  it  applies  to  general  practice. 

Letters  from  the  Kennit  Lions  Club  and  from  the 
Veterans  Administration  office  in  Waco  requesting 
assistance  in  securing  physicians  were  read. 

Seab  J.  Lewis,  Beaumont,  was  appointed  repre- 
sentative to  a meeting  to  be  held  by  the  committee 
for  “Employ  the  Handicapped  Week,”  and  W.  J. 
Graber,  Beaymont,  and  L.  C.  Carter,  Port  Arthur, 
were  appointed  representatives  to  the  Jefferson 
County  Health  Council. 

A special  committee  of  Lamar  C.  Bevil  and  J.  C. 
Crager,  Beaumont,  and  T.  B.  Matlock  and  W.  E. 
McRee,  Port  Arthur,  was  appointed  to  investigate 
and  study  a proposal  for  the  organization  and  op- 
eration of  a Red  Cross  blood  bank.  The  committee 
on  economics  was  requested  to  consider  a proposal 
to  formulate  a definite  plan  whereby  financial  as- 
sistance could  be  extended  in  cases  of  prolonged 
illness  of  society  members  and  their  families. 

John  Walter  Sloan,  Port  Ai’thur,  was  accepted 
for  membership  upon  application. 

The  society  decided  to  invite  members  of  all  so- 
cieties in  District  10  to  be  guests  of  the  Jefferson 
County  Society  at  a dinner  meeting  to  be  held  in 
Beaumont  in  November  with  G.  V.  Brindley,  Temple, 
President-Elect  of  the  State  Medical  Association,  as 
speaker,  provided  that  Dr.  Brindley  can  accept  the 
invitation.  L.  C.  Powell,  Beaumont,  was  appointed 
chairman  of  the  committee  on  arrangements. 

Lamar  County  Society 

September  2,  1948 

(Reported  by  Thomas  E.  Hunt,  Jr.,  Secretary) 
Prostatitis — D.  P.  Booner,  Paris. 

Discussion — H.  H.  White  and  George  S.  Woodfin,  Paris. 

A discussion  of  prostatitis  by  D.  P.  Bonner  pro- 
vided the  scientific  program  for  the  September  2 
meeting  of  the  Lamar  County  Medical  Society,  held 
in  Paris.  D.  F.  Kerbow,  Paris,  president,  presided 
over  the  meeting,  which  followed  dinner.  Dr.  Bon- 
ner pointed  out  that  obstructions  in  the  neck  of  the 
urinary  bladder  usually  occur  in  men  from  50  to 
70  years  of  age,  and  that  the  most  common  eai’lier 
symptoms  are  difficulty  in  urination  and  difference 
in  urination.  He  listed  history,  rectal  palpation, 
cystoscopic  examination,  and  kidney,  ureter,  and 
bladder  examination  as  the  methods  of  diagnosis, 
and  stressed  the  importance  of  preparing  the  pa- 
tient for  surgei'y  if  surgery  is  necessary.  Dr.  H.  H. 
White  in  discussing  the  paper  emphasized  the  value 
of  catheterizing  for  residual  urine. 

Lubbock-Crosby  Counties  Society 

September  7,  1948 
(Reported  by  Roy  G.  Loveless,  Secretary) 

Forty-two  members  of  Lubbock-Crosby  Counties 
Medical  Society  met  September  7 in  Lubbock  and 
discussed  primarily  the  public  health  of  Lubbock. 
Mr.  Gerald  E.  Jarvis  of  the  City  Health  Depart- 
ment explained  in  detail  the  activities  of  the  depart- 
ment and  the  plans  for  its  enlargement  in  the  near 
future.  E.  L.  Hunt,  chairman  of  a special  committee 
on  public  health,  reported  to  the  society  with  the 
following  recommendations:  (1)  that  the  city  and/or 
county  employ  a full-time  doctor  of  public  health 
to  act  as  health  director;  (2)  that  the  department 


employ  a full-time  social  worker  and  two  public 
health  nurses  to  investigate  and  dispose  of  all  cases 
referred  to  it;  (3)  that  regulations  and  laws  per- 
taining to  health  be  revised;  (4)  that  a school  physi- 
cian and  additional  school  nurses  be  employed;  (5) 
that  a building  to  house  the  city  laboratories,  de- 
partment of  public  health  and  welfare,  and  addi- 
tional agencies  concerned  with  public  health  be  pro- 
vided; (6)  that  a full-time  physician  be  employed 
for  the  out-patient  care  of  indigents;  (7)  that  Mr. 
Gerald  E.  Jarvis  be  appointed  as  a full-time  execu- 
tive assistant  health  officer;  and  (8)  that  the  pub- 
lic health  department  and  the  welfare  service  de- 
partment be  completely  disassociated. 

Reports  of  the  chairmen  of  the  various  commit- 
tees for  the  Third  District  Medical  Society  meeting 
to  be  held  in  Lubbock  in  October  were  given. 

Randall-Deaf  Smith-Par mer-Castro-Oldham 
Counties  Society 

September  1,  1948 

(Reported  by  M.  W.  Nobles.  Secretary) 

Geriatrics — Oscar  H.  Lloyd,  Vega. 

Members  of  the  Randall-Deaf  Smith-Parmer- 
Castro-Oldham  Counties  Medical  Society  met  Sep- 
tember 1 in  the  home  of  Dr.  Oscar  H.  Lloyd,  Vega. 
The  address  of  the  evening,  on  the  subject  of  geria- 
trics, was  presented  by  Dr.  Lloyd.  Two  dentists 
were  guests.  Refreshments  were  served. 

Tarrant  County  Society 

September  7,  1948 

(Reported  by  W.  P.  Higgins,  Jr.,  Secretary) 
Cardiolipin — John  J.  Andujar,  Fort  Worth. 

Discussion — May  Owen  and  T.  C.  Terrell,  Fort  Worth. 
Subtotal  Gastric  Resection  As  Treatment  for  Peptic  Ulcer — 

Harold  J.  Shelley,  Fort  Worth. 

Discussion — W.  S.  Lorimer,  Jr.,  R.  G.  Lemon.  T.  H.  Thom- 
ason, and  Burgess  Sealy,  Fort  Worth. 

Intocostrin  in  Poliomyelitis  (motion  picture) — Courtesy  of  E. 

R.  Squibb  & Sons. 

Sixty-two  members  and  four  visitors  attended  the 
September  7 meeting  of  Tarrant  County  Medical 
Society  in  Fort  Worth.  The  scientific  program  out- 
lined was  presented. 

The  seci’etary  read  a proposed  revision  of  the 
by-laws  of  the  society  having  to  do  with  signs  at 
the  residence  or  office  of  a physician  or  clinic. 

Bert  Ball  commented  on  a letter  received  from  C. 
J.  Koerth,  Kerrville,  member  of  the  Committee  on 
Tuberculosis  of  the  State  Medical  Association,  sug- 
gesting that  a tuberculosis  committee  be  appointed 
from  the  society,  to  be  composed  of  five  members 
with  overlapping  five-year  terms  of  office. 

A letter  from  Dr.  R.  G.  Baker,  Fort  Worth,  coun- 
cilor of  the  Thirteenth  District,  requesting  papers 
for  the  Sections  on  Surgery  and  Genei’al  Practice  for 
the  next  annual  session  of  the  State  Medical  Asso- 
ciation was  read.  T.  H.  Thomason,  chairman  of 
the  cancer  committee,  reminded  members  of  the 
Southwest  Regional  Cancer  Conference  in  Fort 
Worth  on  October  12,  and  Stephen  W.  Wilson,  sec- 
retary of  the  Thirteenth  District  Medical  Society, 
reminded  members  of  the  district  meeting  in  Min- 
eral Wells,  November  11-12. 

B.  H.  Beard,  Eugene  D.  Olcott,  Herman  C.  Se- 
hested,  R.  J.  Rinnner,  and  Thomas  J.  Coleman  were 
accepted  for  membership  upon  transfer. 

September  21,  1948 

(Reported  by  W.  P.  Higgins.  Jr..  Secretary) 

Intestinal  Obstruction — R.  J.  White.  Fort  Worth. 

Discussion — R.  G.  Lemon  and  Cyrus  L.  Worrall.  Fort  Worth. 
Surgical  Treatment  of  Colonic  Obstruction — W.  S.  Lorimer. 

Jr.,  Fort  Worth. 

Discussion — R.  G.  Baker,  T.  H.  Thomason,  and  W.  C. 
Tatum,  Fort  Worth. 

The  program  outlined  was  presented  for  seventy- 
two  members  and  three  visitors  of  Tarrant  County 
Medical  Society  on  September  21  in  Fort  Worth.  A 
representative  from  the  National  Federation  of 
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Small  Businesses  was  introduced  by  W.  B.  West. 
He  spoke  briefly  regarding  the  purposes  of  the 
group  and  stated  that  the  district  manager  would 
call  on  each  member  of  the  society. 

Upon  motion  by  W.  P.  Higgins,  Jr.,  seconded  by 
Dr.  West,  the  society  rejected  the  proposed 
amendment  dealing  with  signs  at  residences  and 
offices  of  physicians,  and  authorized  appointment 
of  a committee  to  word  an  amendment  on  the  sub- 
ject which  would  be  acceptable  to  the  society. 

A motion  proposed  by  the  public  relations  and 
legislative  committee  and  suggesting  assignment  of 
a call  number  to  each  physician  so  that  he  would  be 
paged  by  call  number  in  public  gatherings  rather 
than  by  name  failed  to  carry. 

J.  W.  Colvin,  J.  Foster  Elder,  Harvey  B.  Snyder, 
D.  E.  Neal,  and  E.  D.  Taylor  were  elected  to  mem- 
bership upon  application.  C.  T.  Ashworth  was  re- 
ceived by  transfer  from  Dallas  County  Medical 
Society. 

Webb-Zapata-Jim  Hogg  Counties  Society 

August  3,  1948 

(Reported  by  M.  Vails,  Secretary) 

Cancer  and  Cancer  Detection  by  Laboratory  Methods — David  A. 

Todd,  San  Antonio. 

A talk  on  cancer  was  presented  by  David  A.  Todd, 
San  Antonio,  for  the  Webb-Zapata-Jim  Hogg  Coun- 
ties Medical  Society  in  Laredo  on  August  3. 

A letter  from  the  Boys  Club  of  Laredo  requesting 
medical  assistance  for  about  1,600  boys  was  read. 
It  was  decided  that  the  individual  family  physi- 
cians would  devote  certain  hours  at  their  offices  for 
the  type  of  work  requested. 

It  was  announced  that  in  order  for  the  indigent 
x-ray  clinic  at  the  Laredo  City  Clinic  to  take 
roentgenograms,  a note  from  his  family  physician 
had  to  be  presented  by  the  patient. 

J.  T.  Lowry,  director  of  the  City-County  Tubercu- 
losis Sanitarium,  expressed  his  desire  to  retire  from 
that  position.  V.  L.  Puig,  president,  appointed  a 
committee  to  study  the  problem. 

M.  L.  Fuller,  director  of  the  Laredo-Webb  County 
Health  Unit,  spoke  regarding  public  health  in 
Laredo. 

September  7,  1948 

(Reported  by  M.  Vails,  Secretary) 

Rex  Ross,  W.  H.  Heck,  and  A.  M.  Rodgers,  San 
Antonio,  presented  a program  on  hematuria  at  the 
September  7 meeting  of  the  Webb-Zapata-Jim  Hogg 
Counties  Medical  Society  in  Laredo.  The  secretary, 
M.  Vails,  presided  in  the  absence  of  the  president 
and  vice-president. 

The  monthly  narrative  report  of  the  Laredo-Webb 
County  Health  Unit  was  read.  A communication 
from  the  State  Health  Department  was  read.  It  re- 
quested physicians  to  confirm  diagnoses  of  typhus 
fever  with  complement  fixation  tests. 
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Officers  of  the  Woman’s  Auxiliary  to  the  State  Medical  Asso- 
ciation of  Texas : President,  Mrs.  S.  M.  Hill,  Dallas ; President- 
Elect,  Mrs.  Joseph  B.  Foster,  Houston;  First  Vice-President  (Or- 
ganization), Mrs.  O.  W.  Robinson,  Paris;  Second  Vice-Presi- 
dent (Physical  Examination),  Mrs.  Robert  F.  Thompson,  El 
Paso;  Third  Vice-President  (Hygeia),  Mrs.  J.  C.  Terrel], 
Stephenville ; Fourth  Vice-President  (Program),  Mrs.  Edward  W. 
Coyle,  San  Antonio ; Corresponding  Secretary,  Mrs.  Cecil  O. 
Patterson,  Dallas  ; Recording  Secretary,  Mrs.  R.  E.  Clark,  Mem- 
phis ; Treasurer,  Mrs.  V.  M.  Longmire,  Temple ; Publicity  Sec- 
retary, Mrs.  H.  S.  Renshaw,  Fort  Worth  ; Parliamentarian,  Mrs. 
J.  C.  Sharp,  Corpus  Christi. 


STATE  EXECUTIVE  BOARD  MEETING 
SEPTEMBER  22,  1948 

The  meeting  of  the  Executive  Board  of  the  Wom- 
an’s Auxiliary  to  the  State  Medical  Association  of 
Texas  was  called  to  order  by  the  President,  Mrs. 


Samuel  M.  Hill,  at  2:00  p.  m.  in  the  library  of  her 
home,  3617  Lexington  Avenue,  Dallas,  Texas. 

Mrs.  Charles  Alexander,  San  Antonio,  gave  the 
invocation. 

The  Auxiliary  Pledge  was  given  in  unison. 

In  her  opening  remarks,  Mrs.  Hill  thanked 
Mesdames  0.  M.  Marchman,  H.  Leslie  Moore,  S.  F. 
Harrington,  Cecil  O.  Patterson,  G.  F.  Goff,  and 
Joseph  H.  McCracken,  Jr.,  all  of  Dallas,  for  their 
courtesy  to  her  and  the  other  Executive  Board 
members  in  entertaining  with  a coffee  in  her  honor 
preceding  the  meeting.  She  thanked  all  members 
for  coming  and  welcomed  them  to  her  home. 

The  address  of  welcome  was  given  by  Mrs.  Goff, 
and  the  response  by  Mrs.  Edward  C.  Ferguson, 
Beaumont. 

Mrs.  George  Turner,  El  Paso,  extended  greetings 
from  the  past  presidents,  fifteen  of  whom  were 
present. 

The  President  invited  Mrs.  W.  A.  Wood,  Waco,  a 
past  president,  to  tell  of  her  book  of  history  of  the 
organization.  Mrs.  Wood  spoke  briefly,  mentioning 
that  the  money  derived  from  the  sale  of  her  book 
goes  to  the  Memorial  and  Scholarship  Funds. 

Mrs.  Joseph  B.  Foster,  Houston,  President-Elect 
of  the  State  Auxiliary,  gave  the  high  points  of  the 
American  Medical  Association  and  Auxiliary  con- 
vention in  Chicago  in  her  report.  She  stated  that  it 
was  a pleasure  to  be  a representative  from  Texas.  A 
fine  group  of  Texans  were  in  attendance  and  four, 
Mrs.  Frank  Haggard,  San  Antonio;  Mrs.  Scott  Ap- 
plewhite, San  Antonio;  Mrs.  George  Turner,  El  Paso; 
and  Mrs.  S.  M.  Hill,  Dallas,  were  honored  by  being 
named  to  the  National  Board.  This  is  an  unusual 
distinction,  Mrs.  Foster  pointed  out.  Mrs.  Haggard 
was  made  an  honorary  life  member  of  the  National 
Board. 

The  minutes  of  the  Post-Convention  Meeting  of 
the  Executive  Board  in  Houston,  April  29,  1948, 
were  read  and  after  corrections,  were  approved. 

The  Secretary  read  a letter  from  Mrs.  Haggard 
expressing  her  appreciation  for  the  corsage  pre- 
sented to  her  in  Chicago  by  the  State  Auxiliary. 

Mrs.  V.  M.  Longmire,  Temple,  Treasurer,  reported 
a balance  of  cash  on  hand  of  $2,453.09.  Her  report 
was  accepted  as  read.  Mrs.  Longmire  urged  that 
dues  be  sent  in  on  time.  Her  full  report  was  filed. 

Mrs.  Cecil  O.  Patterson,  Dallas,  Corresponding 
Secretary,  gave  a brief  oral  report. 

Mrs.  S.  H.  Renshaw,  Fort  Worth,  Publicity  Secre- 
tary, emphasized  that  all  news  items  should  be  sent 
in  by  the  fifteenth  of  each  month  if  they  are  to  be 
published  in  the  next  month’s  Journal.  She  asked  all 
to  note  the  change  of  address  of  the  State  Medical 
Association  offices  to  700  Guadalupe  Street,  Austin. 

Mrs.  J.  C.  Sharp,  Corpus  Christi,  Parliamentarian, 
was  introduced. 

Mrs.  O.  W.  Robinson,  Paris,  chairman  of  Organi- 
zation, urged  the  importance  of  getting  every  doc- 
tor’s wife  enlisted  in  the  Auxiliary. 

Mrs.  J.  C.  Terrell,  Stephenville,  chairman  of 
Hygeia,  gave  a brief  report  of  her  work. 

Mrs.  E.  W.  Coyle,  San  Antonio,  chairman  of  Pro- 
gram, filed  an  interesting  and  informative  report 
for  programs  and  program  material,  a copy  of  which 
had  been  sent  to  every  county  president. 

The  meeting  was  modified  at  this  point  as  the 
representatives  of  the  State  Medical  Association 
who  were  guest  speakers  for  the  afternoon  had  ar- 
rived. Dr.  George  Schenewerk,  Dallas,  chairman  of 
the  Committee  on  Public  Relations;  Dr.  Elliott  Men- 
denhall, Dallas,  member  of  the  Council  on  Legisla- 
tion; Dr.  Harold  M.  Williams,  Austin,  Secretary- 
Editor;  Joe  A.  Clarke,  Austin,  administrative  assist- 
ant; and  Dwight  Plackard,  Austin,  public  relations 
council,  were  introduced. 
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Dr.  Schenewerk  spoke  on  the  purpose  and  the  aim 
of  public  relations.  He  stressed  that  though  clothes, 
cosmetics,  cigarets,  food,  and  jewelry  had  increased 
considerably  in  price,  medical  service  had  actually 
gone  down.  By  illustration  he  showed  that  private 
enterprise  on  a competitive  basis  can  take  care  of 
any  phase  of  economic  life  better  than  government 
control  can.  He  urged  that  doctors,  nurses,  hospitals, 
druggists,  and  pharmaceutical  men  show  an  in- 
creased interest  in  our  medical  future.  Dr.  Schene- 
werk outlined  eight  specific  ways  in  which  Auxiliary 
members  can  help  the  public  to  a better  understand- 
ing of  public  health  and  of  the  medical  profession. 

Dr.  Williams  described  the  new  offices  of  the 
State  Medical  Association  in  Austin.  He  told  the 
Executive  Board  that  beginning  in  1949  about  $5,500 
would  come  to  the  Auxiliary  each  year  from  the 
Association,  $1  from  the  dues  of  each  member  having 
been  allocated  to  the  Auxiliary  by  the  House  of 
Delegates  in  April.  He  stressed  the  necessity  of  ob- 
serving thb  essentials  of  a write-up— who,  what, 
when,  where,  why,  and  how — in  sending  news  to  the 
Journal  and  of  getting  reports  in  on  time. 

The  President  expressed  her  appreciation  of  the 
assistance  given  to  the  Auxiliary  by  Dr.  Williams 
and  Miss  Harriet  Cunningham,  Austin,  assistant 
editor  of  the  Journal,  and  then  introduced  Dr. 
Mendenhall. 

Dr.  Mendenhall  spoke  briefly  on  the  prospective 
passage  of  the  Basic  Science  bill,  which  is  now 
known  as  the  Minimum  Standards  bill.  He  said  that 
every  Auxiliary  member  must  inform  herself  re- 
garding this  bill  and  discuss  it  in  the  home  and  the 
school  to  secure  its  passage. 

Dr.  Tate  Miller,  Dallas,  President  of  the  State 
Medical  Association  of  Texas,  arrived,  and  Mrs. 
Hill  introduced  him  to  the  group. 

Dr.  Miller  said  that  the  problem  of  socialized 
medicine  is  now  out  in  the  open  and  the  situation 
is  serious.  He  used  graphic  illustrations  to  prove 
that  government  controlled  medicine  has  proved  to 
be  a failure  where  it  has  been  tried,  that  public 
health  has  deteriorated  and  actual  medical  costs 
have  increased  while  the  really  ill  have  been  neg- 
lected. He  suggested  that  the  only  way  to  defeat 
this  program  is  to  enlist  the  active  cooperation  and 
the  financial  support  of  the  entire  medical  profes- 
sion and  their  families. 

Mrs.  Hill  thanked  the  gentlemen  for  their  ad- 
dresses. 

The  meeting  was  then  resumed. 

Mrs.  A.  B.  Pumphrey,  Fort  Worth,  chairman  of 
Legislation,  gave  her  report  and  insisted  that  every 
one  be  alert  to  the  coming  legislation. 

Mrs.  M.  A.  Ramsdell,  San  Antonio,  chairman,  pre- 
sented an  interesting  outline  of  the  work  of  the 
Public  Relations  Committee  and  suggested  a simpli- 
fied form  for  discussion  in  the  schools.  All  of  her 
committee  have  been  active  in  different  phases  of 
this  work.  Mrs.  Joe  Bailey,  Austin,  is  clipping  chair- 
man. She  asked  that  all  Auxiliary  members  send 
her  every  clipping  relative  to  doctors  and  medicine 
that  they  find  in  papers  and  magazines. 

The  chairman  of  Resolutions,  Mrs.  P.  M.  Kuyken- 
dall, Ranger,  expressed  appreciation  for  the  hos- 
pitality of  the  Dallas  ladies,  the  lovely  coffee,  the 
courtesy  of  the  doctors  in  coming  to  address  the 
group,  and  the  gracious  hospitality  of  Mrs.  Hill  in 
entertaining  the  Executive  Board  in  her  home. 

The  Historian,  Mrs.  L.  B.  Windham,  Tyler,  could 
not  be  present  but  had  filed  her  report. 

Mrs.  Sam  Thompson,  Kerrville,  offered  as  a sug- 
gestion that  on  Doctor’s  Day  each  Auxiliary  should 
collect  25  cents  per  person  as  a contribution  to  the 
Library  Fund. 

Mrs.  M.  L.  Graves,  Houston,  introduced  all  five 
members  of  the  Student  Loan  Fund  Committee. 


The  Memorial  Fund  chairman,  Mrs.  0.  M.  March- 
man,  Dallas,  reported  that  her  committee  could 
spend  $250  per  year,  and  would  appreciate  the  op- 
portunity to  help  any  doctor’s  wife  who  is  in  need. 

Mrs.  Richard  C.  Bellamy,  Daisetta,  member  of  the 
Revisions  Committee  reported  that  no  revisions  were 
being  considered  at  that  time. 

Mrs.  W.  A.  Wood,  Waco,  chairman  of  Archives, 
asked  that  reports  be  standardized  and  correctly 
signed. 

A member  of  the  Bulletin  Committee,  Mrs.  F.  F. 
Kirby,  Waco,  announced  that  the  Bulletin  is  still 
only  $1  per  year. 

Mrs.  Max  R.  Woodward,  Sherman,  chairman  of 
the  Memorial  Committee,  asked  that  all  memorial 
material  be  sent  to  her. 

The  Budget  Finance  chairman,  Mrs.  H.  Leslie 
Moore,  Dallas,  was  present;  she  had  made  her  re- 
port at  the  previous  meeting. 

Mrs.  S.  F.  Harrington.  Dallas,  chairman  of  the 
School  of  Instruction,  said  this  was  the  opportunity 
to  tie  the  past  to  the  present.  She  urged  more  time 
for  the  School  of  Instruction. 

The  Nominating  Committee  with  Mrs.  Edward  C. 
Ferguson,  Beaumont,  chairman,  was  present  but 
made  no  report  at  that  time. 

The  Advisory  chairman,  Mrs.  P.  R.  Denman, 
Houston;  the  Special  Advisory  chairman,  Mrs.  W. 
R.  Thompson,  Fort  Worth;  the  Postwar  Planning 
chairman,  Mrs.  W.  Frank  Armstrong,  Fort  Worth; 
and  the  Resolutions  chairman,  Mrs.  P.  M.  Kuyken- 
dall, Ranger,  were  present  and  gave  brief  oral 
reports. 

In  her  report,  Mrs.  Armstrong,  chairman  of  the 
Postwar  Planning  Committee,  stressed  the  nurses 
training  program  and  suggested  that  auxiliaries  help 
student  nurses  by  practical  gifts.  Mrs.  Emil  H. 
Marek,  Yoakum,  stated  that  the  DeWitt-Lavaca 
Counties  Auxiliary  now  has  eight  nurse  recruits. 

The  Convention  chairman,  Mrs.  B.  H.  Passmore, 
San  Antonio,  reported  that  extensive  plans  were 
under  way  for  the  convention  and  that  the  San  An- 
tonio ladies  were  eagerly  awaiting  it. 

Six  council  women  were  present  and  gave  oral 
reports.  They  were  Mrs.  L.  L.  Keyser,  Fredericks- 
burg, District  5;  Mrs.  Thomas  W.  Edwards,  Corpus 
Christi,  District  6;  Mrs.  R.  A.  Cooper,  Austin,  Dis- 
trict 7;  Mrs.  Paul  B.  Stokes,  Crockett,  District  11; 
Mrs.  Frank  C.  Hodges,  Abilene,  District  13;  and 
Mrs.  Cecil  0.  Patterson,  Dallas,  District  14. 

County  presidents  giving  reports  were  Mrs.  B.  H. 
Passmore,  San  Antonio,  Bexar;  Mrs.  C.  D.  Stewart, 
Corpus  Christi,  Nueces;  Mrs.  A.  H.  Neighbors,  Aus- 
tin, Travis;  Mrs.  Martin  L.  Towler,  Galveston,  Gal- 
veston; Mrs.  Carlos  R.  Hamilton,  Houston,  Harris; 
Mrs.  L.  R.  Byrd,  Jr.,  Port  Arthur,  Jefferson;  Mrs. 
George  M.  Hilliard,  Jacksonville,  Cherokee;  Mrs. 
Howard  Bryant,  Tyler,  Smith;  Mrs.  H.  B.  Anderson, 
Temple,  Bell;  Mrs.  Charles  H.  Cornwell,  Marlin, 
Falls;  Mrs.  J.  E.  Talley,  Waco,  McLennan;  Mrs.  J. 
Franklin  Campbell,  Fort  Worth,  Tarrant;  Mrs. 
James  P.  Bridges,  Abilene,  Taylor-Jones ; Mrs.  G.  F. 
Goff,  Dallas,  Dallas;  Mrs.  S.  H.  Watson,  Waxa- 
hachie,  Ellis;  and  Mrs.  James  Harris,  Marshall, 
Harrison. 

Other  county  presidents  filing  reports  with  the 
secretary  were  Mrs.  M.  M.  Ewing,  Lubbock,  Lub- 
bock-Crosby;  Mrs.  R.  R.  Swindell,  Amarillo.  Potter; 
Mrs.  Thomas  L.  Fahring,  Anahuac,  Liberty-Cham- 
bers; Mrs.  C.  F.  Neuville,  Nacogdoches,  Nacog- 
doches; and  Mrs.  J.  L.  Jopling,  Paris,  Lamar. 

The  President,  Mrs.  Hill,  gave  a brief  summary 
of  her  work,  enumerating  some  of  the  things  she 
has  accomplished.  She  stated  that  she  anticipates  a 
busy,  progressive  year  and  stressed  that  it  was 
fraught  with  great  obligations  to  members  of  the 
Auxiliary  and  their  future. 
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Dr.  Williams  urged  the  constant  use  of  Hygeia  and 
reported  that  though  the  publication  is  losing  money 
it  is  still  being  issued  at  the  direction  of  the  Board 
of  Trustees  of  the  American  Medical  Association. 

There  being  no  further  business,  the  meeting  ad- 
journed. 

Executive  Board  members  and  visiting  doctors 
were  guests  of  the  President  and  Dr.  Hill  for  a 
cocktail  hour  and  dinner  following  the  meeting.  An 
additional  feature  of  entertainment  was  a book  re- 
view, “My  Uncle  Jon,”  given  by  the  talented  re- 
viewer, Mrs.  Herbert  Emery,  Dallas. 

Mrs.  R.  E.  Clark,  Memphis, 
Recording  Secretary. 


AUXILIARY  NEWS 

Bexar  County  Auxiliary  held  one  meeting  during 
the  summer,  a joint  legislative  meeting  with  the 
medical  society,  for  which  chairmen  of  the  com- 
mittees for  the  day  were  Dr.  J.  B.  Copeland  and 
Mrs.  Asher  McComb.  Auxiliary  members  assisted  in 
making  donations  for  the  Lighthouse  for  the  Blind 
and  were  active  in  a citywide  garbage  clean-up 
campaign  during  the  summer. 

The  first  autumn  meeting  of  the  auxiliary  was 
October  8 at  the  San  Antonio  Country  Club.  Mrs. 
S.  M.  Hill,  Dallas,  the  state  President,  was  guest  of 
honor.  Chairmen  were  Dr.  C.  B.  Alexander  and  Mrs. 
B.  H.  Passmore.  Hostesses  were  Mesdames  Frank 
Steed,  Charles  Tennison,  Adolpho  Urrutia,  and 
Alfred  H.  Hill.— Mrs.  C.  C.  Shotts. 

Cass-Marion  Counties  Auxiliary  met  September 
15  in  Atlanta  with  the  medical  society  for  a chicken 
barbecue  supper  at  the  home  of  Dr.  and  Mrs.  Ernest 
Grumbles.  Following  the  social,  a business  meeting 
was  held. — Mrs.  J.  M.  DeWare  III,  Publicity  Chair- 
man. 

El  Paso  County  Auxiliary  entertained  with  a bar- 
becue August  18  in  El  Paso,  honoring  the  husbands 
and  children  of  the  members.  Supper  was  served  on 
the  lawn  of  the  home  of  Dr.  and  Mrs.  Orville  Eg- 
bert, with  Mrs.  Russell  R.  Deter  in  charge  of  ar- 
rangements, assisted  by  Mesdames  Edmund  P. 
Jones,  B.  Lynn  Goodloe,  Celso  C.  Stapp,  and  Dr. 
and  Mrs.  Egbert.  The  150  guests  were  greeted  by 
Mrs.  E.  G.  Causey,  chairman  of  the  courtesy  com- 
mittee; Mrs.  H.  H.  Varner,  president;  and  Mesdames 
A.  D.  Long,  James  J.  Gorman,  Louis  W.  Breck,  F. 
0.  Barrett,  John  D.  Martin,  and  C.  C.  Boehler.  Mrs. 
Leigh  E.  Wilcox  was  in  charge  of  music  for  the 
evening. 


DEATHS" 


Dr.  Marvin  Lamb,  Jacksonville,  Texas,  died  of 
pneumonia  September  6,  1948. 

Born  October  11,  1904,  in  Delta  County,  Texas, 
Dr.  Lamb  was  the  son  of  Mr.  and  Mrs.  Hadie  Lamb. 
He  was  graduated  from  Cooper  High  School,  at- 
tended Austin  College  in  Sherman,  and  did  pre- 
medical work  at  Baylor  University,  Waco.  He  was 
graduated  from  Baylor  University  College  of  Medi- 
cine, Dallas,  in  1935.  Dr.  Lamb  served  an  intern- 
ship at  St.  Paul’s  Hospital,  Dallas,  and  then  prac- 
ticed for  eight  months  in  Bonham  before  serving 
for  a year  on  the  staff  of  the  Tyler  Civilian  Con- 
servation Corps  camp.  Since  1938  he  had  been  asso- 
ciated with  the  Travis  Clinic,  Jacksonville,  special- 
izing in  obstetrics. 

Since  1938  Dr.  Lamb  had  been  a member  of  the 
Cherokee  County  Medical  Society,  Eleventh  District 
Medical  Society,  State  Medical  Association,  and 
American  Medical  Association.  He  was  president  of 

♦An  obituary  ordinarily  will  not  be  published  more  than  four 
months  after  date  of  death.  Cooperation  in  reporting  deaths  of 
physicians  and  in  furnishing  appropriate  biographical  material 
promptly  is  solicited. 


the  Cherokee  County  Medical  Society  in  1946.  He 
was  a member  of  Phi  Beta  Pi  medical  fraternity  and 
of  the  Methodist  Church. 

On  March  22,  1935,  in  Sherman,  Dr.  Lamb  married 
Miss  Lola  Yett  of  Jacksonville.  He  is  survived  by 
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his  wife;  a daughter,  Lynda  Marcile;  a son,  Marvin 
Lee;  his  parents,  Mr.  and  Mrs.  Hadie  Lamb,  Cooper; 
four  sisters,  Dorita  Lamb,  Dallas;  Joyce  Lamb, 
Jacksonville;  Lilia  Lamb,  San  Antonio;  and  Mrs. 
Jim  Bleything,  Doddridge,  Ark.;  and  two  brothers, 
Bill  Lamb,  Dallas,  and  Paul  Lamb,  Jacksonville. 

Dr.  Eduard  Rischar,  Cameron,  Texas,  died  August 
1,  1948,  of  a heart  ailment. 

A native  of  Bavaria,  Germany,  Dr.  Rischar  was 
born  May  30,  1872.  He  came  to  America  with  his 
family  when  he  was  8 years  old,  and  lived  in  Illinois. 
He  received  his  early  education  in  Quincy,  111.,  and 
at  Quincy  College.  He  was  graduated  from  Keokuk- 
Medical  College  of  Physicians  and  Surgeons,  Keo- 
kuk, Iowa,  in  1900.  After  serving  an  internship  in 
the  Polyclinic  Post  Graduate  School  of  Medicine  and 
Surgery  in  Chicago,  he  was  assistant  in  clinics  and 
surgery  for  the  next  six  years.  He  was  an  instruc- 
tor in  operative  surgery  there  until  1914,  when  he 
came  to  Cameron  to  establish  with  Dr.  W.  R.  New- 
ton, Sr.,  the  Cameron  Hospital.  After  the  death  of 
Dr.  Newton  in  1940,  Dr.  Rischar  acquired  full  own- 
ership of  the  hospital,  and  in  1946  he  donated  it  to 
the  Sisters  of  Charity  of  the  Incarnate  Word  of  the 
Galveston  Diocese.  The  hospital  was  renamed  the 
St.  Edward  Hospital — Rischar  Memorial  and  is  be- 
ing operated  by  the  Sisters  of  Charity. 

A member  throughout  his  residence  in  Texas  of 
the  Milam  County  Medical  Society,  State  Medical 
Association,  and  American  Medical  Association,  Dr. 
Rischar  was  president  of  his  county  medical  society 
from  1933  through  1937.  He  was  a member  of  the 
Twelfth  District  Medical  Society,  and  Chicago 
Medical  Society,  and  a fellow  of  the  American  Col- 
lege of  Surgeons.  He  was  an  active  Catholic  lay- 
man and  member  of  the  Knights  of  Columbus.  He 
was  prominent  in  the  rebuilding  of  St.  Monica’s 
Church  after  it  was  destroyed  by  fire,  and  among 
his  other  gifts  to  the  church  was  a pipe  organ.  Dr. 
Rischar  was  a competent  musician,  having  studied 
music  as  well  as  medicine  in  various  European 
centers,  and  in  his  younger  days  he  played  the  flute 
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with  symphony  orchestras  and  for  chautauqua  pro- 
grams. 

Dr.  Rischar  is  survived  by  two  brothers,  Ernest 
Rischar,  Cameron,  and  Albert  Rischar,  Quincy,  111., 
and  two  sisters,  Mrs.  Dan  Legacy  and  Miss  Mal- 
chin  Rischar,  both  of  Cameron. 

Dr.  James  Wilson  Rollo,  Lubbock,  Texas,  health 
officer  for  the  past  twenty-three  years,  died  August 
18,  1948,  of  heart  disease. 

The  son  of  James  and  Jane  (Beveridge)  Rollo, 
Dr.  Rollo  was  born  June  25,  1883,  at  Streator,  111. 
After  attending  high  school  there,  he  moved  in  1900 
with  his  family  to  Oklahoma  Territory,  where  his 
parents  filed  a homestead  claim.  He  attended  the 
University  of  Oklahoma,  Oklahoma  City,  from  which 
he  received  a doctor  of  medicine  degree  in  1913.  He 
later  did  postgraduate  work  at  the  University  of 
Chicago.  He  began  the  practice  of  medicine  in 
Shattuck,  Okla.,  but  his  career  was  interrupted  by 


World  War  I,  during  which  he  served  as  a lieutenant 
in  the  Army  Medical  Corp.  After  the  war  he  re- 
turned to  Shattuck,  where  'he  continued  in  practice 
until  1924,  when  he  moved  to  Lubbock.  A year  after 
his  arrival  in  Lubbock  he  was  appointed  city  health 
officer.  He  was  also  local  surgeon  for  the  Atchison, 
Topeka  and  Santa  Fe  Railroad,  and  carried  on  a 
private  practice. 

Dr.  Rollo  was  a member  of  the  Lubbock-Crosby 
Counties  Medical  Society  from  the  time  he  moved 
to  Lubbock  and  was  also  a member  of  the  State 
Medical  Association  and  American  Medical  Asso- 
ciation. He  was  a member  of  the  Presbyterian 
Church,  Masonic  Lodge,  Kiwanis  Club,  American 
Legion,  and  board  of  the  Lubbock  County  Tubercu- 
losis Association. 

Surviving  Dr.  Rollo  are  his  wife,  the  former  Miss 
Lillie  Bell,  whom  he  married  December  20,  1905, 
in  Gage,  Okla.;  and  two  sons,  Dr.  K.  B.  Rollo,  San 
Antonio,  and  C.  J.  Rollo,  Houston. 

Dr.  Ernest  Rose,  San  Marcos,  Texas,  died  August 
22,  1948,  in  Brooke  General  Hospital,  Fort  Sam 
Houston,  following  an  operation  for  brain  tumor. 

Born  September  19,  1899,  in  Dexter,  Texas,  Dr. 
Rose  later  moved  with  his  parents,  Mr.  and  Mrs.  A. 
C.  Rose,  to  Thackerville,  Okla.  He  received  his  pre- 
liminary education  in  Thackerville  and  attended 


Southeastern  State  College  at  Durant  before  secur- 
ing a bachelor  of  science  degree  from  the  Univer- 
sity of  Oklahoma  at  Norman  in  1934.  He  obtained 
his  doctor  of  medicine  degree  from  the  University 
of  Oklahoma  School  of  Medicine,  Oklahoma  City, 
in  1936,  and  did  postgraduate  work  in  obstetrics 
and  gynecology  at  Tulane  University,  New  Orleans, 
and  the  University  of  Texas  Medical  Branch,  Gal- 
veston. Prior  to  the  completion  of  his  medical  edu- 
cation, Dr.  Rose  taught  school  in  Oklahoma  for  three 
years.  In  1936-1937  he  served  an  internship  at  Okla- 
homa City  General  Hospital  (now  Mercy  Hospital), 
and  then  he  practiced  for  five  years  in  Sulphur, 
Okla.,  before  being  commissioned  in  the  Army  Medi- 
cal Corps  for  sei*vice  in  World  War  II.  During  and 
immediately  following  World  War  I,  Dr.  Rose  served 
as  an  enlisted  man  in  the  Navy,  but  in  World  War 
II  he  was  commissioned  a captain  in  the  Army  in 
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1942,  and  after  serving  as  chief  of  the  out-patient 
clinic  and  receiving  office  of  the  regional  hospital 
at  Camp  Swift,  Texas,  he  was  discharged  in  1946 
as  a lieutenant  colonel.  After  the  completion  of  his 
military  service,  Dr.  Rose  practiced  in  San  Marcos 
until  shortly  before  his  death. 

During  his  years  of  practice  in  Oklahoma,  Dr. 
Rose  was  a member  of  the  American  Medical  Asso- 
ciation through  the  Oklahoma  State  Medical  Asso- 
ciation and  Murray  County  Medical  Society.  After 
locating  in  San  Marcos,  he  was  a member  of  the 
State  Medical  Association  and  Hays-Bianco  Coun- 
ties Medical  Society.  He  had  been  vice-president  of 
the  Murray  County  Medical  Society,  and  secretary 
of  the  Murray  County  Tuberculosis  Association  and 
Infantile  Paralysis  Association.  He  was  a medical 
examiner  for  Selective  Service  during  the  early 
months  of  World  War  II.  He  was  a member  of  the 
Methodist  Church,  Masonic  Lodge,  and  Kiwanis 
Club. 

Dr.  Rose  married  Miss  Helen  Landrum  in  Gaines- 
ville on  December  23,  1923.  He  is  survived  by  his 
wife;  a daughter,  Miss  Rose  Marie  Rose,  San  Mar- 
cos; his  mother,  Mrs.  A.  C.  Rose,  Thackerville, 
Okla.;  three  brothers,  Cecil  Rose,  Ringling,  Okla.; 
Val  Rose,  Buhl,  Idaho;  and  Charlie  Rose,  Thacker- 
ville, Okla.;  and  two  sisters,  Mrs.  H.  A.  Thompson, 
Iowa  Park,  Texas,  and  Mrs.  Ralph  Wiseman,  Thack- 
erville, Okla. 
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DEVOTED  TO  THE  INTERESTS  OF  THE  MEDICAL  PROFESSION  AND  PUBLIC  HE ALTH  IN  TEXAS 


The  Postgraduate  School  of  Medicine  of 
The  University  of  Texas  became  a reality  in 
September  when  the  Board  of  Regents  of 
the  University,  in  accordance  with  action 
of  the  State  Legislature,  established  such  a 
school  as  a part  of  the  Texas  Medical  Center, 
Houston,  and  appointed  Dr.  R.  Lee  Clark, 
Jr.,  Houston,  director  of  the  M.  D.  Anderson 
Hospital  for  Cancer  Research,  as  dean  and 
professor  of  surgery  of  the  new  school. 

When  the  Texas  Medical  Center  was  con- 
ceived, it  was  agreed  among  those  planning 
its  future  that  the  University  of  Texas  should 
concentrate  its  endeavors  in  Houston  at  the 
postgraduate  level,  while  Baylor  University 
College  of  Medicine  would  concern  itself  pri- 
marily with  the  undergraduate  teaching  pro- 
gram. The  postgraduate  program  of  the  Uni- 
versity of  Texas  is  now  being  activated  in 
accordance  with  that  early  planning.  The 
curriculum  and  general  activities  will  be  co- 
ordinated with  the  University  of  Texas  Med- 
ical Branch  at  Galveston  and  the  Baylor 
University  College  of  Medicine,  but  its  opera- 
tions will  be  entirely  independent  of  either  of 
them  and  will  be  controlled  directly  by  the 
Board  of  Regents  of  the  University  of  Texas. 
It  is  expected  that  appropriate  postgraduate 
degrees  will  be  granted  for  long  term  work 
organized  on  accepted  educational  practices, 
and  that  short  refresher  courses  will  also  be 
offered. 

Temporarily  the  Postgraduate  School  of 
Medicine  will  operate  as  a part  of  the  M.  D. 
Anderson  Hospital,  another  unit  of  the  Uni- 
versity of  Texas  which  is  a part  of  the  Texas 


Medical  Center.  As  a matter  of  fact,  some 
teaching  is  already  under  way  at  the  hos- 
pital with  fellows  studying  in  the  basic 
sciences  and  in  clinical  fields.  The  M.  D. 
Anderson  Hospital,  the  School  of  Dentistry, 
and  the  School  of  Public  Health,  all  units 
of  the  University  of  Texas  in  the  Texas  Med- 
ical Center,  will  contribute  to  the  faculty  of 
the  Postgraduate  School,  and  it  is  expected 
that  other  members  of  the  faculty  will  be 
drawn  from  the  Medical  Branch  at  Galveston 
and  from  other  cooperating  units  of  the 
Texas  Medical  Center  which  have  had  no 
previous  affiliation  with  the  University  of 
Texas. 

The  dean  of  the  new  school,  Dr.  Clark,  is 
a native  Texan  with  a wide  background  of 
experience  in  medicine.  A graduate  of  the 
Medical  College  of  Virginia,  he  spent  a year 
in  France,  five  years  at  the  Mayo  Clinic,  a 
period  in  Jackson,  Miss.,  during  which  he 
was  instrumental  in  securing  the  establish- 
ment of  a four-year  medical  school  by  the 
state,  and  a term  in  military  service  before 
coming  to  Houston  in  1946  as  director  and 
surgeon-in-chief  of  the  M.  D.  Anderson  Hos- 
pital. 

While  plans  in  Houston  for  a new  Post- 
graduate School  of  Medicine  are  coming  out 
of  the  paper  stage,  the  University  of  Texas 
Medical  Branch  in  Galveston  is  already  car- 
rying on  important  postgraduate  work  for 
the  physicians  of  the  state. 

With  Dr.  Truman  G.  Blocker,  Jr.,  as  di- 
rector of  the  Postgraduate  Division,  the  Uni- 
versity of  Texas  Medical  Branch  offers  a 
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number  of  activities  on  the  graduate  and 
postgraduate  level  designed  to  fit  the  needs 
of  various  types  of  doctors.  Approved  resi- 
dencies in  fifteen  specialties  offer  clinical  ex- 
perience and  appropriate  foundation  in  pre- 
clinical  branches  essential  to  each  specialty. 
Special  preclinical  training  needed  for  spe- 
cialty certification  is  available  not  only  to 
residents  in  the  hospitals  associated  with 
the  Medical  Branch  but  to  residents  in  other 
Texas  hospitals  which  have  no  medical  school 
affiliation.  Externships  in  limited  fields  or 
covering  the  whole  field  of  medicine  are  also 
available. 

Short  refresher  courses  for  practicing  phy- 
sicians are  scheduled  throughout  the  year. 
Among  the  courses  yet  to  be  held  this  year 
are  those  in  physical  medicine  (March  1-5), 
obstetrics  (March  21-26),  pediatrics  (April 
11-16),  and  tumors  (May  4-7). 

Physicians  are  also  always  welcomed  at 
formal  classes,  clinics,  ward  rounds,  staff 
meetings,  conferences,  and  seminars,  many 
of  which  are  held  regularly  each  week. 

An  additional  service  to  bring  up-to-date 
information  concerning  medical  progress  to 
practicing  physicians  can  be  arranged 
through  the  Postgraduate  Division  of  the 
Medical  Branch.  Speakers  for  single  meet- 
ings or  sessions  lasting  several  days  will  be 
provided  for  medical  societies  or  other 
groups  of  physicians,  usually  upon  subjects 
requested  by  the  groups. 

The  picture  for  postgraduate  medical  edu- 
cation in  Texas  is  bright.  The  establishment 
of  a new  Postgraduate  School  of  Medicine  as 
a part  of  the  Texas  Medical  Center  in  Hous- 
ton, which  will  cooperate  with  the  Medical 
Branch  in  Galveston  in  enlarging  and  broad- 
ening the  medical  education  already  avail- 
able on  the  postgraduate  level  in  addition  to 
those  facilities  available  through  the  other 
two  medical  schools  of  the  state,  Baylor 
University  College  of  Medicine,  Houston,  and 
Southwestern  Medical  College,  Dallas,  means 
that  Texas  physicians  can  stay  in  Texas  and 
secure  the  finest  training  they  could  expect 
at  any  other  medical  center. 

The  Distribution  of  Physicians  in  Texas 

represents  a problem  of  medical  economics 
for  the  population  of  this  state  and  is  con- 
sidered characteristic  of  the  nation  as  a 
whole  as  it  relates  to  the  provision  of  med- 
ical services  for  small  communities  and  rural 
areas. 

Since  the  close  of  World  War  II  the  work 
of  “Procurement  and  Assignment”  has  been 
carried  on  as  a “placement  service”  for  phy- 


sicians by  the  staff  of  the  central  office.  The 
principal  objective  of  this  service  is  to  assist 
in  distributing  information  concerning  com- 
munities in  which  there  is  a need  for  a phy- 
sician or  additional  medical  and  technical 
assistance. 

During  the  past  year  it  has  become  in- 
creasingly apparent  that  a shortage  of  med- 
ical doctors  exists  for  the  population  of  most 
states ; requests  for  physicians  have  been  re- 
ceived from  101  places  in  Texas  alone.  Not 
all  of  these  requests  are  from  isolated  or 
rural  areas.  During  the  last  six  months  19  re- 
quests have  been  satisfactorily  filled  through 
information  provided  by  various  county  med- 
ical society  officers,  which  was  in  turn  re- 
ferred to  those  who  had  requested  location 
opportunities  in  Texas. 

As  of  this  date  the  “location  map,”  which 
is  kept  in  the  central  office,  seems  to  indi- 
cate that  the  need  for  doctors  is  not  char- 
acteristic of  any  specific  area  and  that  loca- 
tion opportunities  are  scattered  over  the  state 
as  a whole.  Some  urgent  requests  have  been 
received  from  a few  areas  in  which  the  pop- 
ulation is  thin  and  widely  scattered.  Re- 
quests from  all  locations  tend  to  place  em- 
phasis upon  the  need  of  obtaining  the  serv- 
ices of  well-trained,  experienced  doctors  of 
medicine.  The  majority  of  the  requests  have 
been  for  the  services  of  a general  practi- 
tioner. A few  instances  are  noted  in  which 
specialists  in  certain  fields  of  medicine  are 
needed  in  communities,  but  most  of  these  are 
from  associated  clinical  groups. 

The  need  for  a physician  in  each  of  the 
communities  listed  by  the  location  service 
has  been  verified  through  county  medical  so- 
cieties, and  physicians  wishing  to  change 
their  locations  are  referred  to  those  oppor- 
tunities which  are  known  to  exist  by  the 
Council  on  Medical  Economics  of  the  State 
Medical  Association.  Undoubtedly  there  are 
many  towns  or  communities  which  are  in 
need  of  a physician  that  have  not  made  their 
wants  known  to  the  Association  officially. 

Within  the  past  year  correspondence  has 
been  received  from  physicians  in  almost 
every  state  of  the  union  and  several  foreign 
countries,  all  of  whom  were  seeking  informa- 
tion concerning  location  opportunities  for  the 
practice  of  medicine  in  Texas.  Some  of  these 
inquiries  have  come  from  as  far  as  Liberia 
in  West  Africa,  and  include  those  received 
from  Canada  and  Central  and  South  America. 
The  largest  number  of  inquiries  received 
from  areas  outside  of  the  state  have  come 
from  the  north  central  and  the  extreme  east- 
ern parts  of  the  United  States.  The  number 
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of  inquiries  from  these  areas  over  the  nation 
seems  to  confirm  the  migratory  trend  of 
population  to  the  south,  especially  the  south- 
west. It  is  of  interest  to  note  that  the  move- 
ment of  physicians  across  the  nation  seems 
to  follow  closely  the  program  of  increased 
industrialization  of  the  south,  particularly 
as  it  relates  to  Texas. 

As  of  November  1,  1948,  records  indicate 
that  114  physicians  who  had  made  inquiry 
of  the  placement  service  had  not  selected  a 
permanent  location  in  which  to  practice  med- 
icine. Of  this  number  32  are  already  located 
on  a temporary  basis  in  this  state. 

The  adequate  distribution  of  medical  serv- 
ices in  Texas  is  dependent  upon  a multitude 
of  factors  which  are  well  known  to  all  phy- 
sicians. The  importance  of  medical  facilities 
such  as  hospitals,  laboratories,  nurses,  tech- 
nicians, and  medical  supplies,  not  to  mention 
the  distribution  of  population,  highways,  and 
other  transportation  facilities,  is  often  mis- 
understood by  lay  members  of  those  com- 
munities who  have  requested  assistance  in 
securing  the  services  of  a physician. 

These  factors,  responsible  for  the  poor  dis- 
tribution of  medical  care,  form  the  basis  of 
many  of  the  major  problems  confronting  the 
medical  profession  of  this  and  most  other 
states,  and  are  so  closely  related  to  the  wel- 
fare of  family  and  community  life  that  they 
may  be  expected  to  play  no  small  part  in 
determining  the  trends  of  society  and  gov- 
ernment in  this  nation.  The  Council  on  Med- 
ical Economics  suggests  that  continued  ef- 
forts toward  the  solution  of  the  problem  of 
providing  medical  care  to  the  people  of  all 
areas  should  be  constantly  emphasized.  Much 
assistance  toward  this  goal  can  be  provided 
through  the  use  of  up-to-date  information  on 
location  opportunities  for  physicians,  a con- 
tinued program  of  interpretation  for  the  pub- 
lic concerning  the  requirements  to  be  faced 
in  securing  adequate  medical  care  in  any  com- 
munity, and  the  understanding  on  the  part 
of  doctors  of  the  state  of  the  objectives  of 
a community  in  its  request  for  the  coopera- 
tion of  the  medical  profession  in  meeting 
medical  needs. 

Work  on  the  1949  Annual  Session  is  go- 
ing forward  in  every  area,  and  the  pattern 
which  the  session  will  take  is  beginning  to 
take  shape.  As  announced  previously,  the 
event  will  take  place  in  San  Antonio,  Mav 
2-5. 

Several  conferences  between  the  local  com- 
mittees under  the  leadership  of  Dr.  J.  L. 
Cochran  and  others  responsible  for  working 
out  the  details,  including  Dr.  May  Owen, 


Fort  Worth,  chairman  of  the  Council  on 
Scientific  Work;  Dr.  Tate  Miller,  Dallas, 
President  of  the  Association;  and  Dr.  Har- 
old Williams,  Austin,  Secretary,  have  re- 
sulted in  tentative  decisions  concerning  the 
places  of  meetings,  exhibits,  and  other  ac- 
tivities. J [ 1 1 

The  increasing  size  of  the  Association  and 
the  multitude  of  activities  which  are  a part 
of  the  annual  session  have  made  it  impossible 
to  designate  a single  headquarters  for  the 
1949  meeting.  General  meetings,  technical 
and  scientific  exhibits,  meetings  of  three 
scientific  sections,  and  registration  on  Tues- 
day, Wednesday,  and  Thursday  will  be 
housed  in  the  Municipal  Auditorium.  Meet- 
ings of  the  House  of  Delegates  and  registra- 
tion on  Sunday  afternoon  and  Monday  will 
be  held  at  the  Gunter  Hotel.  Meetings  of 
special  societies  on  Monday,  section  meetings 
other  than  those  in  the  Auditorium,  clinical 
luncheons,  and  other  activities  will  be  divided 
among  the  Gunter,  St.  Anthony,  and  Plaza 
Hotels.  Sessions  of  the  Woman’s  Auxiliary 
will  be  centered  in  the  Menger  Hotel.  An 
effort  is  being  made  to  concentrate  insofar 
as  possible  activities  of  all  kinds  relating  to 
a particular  field  within  a single  building  or 
small  area  for  the  convenience  of  visitors. 
When  these  plans  are  complete,  it  will  be 
possible  to  suggest  the  hotel  which  will  be 
most  convenient  for  physicians  of  a specific 
interest. 

While  meeting  places,  registration  details, 
and  other  arrangements  such  as  how  hotel 
reservations  can  be  handled  most  expedi- 
tiously are  being  planned  by  the  San  An- 
tonio physicians  and  their  official  advisers 
from  the  Association  as  a whole,  members 
of  the  Council  on  Scientific  Work,  especially 
officers  of  the  nine  sections,  are  busily  en- 
gaged in  formulating  a scientific  program 
which  will  be  well  rounded  and  helpful.  The 
President  has  extended  invitations  to  a num- 
ber of  outstanding  physicians  from  through- 
out the  nation  to  participate  on  the  general 
meeting  and  section  programs,  and  gradually 
the  list  of  guests  is  nearing  completion.  The 
section  officers  are  still  requesting  submis- 
sion of  papers  from  members  of  the  Asso- 
ciation for  consideration,  and  the  section 
programs  will  not  be  closed  until  January. 

Scientific  exhibit  space  has  been  plotted, 
and  Dr.  X.  R.  Hyde,  Fort  Worth,  chairman 
of  the  Committee  on  Scientific  Exhibits,  is 
ready  to  accept  applications  from  physicians 
or  medical  institutions  desiring  to  present 
displays  during  the  session.  Technical  ex- 
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hibit  arrangements  are  also  being  completed 
through  the  central  office. 

It  is  anticipated  that  more  specific  in- 
formation regarding  meeting  places,  hotel 
reservations,  and  other  items  of  interest  to 
members  of  the  Association  can  be  published 
in  the  next  issue  of  the  Journal.  Meanwhile, 
contributions  to  the  scientific  program  and 
exhibits  will  be  welcome. 

The  Fourth  “Grass  Roots  Conference,’’  of- 
ficially designated  as  the  National  Confer- 
ence of  County  Medical  Society  Officers,  will 
be  an  important  part  of  the  interim  session 
of  the  American  Medical  Association,  to  be 
held  in  St,.  Louis,  November  30-December  3. 

Scheduled  for  the  evening  of  November 
30,  the  conference  of  county  officers  will 
consist  primarily  of  two  panels:  (1)  “Rela- 
tion of  the  Doctor  to  National  Prepared- 
ness,” including  presentation  of  the  view- 
point of  the  armed  services  and  of  the  med- 
ical profession;  and  (2)  “The  Public,  the 
Doctor,  and  ‘Socialized  Medicine,’  ” includ- 
ing discussion  of  the  implications  of  the  Na- 
tional Health  Assembly  and  the  Ewing  re- 
port, facts  from  the  Brookings  Institution 
report,  and  results  of  European  experiences. 
The  panel  discussions  will  be  open  to  all  phy- 
sicians in  attendance  at  the  interim  session, 
and  opportunity  will  be  given  for  questions 
from  the  floor. 

Tentative  plans  for  the  scientific  program 
of  the  interim  session,  which  will  begin  the 
afternoon  of  November  30  and  extend 
through  the  morning  of  December  3,  call 
for  an  hour  of  lectures  each  morning  and 
afternoon  on  subjects  of  particular  appeal  to 
general  practitioners,  followed  by  an  inter- 
mission at  which  scientific  and  technical  ex- 
hibits can  be  viewed,  and  then  by  clinical 
presentations  in  a variety  of  fields.  Two 
Texans  have  been  asked  to  deliver  lectures 
in  the  general  assemblies:  Dr.  Everett  Fox, 
Dallas,  will  speak  on  common  skin  diseases 
and  Dr.  George  R.  Herrmann,  Galveston,  on 
the  heart. 

The  House  of  Delegates  will  meet  during 
the  period  of  the  interim  session.  Immediate- 
ly preceding  the  session  a national  confer- 
ence on  medical  public  relations  will  be  held 
on  November  27  and  a conference  of  state 
secretaries  and  editors  on  November  28-29. 

With  the  numerous  meetings  emphasizing 
different  areas  of  importance  to  the  medical 
profession,  the  series  of  St.  Louis  conferences 
will  be  of  interest  to  each  member  of  the 
American  Medical  Association.  Most  phy- 
sicians will  find  the  scientific  program  of 
the  interim  session  proper  and  the  county 


medical  society  officers’  conference  especial- 
ly appealing. 

Registration  for  the  interim  session  will 
be  limited  to  fellows  of  the  American  Med- 
ical Association.  However,  any  member  of  a 
county  medical  society  can  become  a fellow 
by  presenting  his  state  medical  association 
membership  card  and  paying  the  sum  of  $12, 
which  in  addition  to  fellowship  entitles  him 
to  receive  The  Journal  of  the  American  Med- 
ical Association  or  another  of  the  several 
publications  of  the  Association. 

The  Travis  County  Medical  Society  Library 

has  been  donated  to  the  Library  of  the  State 
Medical  Association,  and  the  books  and  jour- 
nals which  the  Austin  doctors  have  been  as- 
sembling for  their  use  will  become  a part  of 
the  Association  collection  and  thus  available 
to  any  physician  in  the  state. 

When  the  Capital  National  Bank  Building 
was  erected  in  Austin  as  the  Norwood  Build- 
ing, about  1930,  it  was  designed  primarily 
as  a medical  arts  building,  and  the  owners 
made  available  to  the  physicians  of  the 
county  an  auditorium  for  meetings  and  a 
room  for  a library.  The  journal  and  book 
collection  was  built  up  gradually  through 
appropriations  from  the  medical  society  and 
through  gifts  from  individual  physicians  and 
their  families.  Early  in  the  war  years,  how- 
ever, office  space  was  at  a premium  and  it 
became  necessary  to  relinquish  the  audito- 
rium and  library  space.  The  library  ma- 
terials were  moved  to  the  basement  of  the 
Austin  Public  Library,  where  they  have  been 
ever  since. 

Following  the  removal  of  the  central  of- 
fices and  Library  of  the  State  Medical  Asso- 
ciation to  Austin  this  year,  the  Travis  County 
Medical  Society  voted  to  give  its  library  to 
the  Association  to  be  assimilated  in  the  larger 
collection.  In  addition  to  the  medical  litera- 
ture, a desk  and  chair  and  a typewriter  were 
included  in  the  transfer.  The  donation  from 
the  Travis  County  doctors  has  been  accepted 
by  the  Board  of  Trustees  for  the  State  Med- 
ical Association,  and  the  materials  will  be 
moved  from  the  Public  Library  building  into 
the  Association  headquarters  building  at  700 
Guadalupe  Street  as  rapidly  as  they  can  be 
catalogued  and  placed. 

Donation  of  the  Travis  County  Medical 
Library  to  the  Library  of  the  State  Medical 
Association  is  a fine  gesture  of  cooperation 
from  the  new  “host  society”  of  the  medical 
profession  of  Texas.  In  allowing  its  collec- 
tion to  become  a part  of  the  Library  of  the 
State  Medical  Association,  the  Travis  County 
Medical  Society  realizes  that  by  this  means 
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the  materials  can  be  used  more  effectively 
not  only  by  the  physicians  in  and  near  Aus- 
tin, but  also  by  physicians  far  removed  from 
the  capital  city. 

Contributions  to  the  Library  of  the  State 
Medical  Association  have  also  been  made 
recently  by  two  physicians.  Dr.  Karl  John 
Karnaky,  Houston,  who  has  previously  do- 
nated a number  of  motion  picture  films  on 
gynecologic  subjects  to  the  Film  Library, 
has  contributed  $200  for  use  in  making  new 
prints  of  his  films  as  the  old  prints  wear 
out.  Dr.  Henry  L.  Hilgartner,  Austin,  has 
contributed  to  the  Library’s  journal  col- 
lection, giving  bound  volumes  from  1926 
through  1944  and  unbound  volumes  from 
1945  through  1947  of  Archives  of  Physical 
Therapy,  and  bound  volumes  for  1924  and 
1925  of  the  Journal  of  Radiology . 

Each  member  of  the  State  Medical  Asso- 
ciation of  Texas  should  be  grateful  to  the 
Travis  County  Medical  Society  and  Drs. 
Karnaky  and  Hilgartner  for  their  generosity. 
Perhaps  appreciation  can  be  expressed  in  a 
measure  through  a wider  use  of  the  Library 
by  physicians  of  the  state.  Incorporation  of 
the  new  materials  into  the  present  Library 
will  make  possible  a more  complete  service, 
and  the  Library  staff  will  welcome  inquiries 
about  the  services  which  it  can  provide. 

The  Post  Graduate  Medical  Assembly  of 
South  Texas  and  the  American  Cancer  So- 
ciety, Texas  Division,  will  again  combine 
forces  for  five  days  of  intensive  study  in 
the  advances  medicine  has  made  recently  in 
a variety  of  fields.  The  Cancer  Society  pro- 
gram will  be  held  in  Houston  on  December 
5-6,  immediately  preceding  the  fourteenth 
annual  meeting  of  the  Post  Graduate  As- 
sembly, December  7-9. 

The  Post  Graduate  Medical  Assembly  of 
South  Texas  brings  the  complete  scientific 
program,  medical  motion  pictures,  scientific 
and  technical  exhibits,  and  dinners  to  one 
central  location,  the  Music  Hall  and  Sam 
Houston  Coliseum.  This  arrangement  has 
proved  a saving  in  time  and  energy  for  vis- 
itors. 

The  distinguished  speakers  who  have 
agreed  to  participate  in  the  assembly  meet- 
ing include: 

Dr.  Frank  E.  Adair,  Attending'  Surgeon,  Me- 
morial Hospital,  New  York. 

Dr.  Alson  Emmons  Braley,  Associate  Attending 
Ophthalmologist,  Presbyterian  Hospital,  New  York. 

Dr.  A.  I.  Dodson,  Professor  of  Urology,  Medical 
College  of  Virginia,  Richmond. 

Dr.  R.  H.  Freyberg,  Director,  Department  of  In- 
ternal Medicine,  Hospital  for  Special  Surgery,  New 
York. 

Dr.  Francis  C.  Grant,  Professor  of  Neurosurg- 


ery, University  of  Pennsylvania  School  of  Medi- 
cine, Philadelphia. 

Dr.  T.  Duckett  Jones,  Medical  Director  of  Helen 
Hay  Whitney  Foundation,  New  York. 

Dr.  Roger  L.  J.  Kennedy,  Professor  of  Pediatrics, 
Mayo  Foundation,  Rochester,  Minn. 

Dr.  Robert  Kimbrough,  Associate  Professor  of 
Obstetrics  and  Gynecology,  University  of  Pennsyl- 
vania School  of  Medicine,  Philadelphia. 

Dr.  Clifford  B.  Lull,  Director,  Division  of  Ob- 
stetrics and  Gynecology,  Philadelphia  Lying-In  Unit 
of  Pennsylvania  Hospital,  Philadelphia. 

Dr.  R.  Townley  Paton,  Surgical  Director,  Man- 
hattan Eye  and  Ear  Hospital,  New  York. 

Dr.  LeRoy  Allen  Schall,  Professor  of  Laryngol- 
ogy and  Lecompte  Professor  of  Otology,  Harvard 
Medical  School,  Boston. 

Dr.  Theo.  E.  Walsh,  Professor  and  Head  of  De- 
partment of  Otolaryngology,  Washington  University 
School  of  Medicine,  St.  Louis. 

Dr.  John  M.  Waugh,  Associate  Professor  of  Gen- 
eral Surgery,  Mayo  Foundation,  Rochester,  Minn. 

Dr.  Allen  0.  Whipple,  Valentine  Mott  Professor 
of  Surgery  Emeritus,  College  of  Physicians  and 
Surgeons,  Columbia  University,  New  York. 

Dr.  Philip  D.  Wilson,  Surgeon-in-Chief,  Hos- 
pital for  Special  Surgery,  New  York. 

The  registration  fee  of  $15  covers  the  en- 
tire scientific  and  entertainment  program. 
Officials  of  the  assembly  suggest  that  regis- 
tration be  attended  to  in  advance  by  sending 
a check  to  the  Secretary,  229  Medical  Arts 
Building,  Houston  2.  A statement  of  the 
registrant’s  specialty  is  also  requested.  Hotel 
accommodations  should  be  reserved  directly 
with  the  hotel  of  choice. 

The  third  annual  meeting  of  the  American 
Cancer  Society,  Texas  Division,  December 
5-6,  will  be  open  to  physicians,  dentists,  and 
nurses  in  Texas.  There  will  be  no  registration 
fee,  according  to  J.  Louis  Neff,  executive 
director  of  the  Texas  Division. 

A highlight  of  the  program  will  be  a tumor 
clinic  at  the  Naval  Hospital  under  the  com- 
bined auspices  of  the  M.  D.  Anderson  Hos- 
pital for  Cancer  Research  and  the  staffs  of 
the  nine  other  clinics  in  Texas  which  are 
being  assisted  by  the  American  Cancer  So- 
ciety. Patients  will  be  presented  for  discus- 
sion by  representatives  of  the  clinics  and  by 
distinguished  guests. 

Sessions  on  December  6 will  feature  pa- 
pers by  representatives  of  the  three  medical 
schools  of  the  state  and  of  the  M.  D.  An- 
derson Hospital,  and  a series  of  medical 
papers  on  the  general  theme  “The  Practic- 
ing Physician  of  the  Cancer  Program.”  Drs. 
G.  V.  Brindley,  Temple ; R.  Lee  Clark,  Hous- 
ton; Willard  R.  Cooke,  Galveston;  Francis 
C.  Grant,  University  of  Pennsylvania  School 
of  Medicine,  Philadelphia;  John  M.  Waugh, 
Mayo  Foundation,  Rochester,  Minn.;  and 
Allen  0.  Whipple,  Memorial  Hospital,  New 
York,  will  participate  in  the  latter  series. 

• The  annual  banquet  of  the  Texas  Division 
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will  be  held  the  evening  of  December  5 with 
Col.  Ike  Ashburn,  Austin,  as  toastmaster. 

Physicians  of  the  region  will  find  that  the 
combination  of  the  American  Cancer  Society, 
Texas  Division  program  and  the  Post  Grad- 
uate Assembly  program  will  provide  almost 
a week  of  scientific  review  under  excellent 
teachers  plus  much  pleasant  fellowship  and 
entertainment.  Such  a combination  is  worth 
including  in  their  calendars. 

The  Nursing  Profession*  of  this  country 
has  for  a number  of  years  been  coping  with 
the  tremendous  problems  which  confront  this 
profession,  chief  among  which  is  the  short- 
age of  nurses  needed  to  administer  to  the 
sick  and  aid  in  the  promotion  of  health  of 
the  people.  In  the  hospitals  of  the  country 
and  various  other  institutions  requiring  the 
aid  of  nurses  plus  public  health  agencies 
operated  by  private  organizations  or  by  gov- 
ernment groups  this  nursing  shortage  has 
been  particularly  felt.  A related  problem  has 
been  the  difficulty  encountered  in  obtaining 
sufficient  recruits  for  the  nursing  schools 
to  meet  the  demands.  Various  means  have 
been  devised  to  assist  in  the  solution  of 
these  problems.  At  the  same  time  the  grad- 
uate nurses  have  been  striving  to  improve 
the  standards  of  their  profession. 

Realizing  these  problems  and  the  need  for 
some  concerted  effort  to  solve  them,  the 
American  Medical  Association,  through  ac- 
tion of  its  House  of  Delegates  at  the  annual 
session  in  Atlantic  City  in  1947,  appointed 
a committee  to  study  the  nursing  problem 
of  the  United  States.  At  the  annual  session 
in  Chicago  this  year  the  committee  reported 
to  the  House  of  Delegates  its  findings  and 
recommendations.  In  the  report  it  was  esti- 
mated that  about  400,000  nurses  will  be  re- 
quired to  care  for  the  American  people  in 
1949,  and  it  was  thought  that  this  could  be 
accomplished.  The  number  of  students  ad- 
mitted to  training  schools  increased  from  ap- 
proximately 38,000  in  1940  to  67,000  in  1944, 
but  dropped  a little  under  31,000  in  1946. 
This  indicates  that  immediately  after  the 
war  there  was  a drop  of  about  50  per  cent, 
which  may  be  explained  on  the  basis  of 
patriotism  or  stipend,  probably  the  former. 
The  report  pointed  out  also  that  labor  sta- 
tistics indicated  that  about  550,000  nurses 
will  be  needed  in  1960.  To  accomplish  this 
end,  about  50,000  must  be  graduated  each 
year  between  1951  and  1960,  but  by  the  co- 

♦Editor’s  Note:  This  is  the  third  of  a series  of  articles  on 
the  Transactions  of  the  House  of  Delegates  of  the  American 
Medical  Association  and  activities  of  the  various  councils,  com- 
mittees, and  bureaus  of  the  A.M.A.  which  are  destined  to  exert 
an  influence  on  the  practice  of  medicine  and  the  improvement  of 
the  public  health  of  this  nation. 


operation  of  all  concerned  this  also  can  be 
achieved. 

The  problem  was  studied  by  the  committee 
under  three  headings:  (1)  immediate  relief; 
(2)  proposed  training  for  all  grades  of 
nurses  in  the  future;  and  (3)  the  economic 
situation.  Various  recommendations,  which 
were  approved  by  the  House,  were  made 
under  the  three  general  headings.  First,  it 
was  recommended  that  retired  nurses,  in- 
cluding married  nurses,  be  requested  to  fill 
in  during  the  emergency.  A great  deal  of 
publicity  has  been  given  this  subject  through 
various  medical  journals  and  Hygeici  and 
with  the  generous  cooperation  of  the  Amer- 
ican Broadcasting  Company  and  National 
Advertising  Council.  It  has  also  been  recom- 
mended that  personnel  be  trained  on  the  job 
and  used  to  supplement  nursing  services, 
and  that  hospital  administrators  be  request- 
ed to  use  nurses  only  in  nursing  duties,  as- 
signing other  work  to  auxiliary  personnel. 
These  recommendations  are  being  carried 
out,  and  the  Hospital  Career  Campaign  for 
the  recruitment  of  student  nurses  gives 
promise  of  an  increased  student  nurse  en- 
rollment. 

Under  the  second  heading,  which  relates 
to  the  proposed  training  of  all  grades  of 
nurses  in  the  future,  the  committee  recom- 
mended that  nurses  be  classified  as  (1)  Pro- 
fessional Nurses  with  subdivisions  of  (a) 
nurse  educators  and  (b)  clinical  nurses,  and 
(2)  the  Trained  Practical  Nurse.  Nurse  edu- 
cators were  defined  as  those  with  collegiate 
training  and  others  who  have  shown  an  ap- 
titude for  teaching,  administration,  and  su- 
pervisory positions.  The  clinical  nurse  is  to 
be  comparable  to  the  general  duty  or  pri- 
vate duty  nurse,  and  it  was  recommended 
that  for  this  group  training  should  be  re- 
duced to  two  years  and  that  selected  clinical 
nurses  with  an  aptitude  and  ability  for  teach- 
ing be  considered  for  some  of  the  subordi- 
nate teaching  positions.  It  was  pointed  out 
by  the  committee  that  the  term  “practical 
nurse”  bears  the  implication  of  no  training 
but  since  the  term  has  already  been  written 
into  the  statutes  of  several  states,  changing 
of  the  name  would  be  difficult.  It  was 
thought  important  that  the  word  “trained” 
be  emphasized  and  that  uniform  standards 
of  training  and  duty  should  be  established 
across  the  country.  The  trained  practical 
nurse  is  one  who  has  received  both  theoret- 
ical and  practical  training,  and  it  was  rec- 
ommended that  there  be  at  least  one  year 
of  training  made  up  of  three  months  of  the- 
oretical and  nine  months  of  practical  train- 
ing. The  committee  felt  that  this  group  of 
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trained  practical  nurses,  under  proper  su- 
pervision of  professional  nurses  and  medical 
staff,  should  be  able  to  do  much  of  the  rou- 
tine bedside  nursing  now  being  done  by  the 
professional  nurses ; that  the  more  delicate 
and  intricate  duties  must  be  left  to  the  pro- 
fessional nurse. 

The  committee  was  cognizant  of  the  fact 
that  certain  economic  problems  confront  the 
nursing  profession  and  urged  that  steps  be 
taken  to  provide  social  security  and  retire- 
ment plans  for  all  nurses.  It  also  recom- 
mended that  hospitals  adopt  a definite  per- 
sonnel policy  for  all  institutional  nurses  with 
a view  toward  making  salaries,  hours,  sick 
leave,  and  vacation  comparable  to  other  fields 
of  endeavor  for  women  with  equivalent  train- 
ing. It  was  further  recommended  that  the 
cost  of  essential  special  nursing  care  to  the 
patient  be  covered  by  prepayment  nursing 
plans,  or  be  tied  into  prepayment  hospital 
and  medical  plans  if  practicable. 

The  committee  felt  that  it  was  unwise  for 
a group  of  nurses  to  set  themselves  up  as 
bargaining  agents  as  their  national  organi- 
zation had  voted  to  do,  pointing  out  that 
they  are  members  of  a noble  profession,  they 
do  not  need  bargaining  agents,  and  that 
“medical  men,  nurses,  and  other  hospital  em- 
ployees have  not  the  right  to  strike  any- 
where, anytime.”  It  was  hoped  that  the 
nurses  would  correct  their  stand  in  the  near 
future. 

In  the  report  it  was  pointed  out  that  a 
permanent  conference  committee  made  up 
of  representatives  of  the  American  Nursing 
Association  and  other  nurse  organizations, 
the  American  Hospital  Association,  and  the 
American  Medical  Association  has  been 
formed.  It  is  the  duty  of  this  committee  to 
study  the  problem  common  to  all.  The  A.M.A. 
committee  in  making  its  study  and  deciding 
upon  the  recommendations  presented  had 
frequent  conferences  with  representatives  of 
each  of  these  groups  and,  in  addition,  with 
the  American  College  of  Physicians  and  the 
American  College  of  Surgeons. 

The  Texas  Graduate  Nurses  Association 
is  anxious  to  do  something  about  the  nurs- 
ing problems  which  confront  this  state  and 
is  sponsoring  for  introduction  in  the  State 
Legislature  a bill  entitled  “An  act  defining 
and  permitting  the  licensing  of  licensed  nurs- 
ing attendants;  fees  for  such  license  and 
provisions  for  their  collection ; granting  ad- 
ditional duties  to  the  present  State  Board 
of  Nurse  Examiners  for  the  registration  of 
professional  nurses ; providing  procedure  for 
the  penalties,  revocation  of  licenses  of  Li- 
censed Nursing  Attendants.” 


In  this  bill  the  term  “licensed  nursing  at- 
tendant” is  defined  to  be  a person  licensed 
by  the  Texas  State  Board  of  Nurse  Exam- 
iners to  “practice  nursing,”  which  means  the 
performing  for  compensation  or  personal 
profit  services  required  in  the  nursing  care 
of  the  sick,  not  involving  the  specialized  edu- 
cation, knowledge,  and  skill  required  in  pro- 
fessional nurses.  It  requires  further  that  in 
order  for  a person  to  be  licensed  as  a li- 
censed nursing  attendant  she  must  have 
reached  the  age  of  19  and  be  not  more  than 
55 ; be  of  good  moral  character ; be  in  good 
physical  and  mental  health;  and  show  evi- 
dence of  this  fact  through  an  affidavit  made 
by  a physician  on  forms  provided  by  the 
Board ; have  at  least  an  eighth  grade  educa- 
tion or  its  equivalent  and  such  other  prelim- 
inary qualifications  that  the  Board  may  from 
time  to  time  prescribe ; be  a citizen  of  the 
United  States,  or  have  declared  her  intention 
of  becoming  a citizen ; have  completed  an  ac- 
credited course  of  not  less  than  nine  months 
in  a school  for  training  licensed  attendants 
or  practical  nurses,  except  that  the  Board  of 
Nurse  Examiners  shall  have  the  authority 
to  issue  a certificate  to  practice  as  a licensed 
nursing  attendant  without  examination,  pro- 
vided she  can  show  proof  that  she  has  been 
“practicing  nursing”  for  at  least  one  year, 
under  a licensed  physician  or  a director  of 
nursing  service.  This  waiver  is  to  be  in  ef- 
fect for  one  year  after  the  passage  of  the  act. 

Whether  those  who  practice  nursing  and 
are  not  qualified  through  sufficient  training 
to  be  registered  as  graduate  nurses  should 
be  called  licensed  nursing  attendants  or 
trained  practical  nurses  as  advocated  by  the 
A.M.A.  committee,  there  seems  to  be  a dis- 
tinct need  for  some  type  of  assistance,  par- 
ticularly in  hospitals  and  other  institutions 
requiring  the  services  of  nurses.  It  seems  a 
commendable  move  on  the  part  of  the  nurs- 
ing profession  of  Texas  to  attempt  to  pro- 
vide for  such  assistance  through  training  and 
licensing  for  the  protection  of  all  concerned, 
particularly  the  nursing  and  medical  profes- 
sions and  the  public  which  they  serve. 


ARTHRITIS  TO  BE  STUDIED 
One  out  of  every  20  Americans — more  than 
7,000,000  persons — is  a victim  of  arthritis  or  some 
other  form  of  rheumatism,  according  to  the  Arthri- 
tis and  Rheumatism  Foundation.  Furthermore,  less 
than  200  free  beds  in  the  nation’s  hospitals  are 
specifically  allocated  to  the  study  and  treatment  of 
rheumatic  diseases.  The  foundation,  in  cooperation 
with  the  National  Research  Council,  is  planning  a 
research  program  to  find  the  cause  and  cure  of 
rheumatic  disease.  Contributions  for  this  project  will 
be  welcomed  by  the  foundation.  535  Fifth  Avenue, 
New  York  17. 
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ORIGINAL  ARTICLES 

TUMOR  SEMINAR  I 

Conducted  by 

COLONEL  J.  E.  ASH,  U.  S.  A.,  RET. 

Scientific  Director,  The  American  Registry  of  Pathology 
WASHINGTON,  D.  C. 

Dr.  B.  F.  Stout,  San  Antonio,  Chairman : 
We  are  pleased  to  see  again  so  many  who  at- 
tended our  previous  seminars,  of  which  this 
is  the  fourth.  You  will  recall  that  the  first 
two  were  conducted  by  Dr.  Arthur  Purdy 
Stout,  New  York,  and  the  third  by  Dr.  Emil 
Novak,  Baltimore. 

We  owe  a tremendous  debt  of  gratitude  to 
the  Army  All  but  3 cases  have  been  furnish- 
ed by  either  Col.  Elbert  DeCoursey  and  his 
officers  from  Brooke  General  Hospital  or 
by  our  guest  speaker  from  the  Army  Insti- 
tute of  Pathology. 

What  success  we  have  is  due  to  teamwork. 
I want  also  to  thank  publicly  the  board  of 
directors  of  the  Medical  and  Surgical  Hos- 
pital of  San  Antonio  for  permitting  us,  for 
the  third  time,  the  use  of  this  meeting  room 
and  the  lunch  room ; Dr.  A.  0.  Severance  for 
his  work  in  assembling  these  tables  and  get- 
ting things  ready  for  us;  Dr.  J.  M.  Moore 
and  Dr.  S.  W.  Bohls  for  taking  over  the  hotel 
reservations  and  transportation ; * and  Dr. 
David  A.  Todd  for  arranging  for  our  dinner 
tonight. 

Now  I should  like  to  introduce  Col.  Elbert 
DeCoursey,  chief  of  Laboratory  Service, 
Brooke  General  Hospital,  who  will  in  turn 
introduce  the  guest  speaker. 

Colonel  DeCoursey:  We  in  the  Army  are 
delighted  with  our  association  with  the  doc- 
tors of  San  Antonio  and  are  delighted  to  be 
members  of  the  San  Antonio  Society  of 
Pathologists. 

It  is  a real  pleasure  to  introduce  our 
speaker.  Starting  with  about  four  registries 
of  pathology  that  have  become  widely 
known,  he  has  built  up  at  the  Army  Insti- 
tute of  Pathology  fifteen  registries  of  spe- 
cialized pathology,  each  sponsored  by  a na- 
tional medical  organization.  I think  Dr. 
Baldwin  Lucke  has  said  many  times,  and 
well,  that  no  other  medical  officer  of  the 
Army  has  known  so  many  civilian  pathol- 
ogists and  their  need  of  having  a central 

The  preparation  of  this  material  was  financed  in  part  by  a 
tyrant  to  the  American  Registry  of  Pathology  by  the  American 
Cancer  Society. 

Editor’s  Note:  The  tumor  seminar  conducted  by  Colonel  Ash 
in  San  Antonio  on  October  4,  1947,  was  the  fourth  such  annual 
conference  sponsored  by  San  Antonio  and  Brooke  General  Hos- 
pital pathologists,  who  with  Colonel  Ash  supplied  most  of  the 
material  for  study.  Pathologists  from  throughout  Texas  attended 
the  seminar  and  were  furnished  a history  and  slides  for  the 
cases  under  consideration.  Colonel  Ash  commented  on  each  tumor 
and  discussed  additional  pertinent  material. 

The  report  of  the  seminar  is  being  published  in  two  parts  and 
will  be  completed  in  the  December  issue  of  the  Journal.  The 
material  will  be  available  in  its  entirety  in  reprint  form. 


place  .to  send  material  and  to  study  that 
collection  at  any  time.  There  are  now  about 
three  or  four  registries  of  pathology  in  the 
making,  covering  endocrinology,  the  car- 
diovascular system,  nutrition,  and  perhaps 
others,  that  Colonel  Ash  has  almost  com- 
pleted. 

As  director  of  the  Army  Medical  Museum 
at  the  beginning  of  the  war,  he  realized  that 
unless  some  system  was  organized  much 
material  would  be  lost.  He  perfected  a plan 
that  started  specimens  on  the  way  to  the 
Museum  from  the  farthest  places,  where 
there  was  not  even  a pathologist  but  some- 
one who  did  autopsies.  He  set  up  consulta- 
tive histopathologic  centers  to  which  the 
gross  material  was  sent  to  be  studied  mi- 
croscopically. In  each  theater  overseas  there 
was  still  another  direct  representative  of 
the  Army  Medical  Museum  (now  the  Army 
Institute  of  Pathology),  namely,  a general 
laboratory  where  the  material  was  reviewed 
and  then  sent  to  the  Museum.  In  this  coun- 
try the  pathologist  in  every  Army  hospital 
has  his  work  reviewed;  he  is  not  the  last 
word.  The  fact  is,  Colonel  Ash  has  arranged 
that  the  Army  Institute  of  Pathology  is  not 
the  last  word  either;  in  problem  cases  the 
material  is  sent  to  a board  of  consultants. 
Outstanding  pathologists  of  the  country  com- 
ing to  the  Army  Institute  of  Pathology  for 
a month  or  two  and  serving  on  the  board  of 
consultants  have  also  been  a great  advant- 
age to  a centralized  national  Institute  of 
Pathology,  which  has  culminated  under  his 
directorship.  The  November,  1946,  number 
of  the  Military  Surgeon  with  outstanding 
articles  by  his  associates  was  dedicated  to 
Col.  J.  E.  Ash,  whom  I am  happy  to  present 
today  as  our  speaker. 

Colonel  Ash:  It  is  a distinct  honor  for  me 
to  be  asked  down  from  Washington  to  this 
great  state  to  talk  to  you.  One  of  the  privil- 
eges that  have  been  mine  during  my  long 
tour  of  duty  at  the  Institute  has  been  the 
intimate  association  with  its  registry  activity 
that  has  given  me  contact  with  the  clinical 
specialties.  Of  necessity  I have  had  to  learn 
a little  about  the  eye,  a little  about  bones,  and 
even  a little  about  the  skin.  When  Colonel 
DeCoursey  was  at  the  Institute  I did  not 
have  to  know  anything  about  eyes  because 
he  was  doing  that  chore  so  wrell,  but  the 
exigencies  of  the  service  dragged  him  away 
and  left  me  holding  a lap  full  of  eyes.  We 
were  receiving  at  that  time  over  a hundred 
eyes  a month,  and  that  makes  quite  a job 
technically  and  professionally.  So  of  neces- 
sity I had  to  learn  about  eyes.  The  same  is 
equally  true  of  skin  pathology. 

One  of  the  first  things  I realized  in  my 
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early  contacts  with  dermatologists  was  that 
I had  to  learn  a new  language.  That  is  some- 
thing which  you  pathologists  will  have  to  do, 
also,  if  you  expect  to  make  much  headway 
in  your  knowledge  of  dermatology.  Another 
early  realization  was  that  much  of  the  der- 
matologic pathology  has  been  developed  by 
the  clinical  specialists,  a situation  which 
has  made  it  a little  difficult  for  the  general 
pathologist  and  the  dermatologist  to  under- 
stand one  another  thoroughly.  Numbers  of 
skin  diseases  have  been  identified  and  named 
on  the  basis  of  clinical  observations.  It  is 
only  comparatively  recently  that  dermato- 
logic pathology  has  become  specialized,  and 
in  the  past  the  clinical  approach  has  added  a 
great  deal  of  confusion  to  the  application  of 
pathology  to  skin  diseases. 

It  is  necessary  that  pathologists  appreciate 
that  point  of  view  if  they  want  to  make  much 
headway  with  their  clinical  colleagues.  The 
dermatologists  have  their  fixations,  as  a re- 
sult of  these  empiric  concepts  that  have  come 
down  through  the  years,  and  it  is  difficult 
to  break  them  off  suddenly  and  persuade 
them  to  think  in  terms  of  pathology.  If  the 
pathologist  says,  “That  is  just  a pigmented 
mole,”  the  clinical  dermatologist  is  not  sat- 
isfied. He  wants  it  to  be  a nevus  pigmentosus 
dexter,  or  nevus  pigmentosus  sinister,  and 
if  you  do  not  understand  Latin  any  better 
than  I do,  you  will  be  confused.  Even  from 
the  pathologic  standpoint  some  orientation 
in  the  nomenclature  is  necessary  for  the 
general  pathologist,  and  if  you  will  bear  with 
me,  I will  be  just  a little  basic  at  the  start. 

The  skin  is  a well  organized  organ  both 
anatomically  and  physiologically,  and  it  af- 
fords the  dermatologist  a great  advantage 
in  the  study  of  his  specialty  because  it  is  out 
in  the  open.  As  you  remember,  it  is  made  up 
of  an  outer  layer  of  epithelial  tissue,  the 
epidermis,  and  the  underlying  mesenchymal 
tissues,  the  dermis,  and  subcutaneous  tissue. 
One  confusion  that  I have  noticed  among 
general  pathologists  is  that  they  are  not  sure 
which  are  the  papillae  and  which  are  rete 
pegs.  The  processes  that  dip  down  from  the 
epithelium  are  rete  pegs  and  the  upward 
projections  from  the  dermis  are  the  papillae. 
This  papillary  layer  is  an  important  feature 
of  the  dermis  both  physiologically  and  path- 
ologically. 

The  dermis  may  be  divided  into  two  rather 
definite  layers,  the  papillary  layer,  which 
has  a sensitive  vascular  system,  and  the 
deeper  collagenous  layer.  Each  of  the  two 
layers  is  subject  to  specific  diseases.  Remem- 
bering the  difference  between  their  histology 
and  physiology  may  make  it  clearer  why  in 
lichen  planus,  for  instance,  the  exudate  is  so 


definitely  limited  to  the  papillary  layer,  and 
in  pseudoxanthoma  elasticum  the  process  is 
in  the  deeper  portion  of  the  dermis. 

The  epidermis  has  a basal  layer,  a prickle 
cell  layer,  the  specialized  granular  layer,  and 
finally  the  surface  cornified  layer.  From  the 
basal  cell  there  is  a slow,  orderly  maturation 
to  the  malpighian  or  prickle  cell  layer  and 
from  then  on  there  is  a slow  retrogression. 
In  the  granular  layer  there  is  an  accumula- 
tion of  keratohyalin  material  which,  under 
the  microscope,  appears  as  black  granules. 
From  there  on  the  cells  lose  not  only  the 
granules  but  also  their  nuclei  to  become  a 
flat  layer  of  keratinous  material.  In  each  of 
these  layers  there  are  pathologic  changes 
which  will  be  mentioned  so  as  to  get  the 
nomenclature  straight. 

There  are  two  essential  changes  that  may 
take  place  in  the  outer  keratin  layer.  It  may 
become  greatly  exaggerated,  resulting  in 
hyperkeratosis.  Sometimes  there  is  some  dis- 
orderly retrogression  of  these  mature  cells, 
and  instead  of  the  accumulation  of  kerato- 
hyalin in  the  cells  of  the  granular  layer, 
there  is  a retention  of  the  nucleus  which  be- 
comes more  and  more  pyknotic.  The  keratin- 
izing cell  changes  its  shape  but  still  retains 
its  nuclear  material,  and  this  the  dermato- 
pathologist  calls  a parakeratosis.  Those  two 
types  of  retrogression  of  the  epithelium  have 
significance  in  certain  conditions.  In  psoria- 
sis, for  instance,  parakeratosis  is  the  fea- 
ture, while  in  lichen  planus  it  is  usually  ker- 
atosis. In  some  of  the  dyskeratoses,  like 
molluscum  contagiosum,  there  is  a variation 
in  this  parakeratosis  so  that  the  end  result 
gives  a typical  picture  from  which  it  is 
possible  to  make  a definite  diagnosis. 

In  the  deeper  epithelial  layers  there  may 
be  pathologic  changes.  The  basal  cells  may 
not  produce  as  many  mature  cells  as  normal 
and  there  will  be  atrophy.  The  prickle  cell 
layer  will  be  extremely  narrow  or  even  en- 
tirely absent.  In  other  instances  there  is  a 
great  expansion  in  this  prickle  layer,  which 
is  called  acanthosis.  Acanthosis  is  a feature 
in  a number  of  dermatoses,  for  example 
epitheliomatous  hyperplasias  and  the  ver- 
rucae,  diseases  in  which  the  malpighian  layer 
is  greatly  increased  in  thickness  although 
the  individual  cells  may  be  perfectly  typical. 
There  also  are  changes  limited  to  the  basal 
layer.  Instead  of  development  in  an  orderly 
fashion  from  the  basal  cell  to  the  prickle 
cell  there  may  be  no  differentiation,  and 
the  lesion  will  consist  largely  of  basal  cells, 
as  seen  in  seborrheic  keratosis,  or  there  may 
be  disturbance  of  the  normal  process  of 
keratinization  evident  in  all  layers,  as  in 
leukoplakia. 
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Any  disturbance  in  the  orderly  pattern  of 
maturation  is  dyskeratosis.  This  is  of  two 
types  depending  on  its  clinical  outcome:  (1) 
benign  dyskeratosis,  such  as  molluscum  con- 
tagiosum,  Darier’s  disease  (fig.  1),  acantho- 
sis nigricans,  and  pseudoepitheliomatous 
hyperplasia,  all  disturbances  of  normal 
maturation  of  the  epithelium  which  remain 
under  control  and  do  not  become  malignant; 
and  (2)  the  malignant  dyskeratoses  or  the 
so-called  precancerous  dermatoses  such  as 
leukoplakia,  senile  keratosis,  arsenical  and 
x-ray  keratoses,  and  Bowen’s  disease,  all 
types  of  alteration  of  maturation  and  kera- 
tinization  which  commonly  do  (as  in  leuko- 
plakia and*  senile  keratosis)  but  may  not  (as 
in  Bowen’s  disease)  lead  to  malignant  dis- 
ease. 

I do  not  want  to  appear  too  didactic  or 
dictatorial,  but  it  has  been  my  experience 
that  sessions  like  this  do  not  get  far  if  there 
is  too  much  discussion.  I do  not  ask  you  to 
believe  or  accept  anything  or  everything  I 
say,  but  if  you  do  not  believe  me,  write  me 
later.  If  there  are  legitimate  questions,  I will 
attempt  to  answer  them,  and  they  might  well 
serve  a good  purpose  in  clarifying  the  points 
I fail  to  make  clear. 

Now  let  us  examine  the  slides. 

SEBORRHEIC  KERATOSIS 

Case  1. — Presented  by  Col.  Elbert  DeCoursey, 
Brooke  General  Hospital,  Fort  Sam  Houston. 

Specimen. — Lateral  aspect  of  the  back. 

History. — L.  D.  L.,  a white  man  aged  52,  stated 
that  the  lesions  had  been  present  for  many  years. 
They  consisted  of  brown,  flat-topped,  papular  ele- 
vations which  were  circumscribed  and  covered  with 
a few  greasy  scales. 

Diagnosis. — Seborrheic  keratosis. 

Colonel  Ash:  Does  anyone  have  any  objection  to 
the  diagnosis  of  seborrheic  keratosis?  You  will 
remember  the  other  name  for  this — verruca  senilis. 
Some  have  much  difficulty  in  differentiating  between 
the  terms  seborrheic  keratosis  and  senile  keratosis. 
The  connotations  are  important  because  the  former 
is  a benign  lesion  while  the  latter  is  “precancerous.” 

The  specimen  shows  typical  large  keratin  cysts. 
The  section  includes  a large  follicle  filled  with  kera- 
tin opening  on  the  surface.  It  shows  a slight  inflam- 
matory reaction  with  less  pigment  than  usual.  There 
is  a tendency  to  squamous  differentiation.  The  sec- 
tion is  cut  tangentially  (fig.  2). 

ADENOMA  SEBACEUM 

Case  2. — Presented  by  Colonel  Ash. 

History. — A white  man  aged  58  received  the  clin- 
ical diagnosis  of  epithelioma  of  the  face.  A small 
lesion  below  the  inner  canthus  of  the  right  eye  had 
been  present  for  a year.  There  was  a slight  increase 
in  size  and  occasional  bleeding.  The  lesion  was  diag- 
nosed by  the  contributing  pathologist  as  basosqua- 
mous  cell  carcinoma. 

Diagnoses. — Carcinoma;  adenoma  sebaceum. 

Colonel  Ash:  I will  accept  the  diagnosis  of  ade- 
noma sebaceum. 

The  specimen  shows  hyperkeratosis  of  follicular 
openings  and  prominent  sebaceoiis  glands.  There  is 
marked  acanthosis  of  one  small  group  of  follicles,  a 
condition  properly  called  follicular  keratosis,  not, 


however,  to  be  confused  with  Darier’s  disease,  which 
unfortunately  is  also  called  follicular  keratosis.  The 
basal  cell  layer  is  thickened.  There  is  no  dyskera- 
tosis, but  an  occasional  mitotic  figure.  The  sur- 
rounding area  shows  a chronic  inflammatory  reac- 
tion and  vascular  dilatation. 

SEBACEOUS  ADENOMA 

Case  3. — Presented  by  Colonel  Ash. 

History. — The  patient,  a white  man  aged  25,  for 
the  past  four  years  had  noticed  a small,  painless 
growth  on  the  forehead.  It  bled  profusely  when 
picked. 

Diagnoses. — Adenoacanthoma ; pseudo-epithelioma ; 
sebaceous  adenoma;  Bowen’s  disease. 

Colonel  Ash:  This  is  sebaceous  adenoma  with  fol- 
licular acanthosis.  Moderate  elastosis  and  col- 
lagenous degeneration  of  the  upper  dermis  and  ad- 
ditional criteria  of  “senile”  skin  are  present.  There 
are  hyperkeratosis  in  the  follicles  and  Demodex  fol- 
liculorum  in  some  sections.  The  sebaceous  glands 
are  prominent,  and  a moderate  vascular  dilatation  is 
observed.  The  surface  epithelium  has  areas  of  para- 
keratosis. A moderate  chronic  inflammatory  reac- 
tion surrounds  the  acanthotic  follicle. 

BOWEN’S  DISEASE 

Case  4. — Presented  by  Lt.  Col.  G.  J.  Matt,  Brooke 
General  Hospital,  Fort  Sam  Houston. 

Specimen.- — Skin,  left  thumb. 

History. — A white'man  aged  57  had  a mole  on  his 
thumb  for  many  years.  It  had  increased  in  size  with 
scaliness  and  induration  of  surrounding  tissues,  but 
there  was  no  pain  or  tenderness. 

Diagnoses. — Carcinoma  in  situ;  molluscum  conta- 
giosum;  Bowen’s  disease. 

Colonel  Ash : This  is  a good  example  of  Bowen’s 
disease. 

The  specimen  shows  irregular  hyperplasia  of  the 
rete  pegs.  There  is  excess  keratosis  and  parakerato- 
sis with  considerable  variation  in  nuclear  type  in 
the  malpighian  cells,  and  additional  evidence  of 
dyskeratosis.  Many  vacuolated  Bowen’s  cells  and 
mitotic  figures  are  scattered  through  the  malpighian 
layer.  Congestion  and  inflammatory  reaction  ap- 
pear in  the  papillary  layer.  There  is  no  frank 
malignancy. 

DYSKERATOSES 

Colonel  Ash:  I want  to  amplify  the  dis- 
cussion on  the  dyskeratoses.  It  has  been  pos- 
sible to  put  into  the  set  of  slides  avail- 
able to  each  pathologist  here  examples  of 
the  individual  items  but  not  all  of  the  ex- 
amples of  diseases  in  each  category.  With 
Colonel  DeCoursey’s  help  I shall  show  addi- 
tional histologic  slides  and  augment  these 
with  lantern  slides  especially  of  clinical 
pictures. 

Sebaceous  Gland  Reaction. — In  the  discus- 
sion of  the  sebaceous  adenoma,  I want  to  in- 
clude a review  of  the  types  of  sebaceous 
gland  reaction  because  they  give  the  general 
pathologist  trouble  at  times.  It  helps  to  re- 
member that  the  squamous  epithelium  dip- 
ping down  into  the  follicle  may  undergo  the 
same  changes  as  that  of  the  surface,  acan- 
thosis, dyskeratosis,  and  so  forth. 

The  clinical  term  sebaceous  adenoma  is 
not  correct  because  the  lesion  is  not  a tumor 
of  sebaceous  gland  but  a hypertrophy.  It  is 
one  of  the  senile  changes  of  the  skin.  It  is 


Fig.  1.  Darier’s  disease.  Follicular  keratosis,  corps  rond, 
grains,  and  lacunae.  X 172. 


Fig.  2.  Seborrheic  keratosis.  Basal  cell  mass  containing 
keratin  cysts.  “Sits”  on  dermis.  X 8.6. 


Fig.  4.  Erythroplasia  of  Queyrat.  Ectasia  of  vessels  with 
acanthosis  and  dyskeratosis.  X 98. 


Fig.  3.  Acanthosis  nigricans.  Hyperkeratosis  with  atrophy  of 
malpighian  layer  and  pigmented  basal  layer.  X 172. 
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common  on  the  upper  face,  particularly  over 
the  forehead.  It  is  the  lesion  that  the  old 
Germans  used'to  call  the  “linea  venerealis” 
because  it  was  common  along  the  hat-band 
line  over  the  forehead  in  Army  officers! 
The  slide  for  case  3 shows  definite  acantho- 
sis in  the  follicles.  As  I have  just  stated,  that 
acanthopic  epithelium  may  undergo  leuko- 
plakic  or  even  actual  malignant  change.  The 
follicular  epithelium  is  simply  an  invagina- 
tion of  the  surface  epithelium. 

Rkinophyma. — (Lantern  slide.)  The  ex- 
treme example  of  sebaceous  gland  hyper- 
trophy is  rhinophyma.  It  is  amenable  to  sur- 
gical removal.  In  a low  power  view  of  a mass 
that  has  been  removed  from  the  nose  it  can 
be  seen  how  the  dermis  is  packed  with  the 
hypertrophied  sebaceous  glands.  In  this  con- 
dition there  may  be  actual  hyperplasia,  but 
the  sebaceous  gland  is  such  a highly  special- 
ized element  that  the  change  is  predominant- 
ly hypertrophy  rather  than  an  increase  in 
the  number  of  glands.  This  condition  begins 
as  a rosacea  of  the  skin,  called  “blue-bottle 
nose,”  and  the  sebaceous  gland  feature  comes 
later.  There  is  always  acanthosis  and  hyper- 
keratinization  in  the  follicles,  with  the  ac- 
cumulation of  the  keratinous  and  sebaceous 
material  in  which  the  mite  Demodex  follicu- 
lorum  is  commonly  found.  I have  never  seen 
malignancy  in  this  lesion. 

(Lantern  slide.)  The  next  slide  shows  a 
still  later  phase  with  marked  fibrosis  of  the 
dermis,  where  the  normal  collagenous  and 
elastic  elements  have  been  replaced  by  dense 
and  less  well  organized  connective  tissue. 
The  hyperkeratotic  follicles  are  surrounded 
by  chronic  inflammatory  reaction.  The  vas- 
cular elements  which  are  so  prominent  in 
the  earlier  phases  have  practically  disap- 
peared by  this  time. 

Pseudoepitheliomatous  Hyperplasia.  — 
(Micro  slide.)  In  pseudoepitheliomatous  hy- 
perplasia there  is  acanthosis  in  which  can  be 
seen  marked  hyperplasia  and  hypertrophy  of 
the  malpighian  layer  and  great  accentuation 
of  the  rete  pegs,  which  penetrate  deeply  into 
the  underlying  corium.  Of  course  there  is 
always  much  inflammatory  reaction  because 
that  is  the  basis  for  the  epithelial  change.  It 
is  therefore  a diagnostic  help.  This  epithelial 
change  is  seen  particularly  in  such  sluggish 
inflammations  as  blastomycosis  and  chronic 
ulcers,  especially  on  the  legs.  It  is  difficult 
at  times  to  differentiate  from  early  malig- 
nancy. Under  high  power  it  is  clear,  however, 
that  these  pegs,  as  long  and  hypertrophied 
as  they  are,  still  retain  their  normal  struc- 
ture— an  orderly  basal  layer  and  well  de- 
veloped prickle  cells.  Deep  in  the  corium 
can  be  seen  tips  of  pegs  cut  off  and  appar- 


ently isolated,  looking  as  if  they  might  be 
invading  cancer  nests.  It  is  possible  by  serial 
sections  to  determine  that  these  apparently 
isolated  nests  of  epithelium  are  still  con- 
nected with  the  surface.  There  may  be  dis- 
concerting dyskeratosis,  and  sometimes,  as 
a result  of  inflammatory  reaction,  the  basal 
layer  of  the  rapidly  growing  epithelium  may 
lose  its  sharp  identity.  This  is  particularly 
true  in  chronic  leg  ulcers.  In  the  mouth,  par- 
ticularly in  chronic  ulcerative  gingivitis,  the 
altered  epithelium  simulates  malignancy. 
Carcinoma  not  infrequently  does  develop  in 
the  edges  of  leg  ulcers  and  the  picture  in  the 
epithelium  is  often  border  line,  but  I know 
of  no  sure  criterion  by  which  the  pathologist 
can  always  be  certain  whether  the  epithelial 
change  is  benign  or  malignant. 

The  identification  of  actual  malignant 
dyskeratosis,  bizarre  nuclei,  atypical  mitotic 
figures,  and  actual  invasion  must  all  be  ap- 
praised. I hate  to  use  as  a criterion  of  malig- 
nancy the  presence  of  simple  mitotic  figures. 
In  this  rapidly  growing  epithelium  a mitotic 
figure  would  naturally  be  found  here  and 
there.  Mitotic  figures  which  are  atypical  are 
something  more  concrete ; little  nests  of  cells 
which  are  actually  invading  masses  and  have 
not  retained  their  connection  with  the  sur- 
face epithelium  give  further  evidence  of 
frank  malignancy.  In  a certain  percentage  of 
cases,  in  proportion  to  his  experience,  the 
pathologist  will  be  wrong  no  matter  which 
way  he  decides. 

(Lantern  slide.)  This  is  another  example 
of  pseudoepitheliomatous  hyperplasia.  It  hap- 
pens to  be  on  a basis  of  blastomycosis.  When- 
ever a granulomatous  inflammation  in  the 
skin  with  marked  epitheliomatous  hyper- 
plasia is  apparent,  blastomycosis  must  be 
considered  because  that  is  the  most  common 
of  the  deep-seated  fungus  infections  of  the 
skin.  When  there  are  micro-abscesses  in  ad- 
dition, either  in  the  dermis  or  in  the  epi- 
dermis, that  is  additional  reason  for  sus- 
picion. I show  it  at  this  point  as  an  example 
of  how  bizarre  a benign  hyperplasia  of  the 
epithelium  may  become. 

Seborrheic  Keratosis. — (Micro  slide.)  The 
next  slide  (fig.  2)  illustrates  a few  of  the  fea- 
tures of  seborrheic  keratosis  (verruca  senil- 
is). The  picture  is  not  always  as  sharply  de- 
fined as  it  is  here  or  in  the  slide  for  case  1. 
The  classic  criteria  for  identification  of  this 
benign  senile  change  of  the  skin  are  (1)  hy- 
perplasia of  the  basal  cells  and  the  retention 
by  the  cells  of  their  basal  character;  (2)  in- 
crease in  melanin  pigment;  and  (3)  compli- 
cated channels  of  keratin  created  by  the  in- 
tertwining of  the  hyperplastic  pegs,  which 
in  sections  appears  as  isolated  keratinous 
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cysts.  This  slide  is  an  example  of  dyskera- 
tosis in  which  the  basal  cell  apparently  jumps 
right  to  keratin.  Since  in  some  specimens 
there  is  an  attempt  at  maturation  into  the 
squamous  type,  the  pathologist  should  not 
be  confused  if  he  sees  in  the  midst  of  a mass 
of  basal  cells  a few  well  developed  squamous 
cells— the  lesion  is  still  a senile  wart. 

These  keratinous  cysts  must  be  differen- 
tiated from  the  pearls  in  squamous  cell 
carcinoma  by  identifying  in  the  latter  the 
maturation  of  the  basal  cell  through  the 
prickle  cell  to  the  parakeratotic  or  complete- 
ly keratinized  cells  in  the  center  of  the  mass. 
All  material  in  the  cysts  of  seborrheic  kera- 
tosis is  keratin.  Another  diagnostic  feature 
is  that  the  lesion  sits  on  top  of  the  skin, 
definitely  elevated  above  the  normal  skin 
level.  The  diagnosis  can  often  be  made  from 
this  feature  by  viewing  the  slide  with  the 
naked  eye.  Clinically  it  appears  as  a raised, 
verrucal,  brown  or  black,  greasy  lesion.  It 
may  be  multiple.  One  thing  of  interest  is  that 
it  has  practically  the  same  distribution  as 
does  basal  cell  carcinoma.  It  is  most  common 
on  the  chest  and  back  and  on  the  upper  parts 
of  the  face,  particularly  the  temples.  It  is 
usually  accompanied  by  other  senile  changes. 
When  I say  senile  changes,  I speak  of  them 
not  chronologically  but  physiologically. 
There  are  senile  warts  in  middle  life,  not  as 
frequently,  of  course,  but  they  will  occur 
where,  because  of  environmental,  hereditary, 
or  other  conditions,  the  skin  tends  to  become 
senile  before  the  person  does.  The  pathologist 
will  usually  have  no  difficulty  in  identifying 
this  lesion,  but  its  variations  may  be  confus- 
ing. I stress  it  particularly  because  we  still 
receive  such  cases  with  the  diagnosis  of  basal 
cell  carcinoma.  This  is  an  example  of  the  ap- 
plication of  clinical  nomenclature  to  path- 
ologic processes.  It  has  nothing  to  do  with 
the  sebaceous  glands.  This  is  one  type  of 
benign  dyskeratosis  in  which  the  cells  pe- 
culiarly retain  the  basal  character. 

Molluscum  Contagiosum. — (Lantern 
slide.)  This  slide  is  another  example  of 
benign  dyskeratosis  from  a 38  year  old  wom- 
an who  had  the  lesions  on  her  right  iliac 
crest.  The  molluscum  is  an  “open-faced” 
lesion  presenting  as  an  elevated  waxy  mass 
with  a circumscribed  border  and  a frayed 
center.  The  higher  power  shows  better  the 
feature  of  benign  dyskeratosis.  In  this  pro- 
cess there  is  rather  orderly  maturation  of 
the  cells  to  a certain  point,  then  comes  a dis- 
turbance in  the  keratinizing  process.  There 
is  a well-defined  basal  layer  which  changes 
abruptly  into  a squamous  cell  layer.  Toward 
the  surface,  coarse  dark  granules  of  kera- 
tohyalin  and  eosinophilic  droplets  appear  in 


the  cells.  The  droplets  agglutinate  and  be- 
come homogeneous,  eosinophilic  bodies  that 
occupy  practically  the  entire  cell  after  the 
disappearance  of  the  basophilic  granules. 
These  are  the  molluscum  bodies,  and  they  are 
pathognomonic.  In  the  older  days  they  were 
supposed  to  represent  the  etiologic  factor, 
and  as  a matter  of  fact  such  an  interpreta- 
tion has  not  been  abandoned.  Some  still 
think  these  bodies  are  produced  by  the 
growth  of  the  virus  in  a mucoid  menstrum 
that  becomes  a solidified  mass.  Clinically  the 
lesions  are  usually  multiple  and  are  mildly 
contagious. 

(Lantern  slide.)  In  this  clinical  picture  of 
molluscum  can  be  seen  the  little  elevated 
pearly  bodies  presenting  through  the  craters. 
They  are  sharply  defined  and  free  from  in- 
flammatory reaction. 

Acanthosis. — (Lantern  slide.)  The 
simplest  change  in  the  epithelium  is  the  hy- 
perplasia of  the  malpighian  layer  with  more 
or  less  hyperkeratosis.  The  basal  layer  is 
sharply  defined;  the  nuclei  may  be  a little 
hyperchromatic,  but  there  is  no  undue  pro- 
liferation, certainly  no  bizarre  mitotic  forms. 
The  cells  in  this  hyperplastic  malpighian 
layer  are  all  well  developed.  There  are 
prickles  between  the  cells.  There  is  no  mitosis 
and  no  evidence  of  premature  or  disorderly 
keratosis.  There  is  a sharply  defined  and  ac- 
centuated granular  layer  which  is  always 
present  when  there  is  hyperkeratosis. 

Pathologically,  this  is  a type  of  acanthosis, 
but  clinically  it  is  called  pachydermia  and 
involves  the  vocal  cords.  The  laryngologists 
would  call  this  pachydermia  laryngis. 

Darier’s  Disease. — (Lantern  slide.)  This 
slide  shows  a clinical  picture  of  Darier’s  dis- 
ease. The  dermatologists  have  adopted  the 
term  “keratosis  follicularis.”  I do  not  re- 
gard this  term  with  favor,  because  (1)  the 
keratosis  is  not  confined  to  the  follicles,  and 
(2)  there  are,  as  in  sebaceous  adenoma, 
other  examples  of  follicular  keratosis  that 
are  not  at  all  the  clinical  entity  Darier’s 
disease.  In  the  early  stage  represented  by 
this  case,  it  is  obvious  that  the  follicles  are 
particularly  involved.  There  is  a certain 
amount  of  inflammatory  reaction  about  the 
more  or  less  isolated  papules,  which  are  the 
result  of  the  hyperkeratotic  and  dyskeratotic 
process  in  the  epidermis  in  and  about  the 
follicles  (fig.  1) . 

(Micro  slide.)  This  section  is  Darier’s 
disease.  It  is  from  a man  23  years  of  age  who 
had  had  lesions  for  six  months  and  the  clini- 
cal picture  was  typical.  It  is  still  in  the  stage 
of  follicular  localization.  Even  under  low' 
power  a drastic  change  in  the  epithelium  is 
apparent  but  there  is  no  significant  change 
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in  the  dermis.  At  this  power  also  can  be  seen 
one  of  the  significant  diagnostic  criteria : the 
lacunar  formation,  resulting  from  vacuoliza- 
tion in  the  deeper  layers  of  the  epidermis. 
This  dyskeratosis  begins  almost  immediately 
above  the  basal  layer,  but  even  in  the  basal 
layer  the  cells  are  not  normally  uniform.  The 
dyskeratosis  consists  of  vacuolization  and 
granulation  of  the  cytoplasm  and  the  devel- 
opment of  two  elements  which  are  particu- 
larly characteristic  of  this  disease,  the  corps 
ronds  and  the  grains.  The  “corps  ronds”  are 
the  cells  in  which  the  nuclei  have  become 
homogeneous  and  pyknotic,  and  the  cyto- 
plasm hydropic,  partially  keratinized,  with 
a little  rim  of  granules  of  keratohyalin  giv- 
ing the  appearance  of  a doubly  refractile 
membrane.  The  “grains”  appear  in  the 
stratum  corneum  and  are  simply  the  pykno- 
tic nuclei  of  the  parakeratotic  epithelium. 
That  makes  three  diagnostic  criteria : the 
vacuole  formation  (lacunae),  the  corps 
ronds,  and  the  grains. 

Keratoderma  Blenorrhagica. — (Lantern 
slide.)  This  is  another  clinical  example  of  a 
benign  hyperkeratosis.  Keratoderma  blen- 
orrhagica occurs  as  a complication  of  gon- 
orrheal urethritis.  This  is  not  a common  com- 
plication, but  there  is  no  question  that  it  is 
a result  of  gonococcal  infection.  It  appears 
in  two  clinical  forms,  (1)  the  localized,  in 
which  the  palms  of  the  hands  and  soles  of 
the  feet  are  involved  predominantly  in  a hy- 
perkeratotic,  slightly  verrucal  type  of  change 
in  the  epidermis,  and  (2)  the  more  pictur- 
esque, generalized  form,  in  which  in  addition 
to  the  hyperkeratosis  there  is  a marked  in- 
flammatory reaction  of  a rubeolar  type 
causing  suppuration  and  crusting.  It  clears 
up  without  much  residuum  after  the  urethri- 
tis is  brought  under  control.  It  is  not  likely 
that  pathologists  will  see  this  complication 
with  the  more  modern  methods  of  treating 
gonorrhea. 

Keratoderma. — (Lantern  slide.)  This  is 
the  histology  of  the  localized  form  of  kerato- 
derma. It  is  essentially  a marked  hypertro- 
phy of  the  pegs,  moderate  acanthosis  and 
hyperkeratosis,  with  accentuation  of  the 
granular  layer.  There  is  some  inflammatory 
reaction  in  the  papillary  layer  of  the  skin, 
but  little  in  the  deeper  dermis.  This  is  the 
milder  form  of  the  condition.  In  the  general- 
ized form  there  would  be  active  suppurative 
inflammation  in  the  papillary  layer  with 
vesication  and  crusting.  Under  higher  power 
definite  inflammatory  reaction  in  the  pegs 
can  be  seen.  On  histologic  and  physiologic 
grounds  this  is  an  example  of  localization. 
Below  the  papillary  layer  there  is  practically 
no  reaction.  At  one  point  in  the  slide  there 


is  intracellular  edema  in  the  epidermis. 
When  this  is  marked  it  is  called  spongiosis. 
It  accompanies  almost  any  active  inflamma- 
tory dermatosis  and  is  not  of  too  much  diag- 
nostic significance.  It  is  a feature  of  the 
eczemas. 

Lentigo. — (Micro  slide.)  There  is  another 
senile  change  that  may  be  confused  on  the 
one  hand  with  seborrheic  keratosis  and  on 
the  other  with  basal  cell  carcinoma  ,or  with 
nevus.  It  has  a variety  of  alterations  in  its 
later  stages  that  make  it  of  much  more  im- 
portance than  it  seems  either  clinically  or 
pathologically  in  its  earlier  form.  That  is 
lentigo.  This  slide  is  from  a 75  year  old 
woman  who  had  had  lentiginous  lesions  over 
the  arms  and  back  of  the  hands  for  a num- 
ber of  years.  Some  of  the  lesions  were  more 
highly  developed  and  clinically  resembled 
verruca  senilis,  so  that  this  slide  might  be 
shown  as  an  early  stage  in  the  development 
of  the  seborrheic  lesion. 

Lentigo  is  characterized  pathologically  by 
an  increase  in  pigment,  not  only  in  the  basal 
layer  but  also  in  the  prickle  cells,  some  acan- 
thosis, and  a definite  hyperkeratosis.  From 
this  simple  beginning  come  several  possibili- 
ties. In  this  slide  can  be  seen  the  suggestion 
of  the  seborrheic  keratotic  lesion  (senile 
wart).  Hyperkeratosis  may  be  prominent  so 
that  it  may  look  clinically  like  xeroderma 
pigmentosa.  From  such  lesions,  or  associat- 
ed with  them  in  the  same  patient,  there  may 
be  frank  basal  cell  carcinoma.  Occasionally 
in  the  basal  layer  can  be  found  the  clear  cells 
of  Masson  from  which  melanoma  may  de- 
velop. There  is  not  a sharp  differentiation 
clinically  and  pathologically  in  these  lesions. 
On  one  hand  is  the  fully  developed  seborrheic 
keratotic  lesions,  on  the  other  a fully  de- 
veloped basal  cell  carcinoma.  Lentigo  is  the 
possible  intermediate  stage  between,  or  bet- 
ter, the  common  basis  for  those  diverse  clin- 
ical and  pathologic  entities. 

Acanthosis  Nigricans. — (Micro  slide.) 
Here  is  acanthosis  nigricans  (fig.  3),  an- 
other type  of  dyskeratosis,  benign  in  itself, 
but  practically  always  indicating  internal 
malignancy,  usually  of  the  gastro-intestinal 
tract.  This  is  a specimen  removed  at  autopsy 
from  a patient  who  died  of  an  abdominal 
malignant  tumor.  It  is  one  of  the  derma- 
toses that  has  practically  a pathognomonic 
histologic  picture.  It  is  peculiar  because  there 
is,  in  spite  of  the  hyperkeratosis,  an  indis- 
tinct granular  layer  and  an  extreme  atrophy 
of  the  malpighian  layer.  In  addition,  there  is 
accentuation  of  the  pigment  in  the  basal 
layer  and  some  pigment  in  the  malpighian 
layer.  There  is  an  exaggeration  of  the  papil- 
lary layer  of  the  dermis  so  that  the  surface 
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tends  to  be  verrucal.  The  combination  of 
verrucal  hypertrophy,  increased  pigment, 
extreme  atrophy  of  the  malpighian  layer, 
and  a flaky  hyperkeratosis  are  the  char- 
acteristic features  of  acanthosis  nigricans. 
This  type  of  hyperkeratosis  gives  to  the  skin 
the  definite  clinical  characteristic  of  “scarf 
skin,”  soft  and  velvety,  which  differentiates 
it  from  some  of  the  other  dermatoses  in 
which  there  is  a firm,  horny  type  of  dyskera- 
tosis, for  example,  Darier’s  disease. 

Xeroderma  Pigmentosum. — (Micro  slide.) 
This  is  xeroderma  pigmentosum,  which  is 
really  not  a benign  dyskeratosis.  It  not  in- 
frequently terminates  as  multicentric  baso- 
squamous  cell  carcinoma.  This  slide  is  from  a 
biopsy  specimen  from  the  hand  of  a man 
aged  60.  He  had  had  skin  trouble  since  child- 
hood. The  disease  usually  begins  in  child- 
hood with  a hypersensitivity  to  light  and  it 
is  probably  on  a hereditary  basis.  The 
exposed  surfaces  of  skin  are,  therefore,  the 
first  to  suffer,  especially  so  in  summer 
when  the  actinic  rays  are  more  powerful.  It 
is  characterized  by  hyperpigmentation  and 
hyperkeratosis  of  a flaky  type.  Focal 
atrophy  in  the  malpighian  layer,  prolifera- 
tion and  hyperpigmentation  of  basal  cells, 
and  elongation  of  rete  pegs  are  other  charac- 
teristics. It  is  a chronic  disease,  and  even 
though  this  man  was  60  years  of  age,  there 
is  no  evidence  of  malignant  change.  The 
pigmentation  is  not  as  diffuse  as  in  sebor- 
rheic keratosis.  There  is  more  malpighian 
layer,  there  is  not  the  verrucal  character, 
and  the  hyperkeratosis  is  not  as  flaky  as  in 
acanthosis  nigricans. 

Leukoplakia. — I hope  you  will  excuse  me 
if  I include  the  common  process  leukoplakia, 
for  I want  to  show  our  interpretation  of  its 
varying  picture.  During  the  war  the  Insti- 
tute of  Pathology  received  hundreds  of  speci- 
mens from  soldiers,  not  only  of  leukoplakia 
but  of  frank  squamous  cell  carcinoma.  They 
were  not  infrequent  in  boys  in  their  late 
teens  and  early  twenties.  Many  of  them  came 
from  camps  in  the  south — including  Texas — 
and  we  suspect  that  sun,  wind,  and  dust 
were  possible  etiologic  factors. 

We  recognize  two  types.  (Micro  slide.) 
First  is  the  flat  form,  which  appears  clin- 
ically as  a white,  smooth,  nonelevated  patch 
of  mucosa,  and  microscopically  shows 
acanthosis,  hyperkeratosis,  varying  degrees 
of  dyskeratosis,  and  an  inflammatory  re- 
action that  involves  the  adjacent  dermis  and 
invades  the  rete  pegs.  There  may  be  a cer- 
tain amount  of  piling  up  of  epithelium  but 
it  does  not  extend  much  above  the  surface, 
though  it  may  extend  so  deeply  into  the 


dermis  that  it  is  called  an  inverted  papil- 
loma. 

(Micro  slide.)  Second  is  the  verrucal  type, 
which  is  frequently  seen  on  the  lip  and  com- 
monly on  the  skin  of  the  face  and  hands.  As 
a skin  lesion  it  is  termed  senile  keratosis. 
That  nomenclature  is  a clinical  differentia- 
tion and  not  a pathologic  one  because  the 
lesion  is  identical  in  both  instances.  The 
hypertrophied  pegs  extending  into  the  der- 
mis should  be  noted,  but  the  special  feature 
is  the  verrucal  acanthosis  and  hyperkera- 
tosis that  has  piled  up  well  above  the  skin 
surface.  In  the  lower  layers  of  epithelium 
there  is  dyskeratosis.  Clinically,  this  form  is 
more  circumscribed  and  smaller  than  is  the 
flat  form. 

There  is  constant  controversy  between 
pathologists  as  to  whether  they  are  dealing 
with  simple  leukoplakia  or  with  actual  ma- 
lignancy. We  have  reached  the  point  where 
we  have  stopped  haggling.  Leukoplakia  is 
precancerous  and  potentially  malignant  and 
has  to  be  treated  as  such,  and  whether  or  not 
a few  cells  have  broken  loose  into  the  under- 
lying corium  matters  little  from  a practical 
standpoint.  It  is  purely  academic  whether 
such  a slide  as  this  is  carcinoma,  squamous 
cell,  grade  1,  or  leukoplakia.  Incidentally, 
we  do  not  bother  much  with  grading  tumors 
and  it  is  not  necessary  to  mention  malignant 
dyskeratosis  or  “cancer  in  situ”  when  mak- 
ing a diagnosis  of  leukoplakia.  The  term 
itself  connotes  these  changes  in  the  epithe- 
lium. 

Senile  Keratosis. — (Micro  slide.)  The  next 
slide  is  an  example  of  the  verrucal  type  of 
senile  keratosis.  Here  again  I am  speaking 
pathologically  and  not  chronologically,  for 
this  is  from  a 47  year  old  man ; the  lesion 
was  on  the  chin.  The  great  hypertrophy  of 
the  malpighian  layer,  the  extreme  hyper- 
keratosis, and  the  accompanying  chronic  in- 
flammatory reaction  in  the  dermis  that  are 
always  present  in  senile  keratosis  and  leu- 
koplakia are  differentiating  features,  not  to 
mention  the  dyskeratosis,  between  this  and 
ordinary  benign  verruca. 

Bowen’s  Disease.  — (Micro  slide.)  The 
next  slide  is  of  Bowen’s  disease.  This  is 
from  a 57  year  old  male  who  had  had  a coin- 
sized plaque  on  his  left  leg  for  four  years. 
This  is  another  example  of  the  application 
of  clinical  terminology  to  pathology.  Bowen’s 
disease  is  a clinical  entity,  and  because 
Bowen  or  somebody  called  attention  to  the 
cell  having  a hyperchromatic  nucleus  sur- 
rounded by  clear  cytoplasm  present  in  sec- 
tions from  such  a lesion,  that  cell  has  come 
to  be  known  as  the  Bowen  cell.  Such  nomen- 
clature does  not  mean  that  this  particular 
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type  of  dyskeratosis  is  seen  only  in  Bowen’s 
disease.  It  is  practically  impossible,  for 
example,  to  differentiate  this  cell  from  the 
Paget  cell.  In  Bowen’s  disease  the  cells  are 
more  scattered  and  in  addition  there  will  be 
giant  epithelial  cells  — large  mononuclear 
cells  — and  multinucleated  epithelial  giant 
cells.  The  basal  layer  is  well  defined,  the  dys- 
keratosis begins  rather  promptly,  and  in  full- 
blown disease  the  Bowen  cells  may  occur  in 
small  groups.  In  the  keratin  layer  there  may 
be  both  parakeratosis,  including  “grains,” 
and  hyperkeratosis.  Under  the  areas  of 
hyperkeratosis  the  granular  layer  is  sharply 
defined.  There  is  usually  less  inflammatory 
reaction  in  the  dermis  than  in  leukoplakia. 
Occasionally  Bowen’s  disease  gives  rise  to 
carcinoma,  at  times  after  lying  dormant  for 
years,  but  every  case  of  Bowen’s  disease  does 
not  necessarily  become  malignant. 

Erythroplasia  of  Queyrat. — (Micro  slide.) 
The  next  slide  is  from  a less  common  disease, 
which,  however,  more  frequently  results  in 
carcinoma  than  Bowen’s  disease.  This  is 
erythroplasia  of  Queyrat  (fig.  4).  It  occurs 
most  typically  in  older  persons,  usually  on 
the  glans  penis,  but  is  occasionally  seen 
on  the  buccal  mucosa.  It  is  characterized 
clinically  by  almost  bright  red  plaques  that 
are  slightly  keratotic  but  not  to  the  extent 
that  the  lesions  of  Darier’s  and  Bowen’s 
diseases  are.  Microscopically  it  is  char- 
acterized by  acanthosis  and  dyskeratosis, 
rather  more  of  the  leukoplakic  than  of  the 
Bowen  type.  There  is  usually  a certain 
amount  of  inflammatory  reaction,  and  al- 
most always  blood-vessel  ectasia  that  gives 
a characteristic  red  velvety  appearance  clini- 
cally. The  usual  end  result  is  squamous  cell 
carcinoma. 

Paget’s  Disease. — (Micro  slide.)  The  next 
example  of  malignant  dyskeratosis  is  Paget’s 
disease.  This  again  is  something  of  a clinical 
entity.  The  Paget  cell  itself  is  no  more  spe- 
cific than  is  the  Bowen  cell.  I could  not  give 
a workable  differentiation  between  a Paget 
cell  and  a Bowen  cell— they  are  both  hydrop- 
ic cells  with  more  or  less  hyperchromatic 
nuclei,  with  perhaps  a greater  variation  in 
the  nuclear  picture  in  the  Bowen  than  in  the 
Paget  cell.  The  pathologist  must  depend  on 
the  whole  picture  to  make  the  differenti- 
ation. The  Paget  cells  are  more  numerous 
than  the  Bowen  cells;  they  fuse  and  form 
little  lakes  in  the  hypertrophied  pegs;  and 
the  reaction  in  the  epithelium  itself  is  differ- 
ent from  that  in  Bowen’s  disease — hyper- 
plasia of  the  pegs  rather  than  the  verrucal 
type  of  reaction.  There  is  more  chronic  in- 
flammatory reaction  than  in  Bowen’s  dis- 
ease, which  is  also  a diagnostic  aid.  In  this 


particular  case  the  change  in  the  epithelium 
that  occurs  on  the  nipple  also  appears  in  the 
deeper  ducts.  I need  not  remind  you  of  the 
invariable  association  of  Paget’s  disease  of 
the  nipple  with  carcinoma  of  the  breast. 

Carcinoma  in  Situ. — (Micro  slide.)  The 
next  slide  is  from  the  so-called  carcinoma  in 
situ.  It  is  another  example  of  a derma- 
tologic term  applied  to  a clinical  entity,  but 
one  that  pathologists  should  have  little  oc- 
casion to  use  because  all  of  the  malignant 
dyskeratoses  can  be  called  “carcinoma  in 
situ.”  The  gynecologists’  “carcinoma  in  situ” 
of  the  cervix  is  causing  concern  and  contro- 
versy because  pathologically  it  is  simply  a 
dyskeratosis.  This  slide  is  from  the  so- 
called  Borst-Jadassohn  dermatosis  in  which 
there  are  multiple  areas  of  hyperplasia  and 
malignant  dyskeratosis  of  the  epidermis 
scattered  over  the  body.  Under  higher  power 
it  is  clear  that  the  malignant  cells  are  all 
confined  to  the  epidermis  and  there  is  a com- 
plete absence  of  the  granular  layer  under 
the  parakeratotic  epithelium. 

There  are  several  other  types  of  malignant 
dyskeratosis : arsenical  dermatosis,  which 
pathologists  probably  will  not  see  as  fre- 
quently as  they  used  to,  and  irradiation  re- 
action, represented  by  the  next  slide. 

X-Ray  Dermatitis. — (Micro  slide.)  This 
section  is  from  a young  man  who  had  had 
therapeutic  x-ray  radiations  for  dermal 
fibrosarcoma  two  weeks  before  the  biopsy.  It 
shows  the  immediate  reaction  in  the  skin. 
There  are  areas  of  acanthosis,  a little  hyper- 
keratosis, and  under  the  higher  power  is 
seen  dyskeratosis  which  is  leukoplakic  in 
character.  There  is  some  perivascular  in- 
flammatory reaction  in  the  dermis,  but  in  this 
early  stage  there  is  little  vascular  change. 
There  may  have  been  clinical  ectasia  but  it 
does  not  show  histologically.  The  patholo- 
gist would  have  some  difficulty,  without  the 
history,  of  identifying  this  as  x-ray  derma- 
titis. That  is  a lesion  to  think  of  when  there 
is  a clinical  picture  like  leukoplakia  or  senile 
keratosis  with  the  history  of  radiation  ther- 
apy or  the  use  of  certain  drugs. 

X-Ray  Keratosis.  — (Micro  slide.)  The 
next  slide  is  from  a 66  year  old  man  with 
multiple  x-ray  keratoses  over  his  hands 
which  had  developed  during  a twelve  year 
period.  He  had  had  irradiation  therapy 
twenty  years  before  the  biopsy  specimen  was 
taken.  Here  is  the  varied  picture  of  the  de- 
layed and  long-standing  x-ray  reaction. 
There  are  hyperkeratosis  and  dyskeratosis, 
acanthosis,  hypertrophied  rete  pegs,  hydrops 
of  some  of  the  epithelial  cells,  bizarre  nuclei, 
and  cells  that  might  pass  for  Bowen  cells. 
In  some  areas  the  dyskeratosis  has  reached 
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the  point  at  which  the  dermatologist  might 
call  it  “carcinoma  in  situ.”  In  this  stage 
will  be  found  profound  vascular  changes. 
There  are  extreme  ectasia  of  the  superficial 
vessels  and  obliterative  changes  in  the  larger 
vessels  in  the  deeper  dermis.  The  dermis  is 
greatly  thickened  and  has  lost  its  normal 
architecture;  there  are  hyalinization  and 
fusion  of  the  collagenous  bundles. 

Atomic  Fission  Irradiation  Reactions. — 
(Lantern  slide.)  I want  to  show  two  ex- 
amples of  the  profound  change  which  the 
epithelium  suffered  as  a result  of  exposure 
to  the  atomic  bomb.  These  photomicro- 
graphs were  made  from  slides  collected  by 
the  U.  S.  "Joint  Commission  in  Nagasaki 
from  the  Japanese  doctors.  In  a week  or  so 
after  the  one  instantaneous  exposure  to  the 
fantastically  huge  irradiation  these  pro- 
found changes  developed  in  the  pharynx. 
There  is  a complete  absence  of  lymphoid 
cells.  The  cells  in  the  slide  are  not  lym- 
phocytes but  macrophages,  and  there  are 
practically  no  granular  leukocytes  because 
the  hematopoietic  system  was  practically 
wiped  out.  The  epithelium  shows  great 
vacuolization,  pyknosis  of  the  nuclei,  and 
bizarre  nuclear  and  cytoplasmic  forms. 

(Lantern  slide.)  The  next  is  from  the 
tongue  of  a Japanese,  showing  again  the  bi- 
zarre reaction,  but  more  intense.  Here  are 
cells  that  resemble  the  Paget  cells — vac- 
uolated cytoplasm  and  pyknotic  nucleus. 
There  is  marked  hyperkeratosis  and  a pro- 
found ectasia  of  the  superficial  vessels. 

The  Tumor  Seminar  will  be  concluded  in  the  De- 
cember issue  of  the  Journal.  Presentations  of  cases 
and  discussions  of  various  other  pathologic  lesions 
including  basal  cell  carcinoma,  melanoma,  vascular 
tumors,  neurogenic  fibromas,  granulomatous  lesions, 
and  vesicular  dermatoses  appear  in  the  second  part. 


NATIONAL  INSTITUTE  OF  DENTAL 
RESEARCH 

Establishment  of  the  National  Institute  of  Den- 
tal Research  under  authority  of  an  act  of  Congress 
has  been  announced  by  Dr.  Leonard  A.  Scheele,  sur- 
geon general  of  the  U.  S.  Public  Health  Service. 
Appropriations  of  $750,000  a year  will  be  used  for 
research  in  the  institute’s  laboratories  at  the  Na- 
tional Institute  of  Health,  Bethesda,  Md.;  financial 
grants  to  outside  institutions  for  research  and  train- 
ing of  professional  personnel;  and  fellowships  and 
traineeships  in  the  institute  to  promote  training  and 
l’esearch  in  dental  diseases,  their  diagnosis,  preven- 
tion, and  treatment. 

H.  Trendley,  Dean,  D.D.S.,  who  has  been  director 
of  the  Dental  Research  Section  of  the  National  In- 
stitute of  Health,  has  been  named  director  of  the 
new  institute,  which  will  have  equal  status  with  the 
National  Cancer  and  Heart  Institutes  and  the  In- 
stitute of  Experimental  Biology  and  Medicine. 

A national  advisory  dental  research  council,  com- 
posed of  outstanding  scientists,  dentists,  doctors, 
educators,  and  representatives  of  the  public  was  also 
authorized  by  the  act. 


EARLY  EXPERIENCES  IN  CLINICAL 
PATHOLOGY  IN  TEXAS 
B.  F.  STOUT,  M.  D. 

SAN  ANTONIO,  TEXAS 

In  the  closing  years  of  the  first  half  of  the 
twentieth  century,  with  its  brilliant  record 
in  the  field  of  clinical  pathology,  it  may  be 
worth  while  to  tell  briefly  of  the  early  be- 
ginnings in  that  field  during  the  period 
w'hich  was  just  at  the  dawn  of  the  motor  age. 

I drove  a motor  car,  a snappy  one  cylinder 
job,  in  1907,  with  thrills  that  cannot  be 
known  now,  such  as  being  arrested  and  fined 
$15  for  driving  15  miles  per  hour,  and  driv- 
ing as  far  as  20  miles  without  a puncture  or 
other  minor  incident. 

We  could  buy  a porterhouse  steak  large 
enough  for  the  family  for  two  bits  and  have 
a pound  of  liver  thrown  in  for  the  cat.  The 
dollar  was  a dollar  then  and  the  income  tax 
had  not  yet  been  dreamed  of.  Our  wives  and 
sweethearts  wore  clothes  that  are  now  back 
in  style  except  for  the  bathing  suits.  Radio 
was  not  yet  known,  but  we  were  spared  the 
crooners,  and  the  golden  voice  of  the  politi- 
cian could  not  hypnotize  an  entire  nation. 
The  jokes  that  are  now  being  told  on  the 
radio  were  the  same  jokes  then  popular.  Ac- 
cording to  Mark  Twain,  these  should  be 
classified  by  geologic  ages.  Psychosomatic 
medicine  was  practiced  by  all  successful 
physicians,  only  they  did  not  know  it  by  that 
name. 

Those  were  the  glorious  days  of  the  Big 
Four  at  Baltimore,  and  they,  wbth  their  con- 
temporaries in  other  great  American  medical 
centers,  were  to  transform  American  medi- 
cine and  transfer  medical  science  from 
Europe  to  our  own  land. 

Clinical  pathology  w?as  practiced  only  in 
medical  schools  and  in  the  larger  hospitals 
attached  to  these  schools;  therefore,  large 
sections  of  the  country  were  without  such 
services  and  to  fill  this  need  volunteers  be- 
gan to  explore  the  field.  Formal  training  was 
obtainable  only  in  Europe,  which  was  re- 
mote and  expensive.  Those  wTho  took  these 
courses  were  in  great  demand  as  teachers 
and  in  the  larger  hospital  centers. 

My  own  experience,  which  I am  told  was 
the  first  such  effort  to  be  made  in  Texas, 
began  in  1904.  The  doctors  were  rather  slow 
to  accept  either  me  or  the  services  w-hich  I 
had  to  offer,  so  I added  the  title  of  “profes- 
sional anesthetist”  to  that  of  clinical  pathol- 
ogist. I must  have  had  some  measure  of  suc- 
cess because  the  late  Dr.  T.  T.  Jackson  then 
made  his  famous  statement  that  previous  to 

Read  before  the  Section  on  Clinical  Pathology,  State  Medical 
Association  of  Texas,  Annual  Session.  Houston,  April  27.  1948. 
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this  time,  “Anesthesia  consisted  of  either  do- 
ing artificial  respiration  or  chasing  the  pa- 
tient around  the  house  to  get  him  back  on  the 
table.”  That  same  year  came  my  first  claim 
to  fame  when  I discovered  and  reported  the 
first  case  of  hookworm  infection  in  Bexar 
County. 

Pioneer  pathologists  soon  followed  in  other 
Texas  cities.  Dr.  J.  H.  Black  started  in  Dal- 
las in  1907,  Dr.  Martha  Wood  and  Dr.  E.  F. 
Cook  in  Houston  in  1909,  Dr.  W.  F.  Thom- 
son in  Beaumont  in  1910,  Dr.  J.  E.  Robinson 
in  Temple  in  1912,  Dr.  T.  C.  Terrell  in  Fort 
Worth  in  1912,  and  Dr.  Willis  Waite  in  El 
Paso  in  1913.  Of  these,  Drs.  Wood,  Cook,  and 
Thomson  are  deceased.  Dr.  Black  is  now  a 
famous  allergist. 

Dr.  J.  H.  Black,  in  his  presidential  address 
entitled  “The  Biology  of  the  Clinical  Pathol- 
ogist” before  the  American  Society  of  Clin- 
ical Pathology  in  1930,  opened  with  the  fol- 
lowing sentences:  “The  Clinical  Pathologist 
is  an  animal  of  lowly  origin  and  somewhat 
uncertain  parentage.  He  had  his  origin  as  a 
biologic  variant  in  response  to  an  environ- 
mental demand.  His  development  from  a 
simple  body  with  few  and  uncomplicated 
functions  has  been  so  rapid  that  in  the  life- 
time of  most  of  us,  we  have  seen  his  evolu- 
tion into  a complex  creature  with  multitudi- 
nous functions  and  relationships.” 

This  was  the  period  B.  W.  (before  Wasser- 
mann)  and  it  is  interesting  to  reread  the  few 
books  on  pathology  available  at  that  time. 
Emerson  published  his  first  edition  of 
“Clinical  Diagnosis”  in  1906.  The  contents 
were  devoted  to  the  chemical  and  microscopic 
examination  of  urine,  sputum,  feces,  blood, 
gastric  contents,  and  other  body  fluids.  In 
the  daily  routine  of  present  day  work,  pathol- 
ogists have  added  remarkably  little  to  what 
was  then  done.  The  physical  aspects  of  these 
various  substances  were  studied  in  the  most 
minute  detail.  Blood  chemistry  was,  of 
course,  unknown  and  only  came  into  general 
use  at  about  the  time  of  World  War  I.  Uric 
acid  was  carefully  looked  for  in  the  urine,  it 
being  the  era  of  “the  uric  acid  diathesis.” 
The  leukocyte  count  and  differential  and  the 
red  cell  count  and  hemoglobin  were  done  al- 
most as  accurately  as  now  but  the  Schilling 
count  came  much  later. 

Most  of  the  bacteria  we  work  with  today 
were  discovered  in  the  period  from  1875  to 
1900.  Subsequent  work  has  revealed  the 
viruses  and  has  been  devoted  to  more  elab- 
orate classifications  and  a more  exact  knowl- 
edge of  behavior.  The  blood  groups  were  dis- 
covered by  Landsteiner  in  1900.  It  was  not 
until  1914  that  the  citrate  method  for  blood 
transfusions  was  made  available,  rendering 


the  use  of  transfusions  more  feasible  than 
had  hitherto  been  possible. 

SYPHILIS 

One  of  the  most  dramatic  episodes  in  medi- 
cal history  occurred  in  this  early  period : the 
rapid  sequence  of  events  leading  to  the  di- 
agnosis and  treatment  of  syphilis. 

Bordet  and  Gengou,  in  1901,  discovered 
the  phenomenon  of  complement-deviation. 
Schaudin  and  Hoffman  discovered  the  Tre- 
ponema pallida  in  1905.  Wassermann,  in 
1906,  adapted  the  complement-deviation  test 
of  Bordet  to  the  test  which  bears  his  name 
to  this  day.  Salvarsan,  the  so-called  “606,” 
was  discovered  in  1909.  With  all  the  thrills 
of  modern  discoveries,  such  as  the  anti- 
biotics, I think  that  nothing  can  equal  the 
excitement  which  we  in  our  class  of  Ameri- 
can, British,  French,  and  Polish  students  ex- 
perienced in  seeing  this  new  drug  used  in  the 
clinics  in  Berlin,  one  year  after  its  discovery. 
It  was  Ehrlich’s  belief  that  one  dose  would 
sterilize  the  entire  body  of  spirochetes.  This 
dose  was  given  intramuscularly,  producing 
large,  extremely  painful  endurated  lumps 
that  not  only  lasted  for  weeks  but  subse- 
quently, in  some  cases,  had  to  be  excised.  It 
became  my  duty  on  my  return  home  to  ad- 
minister this  remedy,  and  I can  remember 
yet  the  agonizing  pains  these  produced  and 
also  some  humorous  features  such  as  seeing 
a man  having  to  wear  an  ice  bustle  for  days 
at  a time  to  keep  the  pain  and  inflammation 
down. 

It  was  a few  years  later  that  the  intra- 
venous method  was  introduced  in  which  250 
cc.  of  the  diluted  drug  was  given.  I recall 
that  the  first  time  I used  this  method,  I for- 
got to  empty  the  long  rubber  tube  of  air  and 
was  somewhat  startled  when  the  entire  tube 
full  of  air  gurgled  into  the  vein. 

Thus,  in  the  first  nine  years  of  the  century, 
more  progress  was  made  than  in  all  the 
previous  years  of  the  fight  against  this 
disease.  The  method  of  transmission  has  not 
changed  with  the  passing  of  the  years,  how- 
ever, and  syphilis  would  be  practically  ex- 
tinct except  for  general  ignorance  and  the 
persistence  of  human  “cussedness.”  It  was 
Osier  who  said,  “It  is  more  often  a dalliance 
with  Venus  than  an  encounter  with  Mars 
that  brings  a man  into  acquaintance  with 
Mercury.” 

My  first  instruction  in  the  Wassermann 
technique  was  received  in  Berlin  in  1910  un- 
der Dr.  Julius  Citron  working  in  the  great 
Charite  Hospital.  The  antigen  was  believed 
to  reside  in  the  spirochete,  and  since  it  could 
not  be  cultured,  a rich  source  was  found  in 
the  fetal  liver  of  a stillborn,  syphilitic  child. 
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A normal  saline  extract  of  these  livers  was 
used  and  Citron  followed  this  method  for 
years  later.  However,  Dr.  Paul  Fleischman, 
working  in  the  same  clinic,  showed  me  that 
an  alcoholic  extract  gave  as  good  results.  I 
therefore  brought  back  a good  supply  of  this 
extract,  only  to  find  that  it  was  so  anti- 
complementary as  to  be  useless.  Noguchi  had 
shown  in  the  same  year  that  an  ether  soluble 
and  acetone  insoluble  extract  of  normal  liver 
made  a good  antigen.  In  January,  1911,  I did 
the  first  complement-fixation  in  Texas  and  a 
notice  of  the  fact  was  published  in  the  Texas 
State  Journal  of  Medicine  by  Dr.  Ira  C. 
Chase,  the  editor  at  that  time.  The  test  was 
soon  taken  up  by  others  in  Texas,  and  the 
history  of  its  subsequent  development  is  well 
known. 

The  fees  for  complement-fixation  tests 
were  high  because  of  the  few  persons  quali- 
fied to  make  these  tests.  At  first  $25  was 
charged;  that  was  finally  graded  down  to 
$10  in  the  early  1920’s. 

TISSUES 

Tissue  pathology,  which  is  about  the  only 
thing  left  that  technicians  cannot  do,  has 
had  a long  and  tremendously  interesting 
career,  beginning  with  Rokitansky,  Virchow, 
and  their  illustrious  successors  during  the 
ensuing  years. 

In  the  period  of  which  I speak,  we  di- 
agnosed with  sufficient  clinical  accuracy  the 
definitely  benign  and  malignant  tumors,  al- 
though great  changes  have  been  made  as  to 
their  behavior  and  their  derivation  from  the 
embryonic  structures  from  which  they  arise. 
Grading  of  tumors  was  made  popular  by 
Broders  in  1916,  but  was  taught  by  Von  Han- 
semann  as  early  as  1890.  He  called  the  pro- 
cess of  de-differentiation,  “reversion  to 
embryonic  type.”  In  those  days  we  called 
mixed  tumors  of  the  salivary  glands,  en- 
dothelioma. Indeed,  the  endothelioma  group 
was  large  and  was  championed  by  the  late 
James  Ewing  up  until  the  time  of  his  death. 
It  is  now  considered  that  these  tumors  are 
limited  to  a small  group  arising  chiefly  from 
vascular  structures.  We  regarded  the  em- 
bryonic carcinomas  of  the  testes  as  sarcomas. 
Melanomas,  we  knew  as  melanotic  sarcoma, 
and  one  of  the  mistakes  which  we  all  made 
for  many  years  was  the  mistaking  of 
adenosis  of  the  breast  for  cancer,  thus  caus- 
ing much  useless  surgery. 

One  of  the  most  interesting  books  of  that 
time,  which  I have  reread,  is  Palmer  Finley’s 
“The  Diagnosis  of  Diseases  of  Women,”  pub- 
lished in  1905.  There  are  beautiful  color 
plates  of  sections  of  endometrium  of  the 
various  phases,  all  labeled  endometritis. 


These  were  divided  into  two  main  types : 
glandular  and  interstitial  forms.  Many  fam- 
ous authorities  were  quoted  in  an  acrimoni- 
ous debate  as  to  whether  the  conditions 
found  were  inflammatory  in  type  or  were 
benign  adenoma.  I am  sure  that  all  of  us  for 
years  were  content  with  the  diagnosis  of 
chronic  atrophic  and  hypertrophic  endome- 
tritis. We  were  able  to  diagnose  the  malig- 
nant tumors  of  the  uterus  more  accurately 
because  of  that  magnificent  book  on  “Can- 
cer of  the  Uterus”  by  Cullen,  which  was  pub- 
lished in  1900,  and  illustrated  by  paintings 
made  by  the  first  great  medical  artist,  Max 
Brodel.  We  were  not  pressed  for  fine  distinc- 
tions because  the  surgical  approach  and 
roentgen-ray  treatment  were  also  in  a state 
of  evolution. 

Then,  as  now,  inadequate  histories  were 
sent  to  us  with  tissues  for  examination.  The 
fixatives  for  biopsies  were  then,  as  now,  sent 
in  unknown  strengths  of  formalin — some  too 
weak,  some  too  strong,  and  always  too  little 
in  amount.  In  addition,  I have  received 
biopsy  specimens  in  plain  water,  dried,  in 
commercial  wood  alcohol,  and  even  in  Lister- 
ine.  Physicians  seem  to  believe  that  the 
pathologist  should  be  able  to  identify  suf- 
ficiently any  tumors  without  any  knowledge 
of  the  patient’s  history.  I recall  that  one  of 
my  colleagues  sent  me  a biopsy  specimen 
which  puzzled  me  quite  a bit,  and  on  asking 
him  by  telephone  the  source  of  the  specimen, 
his  reply  was,  “A  Mexican  woman.” 

Morbid  anatomy  or  autopsy  work  has  also 
made  great  advances.  In  the  early  days,  we 
had  considerable  difficulty  in  obtaining  per- 
mission to  perform  post-mortem  examina- 
tions, sometimes  being  discouraged  by  cold 
eyed  gentlemen  with  ten  gallon  hats,  boots 
and  spurs,  and  a Winchester  rifle  carelessly 
displayed.  However,  we  learned  then,  as  now, 
much  necessary  knowledge  in  the  only  way 
it  could  be  learned,  and  thus  were  able  to 
help  the  physicians  who  leaned  on  us. 

My  early  years  at  the  head  of  the  operat- 
ing table  were  of  great  value  not  only  in  im- 
proving the  condition  of  the  treasury,  but  in 
seeing  many  living  pathologic  conditions, 
both  operable  and  inoperable. 

This  brings  my  account  to  the  point  that 
pathologists  must  all  learn  and  relearn : Our 
standing  as  pathologists  depends  entirely  on 
our  value  to  those  who  use  our  services.  Most 
physicians  need  aid  in  diagnosis  and  treat- 
ment, and  if  we  are  not  helpful  as  consult- 
ants, we  are  of  no  more  value  than  the  tech- 
nician who  turns  in  a typed  report. 

Being  physicians,  as  well  as  pathologists, 
we  can  use  our  ingenuity  and  mental  pro- 
cesses in  interpretations  of  laboratory  find- 
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ings.  This  can  many  times  be  carried  further 
than  we  realize.  The  late  Dr.  Frank  Hall  of 
Kansas  City,  a classmate  of  mine,  early  in 
his  career  was  sent  a specimen  of  sputum 
without  any  history  or  without  the  patient’s 
name.  He  called  up  the  doctor  and  told  him 
that  if  his  near-sighted  barber  would  put  on 
glasses,  he  would  be  relieved  of  his  cough. 
The  physician  was  much  astonished  that  he 
had  correctly  diagnosed  the  situation,  and 
asked  how  he  had  done  so.  His  reply  was  that 
he  had  found  nothing  wrong  with  the  sputum 
except  for  finely  chopped  hairs;  this  to  him 
had  meant  a barber  by  occupation  and  so 
near-sighted  as  to  have  to  get  exceedingly 
close  to  his  work. 

Our  field  has  grown  to  where  most  of  us 
are  general  practitioners  in  pathology,  try- 
ing to  cover  an  ever  expanding,  bewildering 
mass  of  diagnostic  procedures.  That  is  an 
almost  impossible  task  but  must  be  met  one 
way  or  another.  The  compensation  is,  of 
course,  not  in  keeping  with  that  of  other 
specialties,  but  a love  of  the  work  and  its 
constant  challenge  makes  up  for  the  lack  of 
income.  No  man  can  forecast  in  this  present 
chaotic  world  in  which  we  are  living  what 
the  future  holds  for  any  of  us,  but  if  we  are 
worthy  of  those  who  broke  the  trails  for  us 
during  the  past  seventy-five  years  and  those 
devoted  ‘■workers  who  are  still  doing  so,  we 
can  be  proud  of  our  name  of  pathologist. 

The  following  lines  from  Kipling’s  “The 
Explorer’’  I think  express  the  spirit  that 
should  constantly  spur  us  to  greater  efforts : 

“Till  a voice,  as  bad  as  Conscience,  rang 
interminable  changes 

On  one  everlasting  Whisper  day  and  night 
repeated — so : 

‘Something  hidden.  Go  and  find  it.  Go  and 
look  behind  the  Ranges — 

‘Something  lost  behind  the  Ranges.  Lost 
and  waiting  for  you.  Go!’” 

Medical  Arts  Building. 


MEDICAL  WRITERS’  ASSOCIATION 

The  American  Medical  Writers’  Association  was 
organized  to  succeed  the  Mississippi  Valley  Medical 
Editors’  Association  when  the  latter  organization 
met  September  29  at  Springfield,  111.  The  new  group, 
open  to  physicians  and  laymen  interested  in  medical 
writing,  plans  to  meet  in  St.  Louis  on  September  28, 
1949,  at  which  time  a course  in  medical  writing  and 
presentation  of  medical  papers  are  being  scheduled. 

The  purposes  of  the  association  are  (1)  to  bring 
into  one  organization  all  physicians  interested  in 
medical  journalism  and  all  laymen  connected  with 
the  editorial  or  business  staffs  of  medical  period- 
icals, libraries,  foundations,  or  publishing  companies; 
(2)  to  help  improve  medical  literature;  and  (3)  to 
secure  interchange  of  views  of  members  with  the 
idea  of  attaining  an  intelligent  unity  which  will 
make  effective  the  opinions  of  the  medical  profession 
in  their  respective  communities. 


MAJOR  FACTORS  IN  REDUCTION  OF 
MATERNAL  AND  INFANT  MORTALITY 
HAVEN  EMERSON,  M.  D. 

NEW  YORK,  NEW  YORK 

Among  the  serious  concerns  of  any  mature 
and  humane  society  which  assumes  to  con- 
trol its  own  affairs  through  representative 
forms  of  government  is  an  interest  in  the 
wastage  of  life  related  to  the  process  of  re- 
production and  the  replacement  of  one  gen- 
eration as  it  is  lost  through  deaths  by  the 
oncoming  offspring  of  the  parents  of  the 
day. 

As  a nation  formerly  with  a relatively 
large  portion  of  the  population  made  up  of 
immigrants  in  the  early  decades  of  life, 
young  adults  and  young  children,  we  have, 
since  the  severe  restrictions  placed  upon  im- 
migration just  prior  to  World  War  I,  be- 
come a people  with  an  increasing  proportion 
of  elderly  persons  beyond  the  ages  of  pro- 
creation, with  a downward  trend  in  the 
birth  rate  and  a decreasing  natural  incre- 
ment or  excess  of  births  over  deaths. 

If  for  no  other  reason  than  an  anxiety  as 
to  the  future  strength  and  wholesome 
growth  of  our  nation  in  the  next  half  cen- 
tury, we  of  the  medical  and  public  health 
professions  must  accept  on  behalf  of  the  peo- 
ple the  full  responsibility  for  such  safe- 
guarding of  mothers  and  babies  as  will  re- 
duce to  a minimum  those  lost  and  damaged 
lives  related  to  the  process  of  replacement, 
the  expression  of  that  biologic  urge  to  repro- 
duction of  our  kind  which  comes  second  only 
after  that  of  self-preservation. 

It  can  be  said  without  fear  of  contradic- 
tion that  never  before  in  the  recorded  history 
of  man  have  so  many  people,  living  under 
any  organized  form  of  civil  government  and 
common  law  and  representing  so  many 
racial,  economic,  cultural,  and  occupational 
groups,  been  so  protected  against  the  pre- 
ventable causes  of  death  related  to  pregnancy 
and  childbearing  and  the  early  days,  weeks, 
and  months  of  infant  life,  as  has  been  the  ex- 
perience of  the  United  States  during  the  past 
five  years. 

The  statistical  expression  of  the  improve- 
ment in  maternal  and  infant  mortality  can 
be  read  in  the  records  of  the  nation  as  a 
whole  or  in  those  of  the  several  states  and  of 
all  the  great  urban  and  rural  population 
groups.  Suffice  it  to  say  that  in  the  past  fif- 
teen years  the  loss  of  lives  of  women  from 
puerperal  causes,  that  is,  all  deaths  related 
to  the  period  of  pregnancy,  to  childbearing, 
and  to  the  postpartum  period,  has  fallen  from 
approximately  60  per  10,000  live  births  to 

Read  before  the  Section  on  Public  Health,  State  Medical  Asso- 
ciation of  Texas,  Annual  Session,  Houston,  April  27,  1948. 
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approximately  15,  and  the  loss  of  infants  in 
the  first  year  of  life  has  fallen  from  about 
75  per  1,000  live  births  to  30  or  below.  It  is 
not  only  technically  desirable  and  exact  to 
express  these  two  mortality  rates  in  terms 
of  living  progeny  produced,  but  it  is  socially 
and  educationally  important  to  emphasize  to 
the  community  as  a whole  the  bearing  of  the 
medical  and  public  health  problem  upon  the 
replacement  of  the  passing  by  the  coming 
generation.  The  social  cost  of  childbearing 
is  heavy  and  must  be  reduced  by  all  official 
and  voluntary,  professional  and  lay  re- 
sources of  the  sciences  of  biology  and  medi- 
cine, and  yet  the  accomplishment  in  this 
country  to  date  should  give  us  confidence  in 
the  possibility  of  still  greater  savings  in  the 
immediate  future. 

My  interest  at  the  moment  is  more  the 
analysis  and  evaluation  of  the  major  factors 
responsible  for  our  present  relatively  favor- 
able situation  than  in  historical  retrospect  or 
prophecy  of  the  future. 

It  surely  has  not  been  by  accident  that 
the  knowledge  and  skills  of  the  medical  pro- 
fessions and  the  resources  and  authority  of 
the  health  agencies  of  our  times  have  been 
effectively  applied  to  save  the  lives  of  moth- 
ers and  babies,  biologically  and  socially  the 
most  precious  among  the  ages  and  conditions 
of  mankind. 

The  matter  can  be  approached  chrono- 
logically or  topically,  from  the  point  of  view 
of  effectiveness  of  the  factors,  or  with  a dis- 
tinction between  those  of  a voluntary  or  com- 
pulsory or  authoritative  legal  character.  I 
shall  use  the  simple  classification  of  profes- 
sional and  official  factors,  that  is,  (1)  those 
factors  which  are  inherent  in  the  advance  of 
medical  art  and  science  as  applied  through 
the  personal  relation  between  patient  or  fam- 
ily and  the  physician  or  medical  institution 
of  their  choice,  and  (2)  those  factors  made 
effective  through  the  only  two  resources  of 
the  public  health  departments  of  the  various 
levels  of  government,  local,  state,  and  fed- 
eral, namely,  sanitary  law  or  regulatory 
authority  and  education. 

PROFESSIONAL  FACTORS 

Taking  first  those  factors  related  to  the 
practice  of  medicine  and  for  which  the  credit 
properly  goes  to  the  individual  physician 
and  to  the  organized  medical  profession,  it 
seems  clear  that  the  self-determining  initia- 
tive of  the  specialist  in  obstetrics  and  pedia- 
trics has  been  especially  important  and  ef- 
fective. As  the  obstetricians  of  the  medical 
schools  and  maternity  services  of  the  vol- 
untary hospitals  of  New  York  City  were  re- 
sponsible for  the  report  of  the  New  York 
Academy  of  Medicine  study  of  the  prevent- 


able causes  of  maternal  deaths  in  that  com- 
munity and  set  up  criteria  by  which  the 
avoidability  of  such  deaths  could  be  meas- 
ured or  expressed,  so  the  obstetricians  and 
gynecologists  of  other  cities  and  the  specialty 
boards  and  hospital  staffs  of  maternity  serv- 
ices set  new  goals  of  excellence  in  the  man- 
agement of  normal  and  complicated  or  path- 
ologic confinements. 

Perhaps  the  most  practical  influence  of 
the  obstetricians  has  been  exerted  through 
the  committee  on  maternal  mortality  of  the 
county  medical  society,  which  has  made  im- 
mediate study  of  the  circumstances  surround- 
ing each  maternal  death  as  reported  by  the 
department  of  health.  The  example  of  the 
King’s  County  Medical  Society  of  New  York 
in  this  respect  has  been  followed  in  other 
city  and  some  suburban  county  medical  so- 
cieties. Certainly  in  New  York  City  no  other 
single  factor  has  affected  so  favorably  the 
quality  of  obstetric  services  by  general  prac- 
titioners and  specialists  as  has  the  continu- 
ing critical  study  by  committees  of  the  coun- 
ty societies,  which  gives  constructive  evi- 
dence of  the  true  causes  of  maternal  deaths 
and  suggestions  for  improved  management 
of  pregnancy. 

While  the  report  of  .the  New  York  Acad- 
emy of  Medicine  declared  that  65  per  cent  of 
the  maternal  mortality,  averaging  in  the 
1930’s  about  60  per  10,000  live  births,  was 
from  preventable  causes,  actual  performance 
in  the  following  fifteen  years  has  shown  that 
85  per  cent  could  be  and  were  prevented  in 
the  years  1945-1947.  In  this  experience  and 
in  that  of  such  other  great  cities  as  Cleve- 
land, Philadelphia,  Boston,  Chicago,  and 
Minneapolis,  where  substantially  the  same 
low  maternal  mortality  rates  have  recently 
prevailed,  it  is  difficult  to  find  any  explana- 
tion except  in  the  better  medical  care  of  the 
expectant,  parturient,  and  postpartum  moth- 
er by  physicians  in  private  practice  and  par- 
ticularly by  the  obstetricians  responsible  for 
the  maternity  services  of  general  and  notably 
of  the  voluntary  hospitals. 

Contributory  factors  have  been  the  inter- 
ested cooperation  of  the  expectant  mothers 
themselves  and  of  their  husbands  in  secur- 
ing medical  advice  not  later  than  in  the  first 
trimester  of  pregnancy  and  thereafter  medi- 
cal supervision  for  the  other  six  months. 
Such  prenatal  care,  which  was  provided  for 
not  more  than  4 per  cent  of  pregnancies  in 
New  York  City  thirty  years  ago,  now  reaches 
all  but  a small  neglectful  and  indifferent 
minority  of  pregnant  women,  because  good 
hospital  administration  requires  that  women 
reserving  beds  for  delivery  care  must  be 
registered  in  the  prenatal  clinic  of  the  hos- 
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pital.  With  more  than  95  per  cent  of  all  de- 
liveries in  the  large  cities  being  in  hospitals 
(99.8  per  cent  in  New  York  City)  the  chief 
determining  factor  in  preventing  maternal 
deaths  has  been  the  quality  of  obstetric  care, 
which  in  turn  has  been  set  by  staff  organi- 
zation, professional  discipline  in  respect  to 
consultant,  operative,  and  pathologist  serv- 
ices, and  professional  standards.  Even  in  the 
past  ten  years  the  proportion  of  deliveries 
provided  for  in  hospitals  has  doubled  and  is 
steadily  increasing  in  all  parts  of  this 
country. 

As  specific  aids  or  rather  new  therapeutic 
resources,  best  provided  in  hospitals,  there 
have  been  the  introduction  of  the  sulfa  and 
antibiotic  drugs  and  the  liberal  use  of  blood 
or  blood  derivative  transfusions  and  the 
statewide  organization  of  blood  bank  or 
blood  donor  services. 

Shorter  periods  of  postpartum  bed  rest 
and  earlier  ambulation  have  been  encourag- 
ed by  the  obvious  reduction  in  circulatory 
and  pulmonary  complications. 

Discharge  to  the  follow-up  care  of  the  vis- 
iting nurse  agency  or  to  the  public  health 
nurse  has  become  a valued  routine  to  make 
sure  that  the  adjustment  from  hospital  to 
home  and  even  to  self-support  of  the  mother 
is  accomplished  with  the  least  hazard  to 
mother  or  child. 

A reduction  in  the  percentage  of  deliveries 
attended  by  midwives  has  occurred  parallel 
with  increased  hospital  maternity  care. 
While  in  1936  about  55  per  cent  of  deliveries 
of  nonwhite  maternity  patients  were  attend- 
ed by  midwives,  only  about  35  per  cent  were 
so  cared  for  in  1947  in  the  United  States.  In 
New  York  City  from  40  per  cent  of  births 
attended  by  midwives  in  1900  the  percentage 
has  fallen  to  less  than  .5  per  cent  in  1947. 

Voluntary  medical  care  insurance  plans 
have  facilitated  the  use  of  hospitals  by  ma- 
ternity patients  by  making  the  thrifty  habit 
of  prepayment  for  hospital  and  medical  care 
easy  and  economically  attractive,  a field  of 
effort  in  which  patients,  physicians,  and 
hospital  authorities  have  closely  collaborated 
to  the  benefit  of  each  of  the  three  parties 
concerned. 

In  a few  communities  a roentgenogram  of 
the  chest  is  a routine  part  of  the  prenatal  ex- 
amination in  the  interest  alike  of  the  mother 
and  the  child  in  utero,  and  apparently  with 
results  in  early  detection  and  prevention  of 
tuberculosis  fully  justifying  the  expense. 

For  the  benefit  of  the  infant  at  birth  the 
most  important  medical  administrative  prac- 
tice has  been  the  referral  of  the  child,  as 
soon  as  delivered,  to  the  care  of  the  pediatric 
service  of  the  hospital.  Accessory  to  this  as 


special  resources  have  been  the  medical  or 
hospital  organization  of  breast-milk  banks 
for  the  fresh  or  frozen  product,  and  for  cer- 
tification of  a wet  nurse  if  necessary. 

Refresher  courses  in  maternity  hospitals 
and  at  medical  schools  have  made  easier  than 
in  former  years  the  process  of  keeping  the 
practitioners  of  medicine  and  nursing  up  to 
date  with  the  best  specialist  skills  and  tech- 
niques. 

The  modern  training  of  nurse-midwives 
and  of  nurse  supervisors  of  licensed  mid- 
wives  under  state  departments  of  health  has 
provided  better  midwives  among  those  popu- 
lation groups  inaccessible  by  distance  or  eco- 
nomic limitations  to  good  medical  care. 

Among  the  educational  resources  bearing 
upon  human  reproduction  may  properly  be 
included  what  are  known  as  marriage  coun- 
selling centers  where  the  combined  services 
of  medicine,  law,  nursing,  and  social  work 
are  used  to  guide  those  contemplating  or  al- 
ready embarked  upon  married  life  in  respect 
to  some  of  the  avoidable  hazards  involved 
in  procreation  and  childbearing. 

In  addition  to  the  professional  features  of 
an  educational  program  for  the  protection  of 
maternity  and  infancy,  there  has  been  a 
broad  and  consistent  program  of  education 
carried  on  by  the  professions  of  medicine, 
nursing,  and  social  work  and  through  the 
usual  channels  of  schools,  colleges,  and  the 
press,  the  objects  of  which  have  been  to  teach 
mothers,  fathers,  and  families  the  principles 
of  growth,  development,  and  reproduction, 
and  the  principal  laws  of  human  biology  and 
personal  hygiene  upon  which  these  depend. 

Before  moving  on  into  the  field  of  official 
or  sanitary  authority  and  the  services  of  de- 
partments of  health,  local,  state,  and  federal, 
let  us  agree  upon  the  three  essentials  for 
progress  in  any  field  of  health  protection 
which  depends  in  the  last  analysis  upon  the 
employment  of  medical  services  by  an  in- 
formed public.  The  present  success  of  the 
long  and  well-developed  and  organized  cam- 
paign to  save  maternal  and  infant  life  has 
depended  upon  (1)  medical  skills  and  facili- 
ties for  their  employment  being  reasonably 
convenient  and  available ; (2)  knowledge  of, 
or  at  least  practical  familiarity  among  at 
least  the  literate  fraction  of  the  population 
with,  the  value  of  obtaining  skilled  medical 
care  to  the  point  of  feeling  it  to  be  a common 
sense  duty  and  of  having  an  impulse  to  se- 
cure it;  and  (3)  ability  by  the  average  fam- 
ily to  take  advantage  of  the  skills  and  facili- 
ties of  medicine,  through  their  independent 
or  collective  resources,  as  by  the  use  of  the 
insurance  principle  to  prepay  for  calculable 
costs  of  an  expected  need  for  service. 
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OFFICIAL  FACTORS 

We  must  accept,  I believe,  two  sets  of 
basic  facts  in  dealing  with  the  contributions 
of  public  health  authority  to  maternal  and 
infant  welfare,  one  of  which  relates  to  the 
distinction  between  public  health  and  medi- 
cal care  and  the  other  of  which  recognizes 
the  limitations  created  by  law  and  social  cus- 
tom on  the  range  of  functions  of  health  de- 
partments. 

There  appear  to  me  to  be  convincing  argu- 
ments in  favor  of  requiring  of  health  depart- 
ments those  functions,  not  allocated  to  other 
public  agencies,  intended  to  protect  and  pro- 
mote the  public  health  of  the  community  and 
prevent  so  far  as  practicable  diseases  known 
to  be  preventable,  while  care  of  the  sick, 
whether  indigent,  “medically  indigent,”  or 
able  to  pay  the  full  cost  of  medical  care,  is  a 
function  of  medical  institutions  and  agencies 
devoted  to  diagnosis  and  treatment  of  the 
individual  sick  person. 

The  limitations  which  seems  to  me  to  exist 
at  present,  by  law  or  custom,  and  so  in  a 
way  to  define  the  resources  of  a local  health 
department  are  briefly  state  public  health 
or  statute  law,  local  ordinances  or  sanitary 
codes,  and  health  education  so  far  as  this  is 
not  provided  by  existing  educational 
agencies.  Authority  under  the  law  and  edu- 
cation of  the  public  for  the  sake  of  good 
health  appear  to  me  to  include  the  necessary 
functions  of  a local  health  department  and 
substantially  also  those  of  a state  department 
of  health. 

The  authority  of  the  law  is  invoked  in  the 
interest  of  maternity  and  infancy  in  at  least 
the  following  fields: 

Premarital  medical  examination  and  serologic 
blood  test  of  applicants  for  license  to  marry. 

Prenatal  medical  examination  and  a serologic 
blood  test  of  the  expectant  mother  by  the  third 
month  of  pregnancy. 

Administrative  supervision  over  the  practice  of 
midwives. 

Requirement  of  administration  of  prophylactic  sil- 
ver preparation  to  the  eyes  of  the  newborn. 

Requirement  of  certificate  of  live  birth,  of  fetal 
death,  and  of  death  of  any  person,  with  adequate 
description  of  cause. 

Licensing  and  supervision  of  equipment,  methods, 
and  personnel  of  hospitals  and  particularly  of  nur- 
series for  the  newborn  and  for  premature  babies. 

Regulation  of  blood  donors,  blood  banks,  and  blood 
processing. 

Control  of  artificial  insemination. 

Provision  for  laboratory  determination  of  blood 
types. 

Requirement  of  sanitary  potable  water  supplies. 

Pasteurization  of  all  fluid  milk. 

Requirement  that  employed  women  receive  com- 
pensation and  freedom  from  work  for  at  least  one 
month  prior  to  and  one  month  after  confinement. 


The  resources  of  education  are  properly 
applied  by  every  member  of  the  staff  of 
every  health  department,  in  particular  by 
public  health  nurses,  physicians,  dentists, 
health  educators,  and  sanitarians,  There  is 
no  limit  to  the  useful  scope  of  education  in 
personal  hygiene,  environmental  sanitation, 
nutrition,  growth,  reproduction,  and  mental 
hygiene  as  these  may  be  related  to  maternity 
and  infancy,  especially  if  coordinated  with 
similar  educational  efforts  of  physicians  and 
medical  institutions. 

If  the  local  health  department  provides 
not  only  public  health  nursing  (1  nurse  to 
5,000  of  population)  but  bedside  care  of  the 
sick  (1  nurse  to  2,500  of  the  population) , this 
personal  service  to  the  postpartum  mother 
and  to  the  infant  until  it  can  be  taken  for 
health  guidance  to  the  physician  or  baby  sta- 
tion becomes  a part  of  medical  care  under  the 
direction  of  the  attending  physician. 

It  is  not  suitable  for  a local  health  depart- 
ment to  enter  the  practice  of  medicine 
through  prenatal,  obstetric,  postpartum,  or 
pediatric  services  for  mother  or  child  unless 
there  is  no  other  way  by  which  necessary 
services  can  be  provided  through  physicians 
or  medical  institutions  at  personal  or  tax  ex- 
pense. Clinical  services  for  the  maternity 
patient  or  the  sick  child  are  likely  to  be  best 
provided  for  under  other  auspices  than  those 
of  the  department  of  health,  as  by  coopera- 
tive action  of  the  county  medical  society  and 
a neighborhood  hospital. 

The  functions  of  the  state  department  of 
health  are  properly  supervisory,  consulta- 
tive, standard  making,  laboratory,  educa- 
tional, and  law  enforcement  in  nature.  It  is 
not  expected  that  a state  department  of 
health  will  provide  direct  personal  medical, 
nursing,  or  institutional  service  for  the  ma- 
ternity patient  or  for  the  infant. 

The  contributions  of  the  agencies  of  the 
federal  government  to  protection  of  matern- 
ity and  infancy,  except  on  federal  Indian 
reservations  where  some  medical  nursing 
and  hospital  care  is  provided,  have  been 
through  propaganda,  promotion,  health  edu- 
cation, and  the  administration  of  grants  in- 
tended to  aid  states  in  providing  more  and 
better  maternity  and  infant  care. 

Under  the  Shepard-Towner  Act,  the  Social 
Security  Act  of  1935,  and  the  Emergency 
Maternal  and  Infant  Care  program  consid- 
erable services  have  been  made  available 
with  the  object  of  improving  the  use  of  good 
medical  care  in  maternity  and  infancy. 

It  is  difficult  to  assign  any  causal  relation- 
ship between  these  federal  grants  and  the 
reduction  of  maternal  and  infant  mortality. 
Other  factors  of  earlier  and  more  enduring 
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effect  and  of  a personal  and  professional  na- 
ture and  the  activities  of  local  and  state 
health  departments  would  appear  to  have 
been  more  important,  although  doubtless 
some  maternity  facilities  and  services  have 
benefited  by  judicious  local  use  of  federal 
funds.  It  must  be  generally  apparent  that 
the  downward  trend  in  the  mortality  rates 
with  which  we  are  concerned  has  been  inde- 
pendent of  and  largely  unrelated  to  any 
benefits  brought  to  the  practice  of  obstetrics 
or  pediatrics  through  federal  assistance.  No 
new  skills  or  facilities,  no  improvements  in 
practice  of  the  medical  arts  appear  to  have 
originated  in  the  Children’s  Bureau  in  the 
past  twenty-five  years.  This  bureau  has  pro- 
moted widespread  public  concern  and  a sense 
of  social  responsibility  for  the  care  of  moth- 
ers and  babies  along  lines  already  and  pre- 
viously developed  by  the  innumerable  local 
and  state  voluntary  and  professional  organi- 
zations devoted  to  these  objects,  among 
which  the  Child  Health  Association  and  the 
Maternity  Center  Association  have  had  wide 
national  influence. 

The  welfare  of  mothers  and  babies  de- 
pends now  as  in  the  past  upon  the  state  of 
medical  science,  upon  the  quality  and  distri- 
bution of  personal  and  family  medical  serv- 
ices, and  upon  the  application  of  public 
health  authority  and  education  chiefly  at  the 
local  or  community  level. 

While  much  progress  has  been  made  and 
the  present  status  of  maternal  and  infancy 
care  is  better  than  at  any  previous  time  in 
our  national  history,  there  are  still  large  op- 
portunities for  betterment,  partly  by  the  ap- 
plication of  our  rapidly  increasing  knowl- 
edge of  genetics  in  the  form  of  human 
eugenics,  partly  by  wise  social  guidance  of 
parenthood  in  the  interest  of  fertility  of  the 
best  human  stock  and  intelligent  restraint 
among  persons  of  inferior  qualities,  and 
partly  by  relief  from  sterility  among  at  least 
10  per  cent  of  married  persons  so  afflicted, 
but  more  particularly  in  the  prevention  of 
abortion  other  than  therapeutic,  of  fetal 
deaths,  and  of  prematurity,  now  the  most 
frequent  cause  of  neonatal  mortality. 

Probably  in  the  nutrition  of  the  pregnant 
woman  and  in  more  exact  knowledge  of  the 
reasons  for  the  premature  birth  of  infants 
unprepared  to  meet  the  hazards  of  the  first 
few  days  or  weeks  of  life  lie  the  major  op- 
portunities for  still  further  lowering  the  so- 
cial cost  of  human  reproduction  and  for  re- 
ducing the  frequency  with  which  tragedy 
rather  than  happiness  terminates  the  pro- 
cess of  pregnancy. 

156  East  79th  Street,  New  York. 


THE  MINIMAL  DIAGNOSTIC  SURVEY 
FOR  STERILITY 
C.  C.  BOEHLER,  M.  D. 

EL  PASO,  TEXAS 

The  problem  of  sterility  has  many  far- 
reaching  repercussions.  True,  it  is  primarily 
a medical  puzzle,  but  its  implications  socio- 
logically, I believe,  are  as  important.  In  our 
country  today,  where  voluntary  sterility  is 
practiced  uncontrolled  and  where  the  divorce 
rate  is  high,  the  decrease  in  birth  rate  is 
alarming.  These  events  will  not  be  fully  ap- 
preciated for  another  century. 

When  a barren  couple  seek  aid,  they  can 
immediately  be  identified  as  potentially  good 
parents  and  excellent  citizens.  Every  effort 
possible  should  be  made  to  help  them. 

It  is  estimated  that  15  per  cent  of  all  mar- 
riages in  America  are  barren,  or  that  there 
are  some  2,000,000  childless  couples  in  child- 
bearing age.5  So  great  a number  threatens 
our  society,  for  the  family  is  the  fundamental 
unit  of  any  society  or  civilization. 

Even  though  our  knowledge  of  all  the  fac- 
tors that  cause  sterility  is  meager,  there  is 
much  physicians  can  offer  barren  couples. 
The  treatment  can  only  be  properly  insti- 
tuted after  a complete  diagnostic  survey  has 
been  done.  The  diagnostic  work-up  can  be 
elaborate  and,  of  course,  treatment  can  be 
more  successful  if  planned  by  a team  con- 
sisting of  the  gynecologist,  urologist,  intern- 
ist, endocrinologist,  and  clinical  pathologist. 
For  the  busy  physician  this  is  impossible. 
However,  there  is  a minimal  diagnostic  sur- 
vey that  he  should  never  deny  any  patient 
who  comes  to  him  with  the  complaint  of 
sterility.  Such  a minimal  survey  is  based  on 
the  most  common  “all  inclusive  etiologic  fac- 
tors.” As  outlined  by  Mazer,4  they  are  (1) 
the  male  factor,  (2)  the  factor  of  the  gross 
pelvic  lesions,  (3)  the  factor  of  insemination 
of  the  cervix,  (4)  the  tubal  factor,  and  (5) 
the  endocrine  factor  in  the  female. 

In  such  a scheme  of  investigation,  both 
the  wife  and  husband  will  have  undergone  a 
complete  and  thorough  physical  examination. 
Such  an  examination  plus  a good  history  may 
reveal  systemic  diseases  such  as  tuberculosis, 
syphilis,  epilepsy,  mental  diseases,  nephritis, 
heart  disease,  and  Rh  factors  that  may 
counter-indicate  pregnancy  temporarily  or 
permanently,  as  well  as  reveal  factors  which 
may  be  contributory  towards  the  sterility, 
such  as  persistent  nervous  fatigue,  asthenia, 
dietary  fads,  excessive  smoking  and  drink- 
ing, unusual  sex  habits,  and  illness  during 
the  adolescent  years. 

Read  before  the  Section  on  Obstetrics  and  Gynecology,  State 
Medical  Association  of  Texas,  Annual  Session,  Houston,  April 
28,  1948. 
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It  must  be  emphasized  to  the  couple  that 
a complete  study  must  be  done,  even  after  a 
possible  cause  for  sterility  is  found  early  in 
the  studies,  because  there  are  usually  three 
or  more  of  the  factors  existing.  A recheck 
of  investigations  done  previously  must  also 
be  made  as  time  may  have  made  a condition 
better  or  worse. 

MALE  FACTOR 

The  male  factor  is  given  top-billing  in 
this  discussion,  not  because  the  husband  is 
the  most  frequent  cause  of  sterility,  but  be- 
cause the  male  partner  is  frequently  not  in- 
vestigated correctly  and  probably  more  fre- 
quently not  at  all.  The  burden  of  barrenness 
is  still  borne  by  the  wife,  as  has  been  the 
case  since  the  time  of  primitive  man,  and  has 
always  been  surrounded  with  many  supersti- 
tions. Although  we  do  not  accept  supersti- 
tions in  our  present  civilization,  it  is  appal- 
ling the  number  of  women  who  are  subjected 
to  many  painful  examinations,  expensive 
laboratory  tests  and  hormone  treatments, 
and  even  subjected  to  surgery  without  the 
doctor  even  suggesting  that  the  husband  be 
investigated,  when  the  man  will  contribute 
an  etiologic  factor  up  to  60  per  cent  in  the 
cases  of  sterility.8  Investigators  of  sterility 
should  consider  the  male  partner  in  sterility 
problems  with  the  same  importance  that  the 
“cattle  man  gives  his  bull  for  his  herd  of 
cows.” 

After  getting  the  male  partner  to  submit 
to  an  examination  of  his  semen,  there  are 
many  difficulties  in  the  interpretation  of  the 
semen.  The  clinical  problem  in  the  examina- 
tion of  the  semen  is  not  only  to  recognize 
spermatic  diseases,  but  to  interpret  the 
fertility  of  the  husband  on  the  basis  of  the 
fertility  index  of  his  wife,9  It  is  perhaps  this 
difficulty  of  distinguishing  fertility  from 
clinical  infertility  of  the  male  and  the  usual 
type  of  commercial  laboratory  reports  stat- 
ing merely  that  a large  number  of  well  de- 
veloped and  active  spermatozoa  are  present 
without  an  actual  count  or  stain  which  cause 
the  physician  to  look  on  such  an  examination 
as  offering  little  help  or  as  the  last  resort 
in  sterility  problems. 

A clinical  examination  of  the  semen  as 
outlined  in  any  textbook  of  urology  will  sug- 
gest that  the  following  characteristics  of  the 
semen  be  noted : volume,  viscosity,  approxi- 
mate hydrogen  ion  concentration,  number  of 
spermatozoa,  motility,  viability,  and  mor- 
phology. Any  abnormalities  detected  by  such 
an  examination,  regardless  of  the  apparent 
unimportance,  should  be  corrected  if  possible 
because  the  highest  rate  of  fertility  occurs 


with  the  male  partner  having  so-called  nor- 
mal semen. 

The  collection  of  the  semen  by  withdrawal 
during  coitus  and  ejaculation  into  a clean, 
wide-mouth  jar  instead  of  using  a condom  is 
now  well  known,  but  such  a procedure  can- 
not be  suggested  to  any  patient  by  a doctor 
of  the  Catholic  faith ; nor  should  a patient 
who  is  a Catholic  be  asked  to  collect  a 
specimen  in  this  manner  or  by  masturbation 
or  by  a condom  unless  a small  hole  has  been 
previously  punctured  in  the  condom.  For 
this  group  of  husbands  the  semen  specimen 
can  be  collected  by  using  a rubber  cup  that 
is  inserted  into  the  vagina  after  coitus  and 
removed  in  the  doctor’s  office.7 

, LESIONS  OF  PELVIC  ORGANS 

Gross  lesions  of  the  pelvic  organs  will  be 
detected  in  the  routine  gynecologic  examina- 
tion as  part  of  the  first  complete  physical  ex- 
amination. It  is  estimated  that  5 per  cent  of 
the  women  who  come  for  investigation  be- 
cause of  a barren  marriage  will  have  such 
pathologic  lesions  as  fibroids,  ovarian 
tumors,  and  chronic  pelvic  inflammation,  in- 
cluding quiescent  tuberculosis  of  the  pelvic 
organs.4  If  any  of  these  diseases  are  found, 
they  will  be  of  more  importance  for  treat- 
ment than  the  sterility,  and  thus  the  sterility 
investigation  must  be  delayed  until  such 
disease  is  eradicated. 

The  pelvic  examination  all  too  frequently 
is  the  only  examination  offered  to  a woman 
with  the  complaint  of  sterility.  It  is  common 
to  secure  such  histories  as,  “My  doctor  ex- 
amined my  pelvis  and  told  me  everything 
was  normal  and  that  he  could  see  no  reason 
why  I shouldn’t  get  pregnant,”  or,  “My  doc- 
tor told  me  my  female  organs  were  all  right 
but  that  I needed  some  hormone  shots,  which 
I took  all  last  spring.”  If  the  minimal  diag- 
nostic survey  was  made  in  all  cases  of 
sterility,  such  statements  would  never  be 
made. 

INSEMINATION  OF  CERVIX 

Spermatozoa  that  have  been  pronounced 
normal  by  a complete  examination  of  the 
semen  are  then  followed  to  determine  if  they 
have  been  deposited  in  the  vicinity  of  the 
external  os  and  have  penetrated  the  cervical 
secretion.  Sufficient  number  should  remain 
active  in  the  cervix  at  the  end  of  several 
hours.  This  is  determined  by  an  examination 
of  the  wife  after  coitus  which  is  known  as  a 
Huhner  test.  The  Huhner  test  gives  valuable 
information  only  if  the  following  criteria,  as 
outlined  by  Mazer  and  Israel,4  are  fulfilled: 
(1)  time  of  coitus  is  not  prescribed;  (2)  the 
examination  is  made  from  five- to  six  hours 
following  elective  coitus;  (3)  the  test  is  done 
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near  the  time  of  ovulation,  at  which  time  the 
cervical  mucus  is  most  favorable  to  motility 
and  endurance  of  spermatozoa;  and  (4)  the 
test  is  preceded  by  a few  days  of  sexual  con- 
tinence. 

The  Huhner  test  is  carried  out  by  placing 
the  patient  in  the  usual  position  for  a gyne- 
cologic examination.  A dry  speculum  is  in- 
serted, exposing  the  posterior  fornix,  and 
some  of  the  secretion  is  aspirated  from  the 
vaginal  pool  by  a sterile  pipet.  The  area 
around  the  external  os  is  wiped  with  cotton 
and  the  cervical  canal  is  aspirated  with  a 
second  sterile  pipet.  Then  with  a third, 
larger,  cone-shaped  pipet,  the  mucous  plug 
near  the  internal  os  is  aspirated.  The  aspira- 
tions are  immediately  placed  on  three  glass 
slides  with  cover  slips  and  examined  under  a 
microscope. 

A normal  test  will  reveal  a considerable 
number  of  nonmotile  spermatozoa  in  the 
secretions  from  the  posterior  fornix.  The 
period  of  time  that  the  spermatozoa  will  live 
in  the  vagina  depends  on  its  hydrogen  ion 
concentration.  Normally,  only  about  10  per 
cent  will  be  found  motile  at  the  end  of  two 
hours.  The  findings  of  the  spermatozoa  in 
the  posterior  fornix  indicates  that  the  semen 
has  been  deposited  in  the  proper  area.  Ex- 
amination should  also  normally  reveal  an 
average  of  15  migrating  spermatozoa  per 
high  powered  field  in  the  two  cervical  spec- 
imens. Such  a finding  proves  the  absence 
of  a mechanical  obstruction  in  the  canal  and 
the  absence  of  cervical  secretion  hostility. 
A test  revealing  less  than  15  spermatozoa 
in  either  of  the  two  cervical  specimens  in- 
dicates the  necessity  for  a repetition  of  the 
test  and  careful  investigation  as  to  why 
there  are  less  than  15  migrating  sperma- 
tozoa per  high  powered  field.  A normal 
test  does  not  establish  the  degree  of  fer- 
tility for  the  husband.  A careful  examina- 
tion of  the  ejaculated  semen  is  essential  for 
such  diagnosis. 

TUBAL  FACTOR 

Although  the  exact  mechanism  of  how  the 
spermatozoa  and  ova  are  propelled  through 
the  fallopian  tubes  is  not  definitely  known, 
the  high  percentage  of  pathologic  tubes  that 
are  associated  with  sterility  cases  is  recog- 
nized by  every  investigator.  Rubin  estimated 
the  tubal  factor  in  which  the  tubal  patency 
is  established  to  be  46.44  per  cent.0  The 
status  of  the  tubal  patency  can  only  be  de- 
tected by  determining  if  a gas  or  radiopaque 
medium  can  be  passed  through  the  uterus 
and  tubes  into  the  peritoneal  cavity.  To  make 
such  a diagnosis  by  bimanual  examination  is 
only  conjecture,  as  is  pointed  out  in  Ald- 


ridge’s series  of  600  cases;  30  per  cent  of 
the  patients  had  either  a partial  or  complete 
obstruction  as  detected  by  the  patency  test, 
although  the  “bimanual  examination”  in 
these  cases  revealed  a normal  pelvis. 

The  uterotubal  insufflation,1  known  as  the 
Rubin  test  and  as  performed  ideally  by 
Rubin,  consists  of  the  passing  of  carbon 
dioxide  through  the  uterus  and  tubes  into  the 
peritoneal  cavity,  at  a regular  rate  and  under 
measured  pressure.  When  the  tubes  are  com- 
pletely patent,  the  carbon  dioxide  will  enter 
the  peritoneal  cavity  through  the  tubes  at  a 
pressure  of  from  40  to  80  mm.  of  mercury. 
If  higher  pressure,  such  as  from  140  to  200 
mm.  of  mercury,  is  necessary  to  force  the  gas 
through  the  tubes  into  the  peritoneal  cavity, 
the  tubes  are  partially  occluded.  When  the 
pressure  reaches  200  mm.  of  mercury  and 
remains  at  that  level  with  the  gas  shut  off, 
it  indicates  that  there  is  a complete  obstruc- 
tion of  both  tubes. 

If  a kymograph  can  be  connected  into  the 
apparatus  passing  the  gas  into  the  uterus,  a 
graphic  and  permanent  record  of  this  test 
can  be  secured  and,  like  electrocardiographic 
tracings,  it  can  be  used  for  comparison  with 
future  tests,  especially  those  after  treatment, 
as  it  registers  the  tubal  peristalsis  accurate- 
ly. Frequently  such  conditions  as  tubal 
spasm,  partial  stricture,  and  degrees  of 
ovarian  activity  can  be  detected.  Hence,  to 
diagnose  accurately  the  status  of  tubal 
patency,  the  flow  of  carbon  dioxide  should 
be  under  both  volumetric  and  monometric 
control,  and  graphically  recorded.  It  would 
seem,  therefore,  that  the  more  simple  ap- 
paratus consisting  of  a uterine  cannula,  a 
manometer,  and  rubber  bulb  should  be  men- 
tioned only  to  condemn  it.  This  simple  ap- 
paratus does  not  permit  the  use  of  volu- 
metric control,  graphic  recording,  or  car- 
bon dioxide,  and  thus  the  interpretations 
are  frequently  inaccurate.  This  is  all  true, 
but  this  simple  apparatus  can  indicate  com- 
plete patency  or  complete  occlusion,  and  the 
therapeutic  benefits  of  this  test,  by  open- 
ing total  or  partially  occluded  tubes,  must 
always  be  kept  in  mind. 

When  the  Rubin  test  is  done,  whether  by 
the  most  expensive  apparatus  on  the  market 
or  the  simplest,  asepsis  and  antisepsis  must 
be  observed  at  all  times,  and  every  movement 
must  be  done  with  utmost  gentleness.  Furth- 
ermore, it  must  never  be  done  in  the  presence 
of  any  infection  of  any  part  of  the  genital 
tract,  regardless  of  how  mild  it  may  be ; nor 
should  it  be  done  after  a history  of  mild 
reaction,  such  as  a slight  rise  in  temperature 
and  pain  in  the  lower  abdomen  of  several 
weeks’  duration  after  a previous  Rubin  test, 
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as  this  is  suggestive  of  a quiescent  tubercu- 
lous salpingitis.  It  should  not  be  done  on  a 
patient  with  serious  cardiac  or  respiratory 
disease  or  within  an  interval  of  less  than 
three  or  four  weeks  after  a previous  Rubin 
test. 

The  Rubin  test  should  be  done  between 
the  fourth  and  seventh  day  following  cessa- 
tion of  menses,  never  after  the  tenth  day 
unless  pregnancy  can  be  ruled  out  by  a Fried- 
man test  or  a history  of  sexual  continence, 
and  never  during  the  presence  of  any  uterine 
bleeding,  regardless  of  the  source.  There 
should  be  a delay  of  from  three  to  five  min- 
utes before  starting  the  carbon  dioxide  or  air 
after  insertion  of  the  uterine  cannula  to 
allow  for  relaxation  of  a tubal  spasm  that 
may  have  been  evoked  by  the  introduction  of 
the  cannula.  After  two  Rubin  tests  indicate 
that  the  tubes  are  not  normal,  the  second 
having  been  performed  after  the  adminis- 
tration of  an  antispasmodic,  such  as  atropine, 
to  overcome  a possible  tubal  spasm,  the  in- 
jection of  a radiopaque  medium  into  the 
uterus  and  tubes  for  roentgen-ray  studies 
is  a valuable  diagnostic  aid  in  locating  the 
site  of  the  obstruction  and  occasionally  of 
therapeutic  value  in  opening  up  the  tubes. 

If  the  hysterosalpingography  is  done  by 
using  the  Hudgins’  cannula,  the  therapeutic 
effect  will  be  noted  more  often.  The  Hudgins’ 
cannula  is  a cone-shaped  cervical,  screw-type 
self-retaining  cannula  containing  a ball 
valve.  If  the  first  roentgenogram  after  the 
injection  of  the  opaque  medium  demonstrates 
an  obstruction  of  the  tubes,  the  opaque  me- 
dium can  be  retained  in  the  uterine  cavity 
by  the  cannula  for  as  long  as  24  hours  if 
necessary.  The  prolonged  rhythmic  pres- 
sure produced  by  the  uterine  contraction  is 
more  apt  to  overcome  the  tubal  obstruction 
than  a single  injection  under  controlled 
pressure  for  the  short  time  that  it  takes  to 
inject  the  medium.  Another  advantage  of 
using  the  Hudgins’  cannula  is  that  the  me- 
dium may  be  injected  by  the  physician  in 
his  office,  and  then  the  patient  may  walk  to 
the  office  of  the  roentgenologist  for  a flat 
roentgenogram  of  the  lower  abdomen  thirty 
minutes  later.  The  counter-indications  for 
hysterosalpingography  are  the  same  as  those 
for  the  Rubin  test  and  the  same  precautions 
about  the  injection  of  carbon  dioxide  or  air 
are  applicable  to  the  injection  of  the  medium, 
namely,  asepsis  and  not  too  much  pressure. 

ENDOCRINE  FACTOR  IN  FEMALE 

Ovulation  is  the  best  sign  in  the  expres- 
sion of  fertility;  hence,  it  is  important  to 
know  if  ovulation  occurs.  It  is  more  import- 
ant to  know  when  ovulation  occurs  and  most 
important  to  know  if  ovulation  does  not  oc- 


cur. The  evaluation  of  this  phenomenon  de- 
mands utmost  consideration  in  the  diagnostic 
survey  of  sterility.  Some  stigma  of  endocrine 
dyscrasia  may  already  have  been  detected  in 
the  initial  physical  examination.  Two  in- 
direct methods  of  ascertaining  the  pertinent 
information  relative  to  ovulation  are  the 
study  of  the  basal  body  temperature  and 
biopsy  of  endometrium  secured  during  the 
first  twenty-four  hours  of  menses. 

Greulich-’  had  the  opportunity  to  study  70 
feeble  minded  women  who  were  subjected  to 
sterilization,  as  permitted  by  law  in  New 
Hampshire  and  California.  The  menstrual 
records  of  these  patients  were  complete  and 
the  temperature  was  obtained  daily,  at  least, 
for  one  complete  cycle  preceding  the  cycle  in 
which  the  sterilization  was  performed.  It 
was  thus  possible  to  compare  the  basal 
temperature  chart  with  the  gross  and  his- 
tologic picture  of  the  ovaries  at  the  time  of 
operation.  From  such  a study,  he  came  to 
the  conclusion  “that  the  basal  body  tempera- 
ture technique  is  the  most  reliable  and  the 
most  convenient  technique  we  now  possess 
for  detecting  ovulation.”  Greulich’s  observa- 
tion from  this  study  indicated  that  when 
ovulation  occurs,  it  can  be  plotted  on  the 
basal  temperature  chart  after  the  tempera- 
ture has  passed  its  low  mark  and  has  begun 
to  rise  to  what  is  regarded  as  the  post- 
ovulation level. 

The  endometrium  has  been  referred  to  as 
“the  mirror  of  the  ovary”  or  “the  handwrit- 
ing of  the  ovary  on  the  wall  of  the  uterus”; 
and  the  sloughing  off  of  the  endometrium 
during  menses  has  been  referred  to  as  “the 
tears  of  a disappointed  uterus.”  Such 
phrases  should  emphasize  the  constant  day- 
to-day  changes  in  the  endometrial  architec- 
ture, which  is  entirely  dependent  on  the 
ovaries  for  its  existence.  Hence,  the  endome- 
trial histologic  pattern  will  reflect  the  stage 
of  ovarian  activity,  so  that  the  finding  of  a 
secretory  type  of  endometrium  at  the  onset 
of  the  menses  denotes  that  ovulation  has 
taken  place.  It  must  never  be  forgotten  that 
the  finding  of  a nonsecretory  endometrium 
at  this  time  does  not  necessarily  denote 
failure  of  ovulation.  It  is  only  upon  repeated 
biopsy  showing  proliferative  type  of  en- 
dometrium that  a diagnosis  of  an  ovulatory 
bleeding  can  be  made. 

CONCLUSION 

The  investigation  of  the  causes  of  sterility 
in  a barren  wife  should  not  be  undertaken 
unless  the  husband  will  cooperate  and  sub- 
mit himself  for  an  examination  too,  because 
the  husband  will  contribute  factors  toward 
the  causes  of  sterility  in  up  to  60  per  cent  of 
the  cases.  This  investigation  includes  a com- 
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plete  history  and  physical  examination  of 
both  partners  not  only  to  determine  the  state 
of  health  of  the  couple  but  to  detect  factors 
that  may  be  contributory  towards  sterility. 

Before  a doctor  ever  starts  to  treat  a bar- 
ren couple,  he  should  have  answered,  to  his 
satisfaction,  these  five  questions: 

1.  Are  the  sperms  normal  and  active  and 
in  sufficient  number? 

2.  Is  there  any  disease  of  the  female 
pelvic  organs  that  can  be  detected  on  bi- 
manual examination? 

3.  Are  the  sperms  being  deposited  in  the 
posterior  fornix,  and  do  sufficient  number 
of  sperms  penetrate  and  live  long  enough  in 
the  cervical  mucus? 

4.  Are  the  tubes  patent  as  determined  by 
the  patency  test? 

5.  Is  ovulation  occurring?  If  so,  when? 
If  not,  why  not? 

To  answer  these  questions,  the  physician 
must  conduct  a diagnostic  survey.  Such  a 
diagnostic  work-up  for  sterility  constitutes 
only  the  minimal  amount  of  diagnostic  inves- 
tigation. 

A physician  should  not  attempt  to  treat  a 
case  of  sterility  until  he  has  the  answers  to 
these  five  questions  because  he  cannot  treat 
sterility  intelligently  unless  he  is  aware  of 
all  the  etiologic  factors  in  every  given  case 
of  barren  marriage. 
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ABSTRACT  OF  DISCUSSION 

Dr.  W.  B.  Lasater,  Mineral  Wells:  The  minimal 
survey  of  infertility  as  presented  by  Dr.  Boehler 
does  not  leave  much  to  be  said.  The  subject  is 
timely  and  socially  important.  His  presentation  is 
clear  as  to  details  and  to  the  point. 

Interest  in  infertility  has  been  renewed  in  the 
last  few  years,  with  attention  directed  particularly 
to  the  male,  who  has  been  found  to  be  the  respon- 
sible factor  in  more  than  a third  of  all  sterile  mar- 
riages. Sterility  therefore  is  regarded  as  a disorder 
of  the  married  couple  and  demands  investigation  of 
both  parties.  A rational  approach  to  the  problem  is 


indicated  in  the  etiologic  survey  of  factors  involved 
as  presented  in  the  outline  from  Mazer. 

The  study  of  sterility  is  rightfully  begun  with  a 
careful  and  detailed  history  followed  by  a thorough 
physical  examination  which  is  supplemented  by  a 
special  examination  of  the  generative  tract.  Organs 
must  be  evaluated  as  to  structure  and  function. 
Usually  there  are  from  three  to  five  abnormalities 
in  each  subject  of  primary  sterility. 

In  the  male  it  must  be  ascertained  that  he 
possesses  normally  developed  genitalia  without  too 
much  impairment  by  disease,  that  he  can  produce 
normal  sperms,  and  can  deposit  them  in  a physio- 
logic and  normal  functional  manner. 

In  the  female  it  must  be  determined  that  the 
cervical  os  is  patent,  that  there  is  continuity  of 
lumen  in  the  upper  genital  tract,  and  that  ovulation 
occurs.  The  methods  of  examination  have  been  de- 
tailed so  that  they  are  simplified  and  applicable  to 
office  use. 

Examination  of  the  male  is  best  made  by  the 
urologist.  Furthermore,  selected  cases  of  aspermia 
or  oligospermia  might  be  referred  for  testicular 
biopsy  or  assay  of  urinary  androgens  where  labora- 
tory facilities  are  available. 

In  the  endocrine  survey  mention  should  be  made, 
I think,  of  the  basal  metabolism  test  and  thyroid 
administration  to  all  patients  whose  metabolic  rate 
is  zero  or  below.  Rubin  stated  that  there  are  two 
endocrine  products  of  therapeutic  value  in  sterility 
at  this  time,  thyroid  and  estrogens,  thyroid  because 
of  its  trophic  effect  on  the  ovaries  and  on  general 
metabolism,  estrogens  because  of  their  activating 
effect  on  the  fallopian  tubes  and  possibly  on  cervical 
secretions. 

Perhaps  the  greatest  reward  of  appreciation  that 
the  physician  receives  conies  from  these  childless 
couples  who  are  helped  to  the  realization  of  off- 
spring. Attention  to  the  principles  and  methods  as 
pointed  out  by  Dr.  Boehler  will  help  attain  the  de- 
sired results. 

Dr.  B.  H.  Passmore,  San  Antonio:  Most  cases  of 
sterility  are  caused  by  low  thyroid  and  low  ovarian 
activity. 

There  are  a few  mechanical  conditions  that  are 
obvious  when  present  and,  of  course,  must  be  over- 
come. Many  patients  conceive  after  a retroverted 
uterus  is  replaced  and  supported  with  a pessary; 
others  after  a severe  cervical  mucous  discharge  is 
cleared  up. 

In  approaching  the  treatment  of  a sterility  case, 
three  or  four  months  of  treatment  should  be  under- 
taken to  correct  the  above  conditions  before  tubal 
insufflation  is  used.  Most  of  these  patients  will  get 
pregnant  within  that  time  if  properly  treated.  Where 
there  is  a history  of  pelvic  infection  or  where  this 
may  be  suspected  in  the  history  so  there  is  a rea- 
sonable expectation  of  stenosed  tubes,  it  is  more 
logical  to  insufflate  as  soon  as  proper  conditions 
are  established.  I have  had  only  1 patient  conceive 
after  tubal  insufflation  and  have  had  more  than  150 
conceive  before  I reached  the  stage  of  treatment 
that  I thought  indicated  insufflation  of  the  tubes.  I 
do  not  have  the  exact  number  that  have  been  ap- 
parent failures  after  the  tubes  have  been  insufflated, 
but  I still  believe  this  procedure  presents  a minor 
role  in  the  treatment  of  sterility  and  is  used  in  many 
cases  in  which  it  is  not  indicated. 


There  can  be  no  isolationism  in  the  field  of  health. 
The  fight  against  infectious  disease  is  not  a na- 
tional or  racial  problem;  it  is  a task  for  the  whole 
of  humanity.  . . . The  all-inclusive  objective  of  any 
sound  tuberculosis  programme  is  the  prevention  and 
eventual  eradication  of  tuberculosis  from  the  peoples 
of  the  world. — Bull.  World  Health  Organization, 
1948. 
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UTEROTUBAL  INSUFFLATION  WITH 
USE  OF  THE  KYMOGRAPH 
EUGENE  R.  CHAPMAN,  M.  D. 

SAN  ANTONIO,  TEXAS 

Uterotubal  insufflation  has  long  been  ac- 
cepted in  the  search  for  the  cause  of  sterility. 
However,  the  addition  of  the  kymograph  has 
not  taken  popular  medical  fancy  as  did  the 
original  procedure.  This  is  unfortunate  be- 
cause so  much  additional  information  is  to 
be  gained  by  its  use.  The  usual  procedure 
only  reveals  whether  one  tube  is  open  or  both 
occluded  and  the  pressure  at  which  the  gas 
passed.  This  is  but  a small  part  of  the  knowl- 
edge that  .pan  and  should  be  ascertained  if 
the  physician  is  to  do  his  best  by  the  problem. 

Literature  concerning  the  use  of  the  kymo- 
graph is  rather  scant  but  it  usually  states 
that  its  main  advantage  is  a permanent  rec- 
ord of  what  Norman  F.  Miller  calls  “tubal 
behavior.”  That  statement  is  true  except  for 
the  inference  that  the  record  is  important 
only  as  a record.  It  is  important  as  such  for 
purposes  of  comparison  when  several  insuf- 
flations are  done  on  the  same  patient.  How- 
ever, the  record’s  greatest  importance  lies  in 
the  picture  it  presents  for  interpretation.  If 
the  operator  could  maintain  steady  enough 
pressure  of  the  gas  in  the  tubes  and  his  eye 
were  quick  enough  to  observe  all  the  mercury 
fluctuations  and  then  if  he  could  reconstruct 
the  whole  picture  for  purposes  of  interpreta- 
tion, the  record  would  be  unnecessary.  That 
is,  the  interpretation  could  be  recorded  and 
the  ultimate  outcome  as  far  as  the  patient 
is  concerned  would  be  but  little  changed. 
However,  such  agility  is  not  common  and 
therefore  tjie  record  becomes  extremely  im- 
portant in  that  it  can  be  thoughtfully 
evaluated  in  the  light  of  its  several  possi- 
bilities. 

It  is  not  within  the  province  of  this  paper 
to  discuss  indications,  contraindications,  or 
technique.  Those  factors  remain  unaltered  by 
the  kymograph  and  have  been  discussed  at 
length  many  times.  There  are,  however,  two 
points  concerning  the  apparatus  and  equip- 
ment which  bear  stressing.  The  first  of  these 
is  that  the  gas  pressure  must  be  steady  and 
controlled.  The  second  is  that  for  better  in- 
terpretation, the  operator  himself,  not  an  as- 
sistant, should  listen  for  the  sound  of  gas 
passing  through  the  tubes.  Also,  in  so  doing 
he  must  have  his  hands  free  for  the  several 
things  he  will  find  to  do.  This  is  best  accom- 
plished by  using  the  Leffscope.  It  has  a 
heavy  weighted  bell  which  stays  where  it  is 
placed  and  is  advocated  by  Dr.  Rubin  in  his 

Read  before  the  Section  on  Obstetrics  and  Gynecology,  State 
Medical  Association  of  Texas,  Annual  Session,  Houston,  April 
28,  1948. 


excellent  new  text  Uterotubal  Insufflation. 
Steady  and  controlled  gas  pressure  is  accom- 
plished by  the  gas  passing  by  a reduction 
and  needle  valve  and  through  a syphon 
meter.  From  there  is  a two-way  egress  under 
the  same  pressure,  one  to  the  mercury  col- 
umn and  one  to  the  cannula.  The  Rubin  ap- 
paratus with  kymographic  attachment  is 


Fig.  1.  Kymogram  of  patient  A.  Here  the  tracing  alone  would 
indicate  bilateral  occlusion.  The  symptoms  and  findings  bear  it 
out. 

simple,  practical,  and  easy  to  operate.  Most 
other  apparatuses  are  only  variations  of 
Rubin’s  original  machine. 

The  kymograph  alone  and  unsupported  by 
other  findings  will  usually  indicate  if  the 
tubes  are  patent  or  occluded ; if  there  is  an 
obstructive  spasm;  if  there  is  stenosis,  and 
to  considerable  extent  the  degree  of  stenosis ; 
and  the  important  factor  of  tubal  function. 
The  stark  writing  of  the  graphic  pen  reveals 
the  above,  but  the  location  of  pain  and  the 
auscultatory  findings  greatly  support  and 
enhance  those  diagnoses.  It  is  the  correlation 
of  these  signs  and  symptoms  with  the  trac- 
ing which  permits  a finer  diagnosis.  Since 
the  tracing  alone  is  that  of  the  tube  with  the 
lesser  or  no  pathologic  conditions,  it  is  easy 
to  understand  the  importance  of  the  physical 
signs  in  locating  the  pathologic  condition. 
Using  the  kymograph,  checking  for  location 
of  pain,  and  listening  for  the  passage  of  gas 
together  usually  make  possible  the  location 
of  the  pathologic  condition,  a distinct  ad- 
vantage over  the  more  commonly  used  type 
of  insufflation.  To  this  end  and  to  make  a 
complete  record,  I have  added  to  the  usual 
graph  papers  the  questions  which  appear 
superimposed  on  the  illustrations.  With  this 
information  to  aid  in  the  interpretation  of 
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the  tracing  the  physician  could  at  any  later 
date  understand  the  state  of  tubal  function 
and  pathology  at  the  time  of  insufflation. 

In  the  normal  tube  the  pen  will  show  an 
initial  rise  of  at  least  30  to  50  mm.  of  mer- 
cury. More  commonly  it  will  rise  to  some- 
where between  50  and  100  mm.  and  then 
quickly  drop  back  to  from  20  to  50  mm.  The 
normal  rhythmic  excursion  of  the  pen  then 
depends  on  tubal  contractions  but  usually 
ranges  from  10  to  30  mm.  A variation  of 
less  than  10  mm.  is  probably  caused  by 
uterine  contractions.  The  amplitude  and  rate 
of  contractions  are  indicative  of  the  state  of 
tonicity  of  the  tubes  and  appear  to  be  di- 
rectly related  to  the  state  of  ovarian  func- 
tion and  to  the  time  in  the  ovarian  cycle.  In 
the  amenorrheic  and  menopausal  woman  the 
amplitude  and  rate  of  contractions  are  di- 
minished. The  auscultatory  findings  coincide 
with  the  tubal  contractions.  In  the  normal 
tube  there  will  be  silent  periods  during  which 
the  tracing  pen  rises  and  the  tube  contracts 
and  periods  when  the  gas  can  be  heard  pass- 
ing out  the  fimbria  as  the  pen  falls  and  the 
tube  relaxes.  Variations  in  this  cycle  indicate 
variations  or  impairment  of  tubal  function. 

There  is  usually  but  slight  discomfort  to 
the  patient  with  normal  tubes  although  she 
may  have  some  cramp-like  pain  above  the 
symphysis  due  to  distention  of  the  uterine 
cavity.  Variations  from  the  normal  tubes 
produce  characteristic  change  in  contrac- 
tions, pain,  and  auscultatory  findings.  The 
location  of  pain  offers  a good  index  as  to 
the  obstructive  site.  Pain  over  the  symphysis 
in  the  midline  would  indicate  obstruction  at 
the  uterotubal  junction.  In  progression,  pain 
more  laterally  would  indicate  a pathologic 
condition  more  distally  along  the  tube  until 
obstruction  at  the  fimbria  typically  causes 
pain  far  out  to  the  sides  and  in  the  lumbar 
regions. 

Tubal  occlusion,  if  bilateral,  presents  a 
typical  picture.  The  pen  will  steadily  rise  to 
the  desirable  maximum  of  pressure  and  re- 
main at  that  level  until  the  test  is  terminated. 
The  passage  of  gas  will  not  be  heard.  Pain 
may  be  an  outstanding  symptom  of  this  type 
of  obstruction  and  may  cause  early  discon- 
tinuation of  the  procedure.  When  the  ob- 
struction is  unilateral,  the  location  of  its 
site  presents  a more  difficult  problem.  It 
must  be  remembered  that  the  tracing  re- 
corded is  always  the  behavior  of  the  tube 
with  the  lesser  or  no  pathologic  condition. 
Thus  if  one  tube  is  obstructed  and  the  other 
normal,  the  tracing  will  be  riormal  but  typ- 
ically gas  should  be  heard  passing  through 
the  patent  side  and  pain  should  be  felt  on 
the  occluded  side.  Occasionally  in  such  in- 


stances the  patient’s  interpretation  of  the 
pain  and  the  operator’s  interpretation  of  the 
auscultatory  findings  may  lead  to  confusion. 
For  practical  purposes  the  location  of  the 
obstruction  is  not  too  important  here  since 
one  normally  functioning  tube  can  permit  a 
pregnancy.  It  becomes  more  important  when 


Fig.  2.  Kymogram  of  patient  B.  The  diagnosis  was  tubal 
spasm,  severe,  with  return  to  normal  function. 

the  ovary  has  been  removed  from  the  side  of 
the  good  tube,  but  even  then  it  is  well  known 
not  to  preclude  pregnancy.  However,  it  cer- 
tainly is  a definite  sterility  factor. 

Great  care  must  be  used  in  diagnosing 
bilateral  obstruction  so  that  it  is  not  con- 
fused with  uterotubal  spasm.  Disregarding 
the  various  etiologic  theories,  the  fact  re- 
mains that  spastic  tubal  occlusion  is  a defi- 
nite entity.  Since  most  commonly  the  pain  is 
found  to  be  midline  pain,  it  is  logical  to  as- 
sume that  most  commonly,  at  least,  it  is  the 
uterotubal  junction  involved.  This  is  the  site 
where  the  thickened  circular  muscle  layer  is 
often  said  to  have  a sphincter-like  action.  The 
initial  pressure  rise  in  spasm  is  most  often 
from  100  to  150  mm.  of  mercury,  but  it  will 
often  be  from  150  to  200  mm.  with  lessening 
incidence  as  the  higher  figure  is  approached. 
In  typical  spasm  the  initial  rise  of  the  pen  is 
followed  by  a rather  rapid  drop  to  a level 
comparable  to  the  tubes’  condition  and  a re- 
sumption of  whatever  activity  it  is  capable. 
Occasionally  a spasm  may  prove  diagnosti- 
cally troublesome  by  lingering  long  enough 
to  appear  as  an  occlusion.  Since  the  prog- 
noses of  the  two  are  considerably  different, 
a mistake  carries  the  possibility  of  much  em- 
barrassment. 
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A spasm  may  be  produced  by  contact  of  a 
cold  speculum  or  by  the  introduction  of  a 
cannula.  When  the  patient  complains  of 
cramp-like  pain  after  inserting  the  cannula, 
the  operator  should  wait  a minute  or  two  for 
the  cramps  to  subside  before  beginning  the 
test.  I have  recorded  on  the  same  graph  the 
following  tracings:  First,  the  passage  of  gas 
at  a normal  level  but  without  function.  Fol- 
lowing this  I manipulated  the  cannula  and 
tenaculum  only  slightly  and  then  recorded 
a spasm  which  carried  the  pen  up  to  200  mm. 


nounced  are  the  symptoms  and  findings  on 
insufflation.  As  in  occlusion,  the  stricture 
may  exist  at  any  location  in  the  tube  and 
also,  as  in  occlusion,  the  location  of  pain  is 
usually  indicative  of  the  site  of  stricture. 
The  initial  pressure  rise  is  most  often  to  be- 
tween 120  and  160  mm.  of  mercury.  It  is 
also  thus  that  a spasm  might  initially  mani- 
fest itself.  However,  the  similarity  ordinarily 
ends  there. 

The  pressure  in  spasm  will  drop  sharply 
unless  it  is  sufficiently  unusual  to  continue 


Fig.  3.  Kymograms  of  patient  C. 

Left.  At  the  first  insufflation  the  diagnosis  was  initial  tubal  spasm,  moderate  degree,  with  subsequent 
tubal  patency  but  nonfunction,  and  probable  peritubal  adhesions.  Symptoms  and  findings  indicate  a 
stenosis  of  the  right  tube  because  of  the  severe  pain  far  out  to  the  right  and  because  on  that  side  there 
was  a steady,  high-pitched  sound  of  passing  gas.  It  can  be  seen  that  the  form  superimposed  at  the  top  is 
inadequate.  This  was  later  changed  to  include  whether  the  sound  was  high  or  low  pitched,  constant  or 
intermittent. 

Right.  At  the  second  insufflation  the  diagnosis  was  normal  patency  and  function.  The  symptoms  and 
findings  indicate  improvement  in  the  stenosis  of  the  right  tube.  The  pressure  rise  while  the  patient  was 
bearing  down  indicates  that  the  gas  is  in  the  peritoneal  cavity.  Such  a finding  is  also  possible  with  a 
large  and  flaccid  uterus  or  greatly  dilated  tube,  but  is  unlikely.  This  tracing  shows  the  value  of  repeat 
insufflations. 


This  was  followed  in  a few  minutes  by  a 
third  tracing  much  like  the  first.  That  ex- 
ample shows  the  ease  with  which  the  physi- 
cian could  be  in  error.  It  would  seem  that 
this  ease  of  error  would  be  increased  where 
the  physician  did  not  have  the  support  of 
the  kymograph  because  of  a natural  tendency 
to  strike  a level  and  stop  before  an  adequate 
time  trial.  Any  tracing  which  appears  to  be 
a tubal  obstruction  should  be  followed  at  an- 
other time  by  a repeat  test  preceded  by  the 
use  of  some  antispasmodic.  In  the  light  of 
two  occlusive  tests  preceded  by  an  anti- 
spasmodic, a diagnosis  of  tubal  occlusion  can 
be  made. 

Tubal  stenosis  may  exist  in  any  degree  up 
to  occlusion  and  it  happens  logically  that  the 
greater  the  degree  of  stenosis  the  more  pro- 


long enough  to  be  confused  with  an  occlusion. 
The  pressure  drop  in  stenosis  is  gradual  and 
often  consists  of  a rounded  out  or  bulging 
sort  of  curve.  Furthermore,  the  pen  does  not 
return  to  a normal  level  but  to  a higher  plane 
which  is  consistent  with  the  degree  of  sten- 
osis or  the  difficulty  the  gas  encounters  in 
getting  through  the  tube.  Contractions  are 
to  a degree  variable  with  the  extent  of 
stricture.  Ordinarily,  in  the  more  severe 
stricture  there  will  be  no  contractions,  but 
in  slight  stricture  there  may  be  weak  and 
irregular  contractions.  On  auscultation  the 
sound  of  gas  can  be  heard  constantly,  and 
the  more  severe  the  stricture,  the  more  high 
pitched  the  sound.  This  constant  sound  oc- 
curs because  the  tubal  rigidity  due  to  the 
probable  infectious  process  prevents  the 
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complete  interference  with  the  passage  of  the 
gas  as  occurs  in  contractions  of  the  normal 
tube.  Pain  which  usually  coincides  with  the 
location  of  the  stricture  also  is  usually  pro- 
portionate to  the  degree  of  stricture.  Pain 
is  a characteristic  finding.  It  is  constant  as 
it  also  may  be  in  occlusion,  but  in  this  in- 
stance the  point  of  differentiation  is  that 
gas  may  be  heard  passing  from  the  tubes. 

When  the  stricture  is  unilateral,  a diag- 
nostic problem  is  presented  in  which  the 
symptoms  and  findings  become  more  import- 


Nonfunctioning  tubes  are  important  steril- 
ity factors.  It  is  not  believed  that  the  ovum 
is  in  any  way  capable  of  self  propulsion. 
Also,  it  is  not  generally  accepted  that  the 
ciliated  epithelium  of  the  tubal  mucous  mem- 
brane serves  to  carry  the  egg  to  its  proper 
destination.  However,  much  has  been  done 
to  show  that  the  tubal  contractions  are  pur- 
poseful. They  have  been  shown  to  increase  at 
time  of  ovulation  and  it  is  believed  that  their 
direction  is  toward  the  uterus.  It  would  ap- 
pear that  tubal  contractions  play  a major 


with  an  ectopic  pregnancy  six  weeks  previously.  the  kymograph  the  physician  would  have  stopped  with  the  first 

Center.  At  the  second  insufflation  the  gas  goes  through  at  a insufflation, 
lower  level  and  there  is  some  indication  of  returning  function. 


ant.  When  the  nonstrictured  tube  is  normal, 
the  recording  is  normal  but  constant  pain 
and  constant  high  pitched  sound  will  be 
heard  on  the  opposite  side.  When  one  tube 
is  occluded  and  one  stenosed,  the  recording 
will  be  that  of  stenosis  and  the  differential 
diagnosis  rests  mainly  on  auscultation.  The 
pain  of  the  occluded  side  may  nearly  match 
that  of  the  strictured  side,  so  it  is  the  flow 
of  gas  which  must  be  the  differential  point. 

In  my  experience  simple  nonfunction  is  by 
far  the  most  frequently  demonstrated  path- 
ologic condition.  This  is  usually  believed  to 
be  the  result  of  peritubal  adhesions  which 
serve  to  splint  the  tube,  permitting  a flow  of 
gas  but  prohibiting  contractions.  Here,  as  in 
stenosis,  the  sound  of  gas  passing  is  usually 
constant  but  is  less  high  pitched  than  in 
stenosis  because  of  less  interference  within 
the  lumen  itself.  The  gas  goes  through  at  a 
lower  level  than  in  stenosis,  usually  around 
100  mm.  mercury  but  often  at  a normal  level. 
Pain  is  increased  over  that  in  the  normal 
tube  because  of  the  tug  on  the  adhesions,  but 
it  is  a variable  factor  and  not  of  much  diag- 
nostic importance. 


role  in  the  egg’s  migration  and  when  absent, 
while  not  precluding  pregnancy,  make  that 
state  considerably  less  likely.  It  is  a sterility 
factor  about  which  considerable  can  often  be 
done.  Repeated  insufflations  often  greatly 
improve  function  presumably  by  the  impact 
of  the  gas  suddenly  stretching  the  adhesion. 
It  is  now  my  practice  in  nonfunction  to  do 
three  insufflations  unless  normal  function 
is  demonstrated  on  the  second. 

All  the  fine  points  of  diagnosis  just  dis- 
cussed are  made  possible  by  the  interpreta- 
tion of  the  kymographic  tracing  as  corre- 
lated with  the  symptoms  and  findings.  It  is 
a refinement  over  the  usual  simple  insuffla- 
tion and  appears  too  valuable  to  be  over- 
looked in  the  search  for  the  cause  of  sterility. 

There  seems  to  be  considerable  needless 
controversy  over  which  is  the  better  test,  in- 
sufflation or  hysterosalpingography.  It  is 
conservative  to  state  that  each  has  its  proper 
place.  Greater  morbidity  and  mortality,  even 
though  small  in  itself,  has  been  shown  for 
hysterosalpingography.  There  has  not  been 
one  recorded  death  following  insufflation 
with  carbon  dioxide  gas.  Therefore  it  would 
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seem  more  conservative  to  use  the  safer 
method  first.  In  most  instances  that  is  all 
that  would  be  necessary.  In  cases  of  doubt 
and  where  corrective  surgery  is  contem- 
plated, visualization  should  be  obtained.  The 
slight  added  risk  is  no  small  factor  to  the 
individual  patient  concerned  and  becomes 
worth  while  only  when  the  gain  is  worth  the 
risk. 

401  West  Summit. 

ABSTRACT  OF  DISCUSSION 

Dr.  J.  L.  Jinkins,  Galveston:  This  is  a timely  paper 
in  view  of  the  increasing  accent  upon  sterility  in- 
vestigation and  treatment.  I can  agree  with  the  ar- 
guments in  favor  of  using  the  kymograph  in  con- 
junction with  the  Rubin  apparatus  and  carbon 
dioxide  as  being  safe  and  helpful  both  diagnostically 
and  therapeutically.  The  use  of  symptoms  (pain,  its 
location  and  intensity)  along  with  the  usual  Rubin 
findings  of  auscultation,  gas  pressure  level,  and 
peristalsis,  and  the  shoulder  pain  upon  erect  postui’e, 
is  a logical  and  practical  approach. 

I would  agree,  from  what  I have  seen  in  the 
clinic,  that  repeated  insufflations,  both  in  tubal  non- 
function (splinted  tube)  and  in  stenosis,  are  defi- 
nitely indicated  therapeutic  measures  that  really 
pay  off  in  pregnancies  produced. 

Dr.  Chapman  says  “in  the  light  of  two  occlusive 
tests  preceded  by  an  antispasmodic,  a diagnosis  of 
tubal  occlusion  can  be  made.”  In  view  of  my  ex- 
perience in  the  clinic,  where  I have  seen  passage  of 
radiopaque  material  (oil,  and  so  forth)  after  failure 
of  insufflation,  I do  not  believe  such  an  unqualified 
statement  is  justified.  Stenosis,  perhaps,  but  not 
occlusion. 

Again,  Dr.  Chapman  states  that  the  added  risk  of 
hysterosalpingography  becomes  worth  while  only  if 
the  gain  is  worth  it.  This  he  restricts  to  “cases  of 
doubt  and  where  corrective  surgery  is  contem- 
plated.” “Cases  of  doubt”  can  cover  all  the  indica- 
tions where  we  use  hysterosalpingography,  and  still 
leave  out  “where  corrective  surgery  is  contem- 
plated.” 

This  thoughtful  paper  I believe  to  be  highly  sig- 
nificant for  its  interpretation  of  combined  signs, 
symptoms,  and  pressure  reading. 


MASS  TUBERCULIN  TESTING  IN  EUROPE 
Tuberculin  testing  of  from  40,000,000  to  50,000,- 
000  children  in  Europe  and  offering  vaccination  with 
BCG  to  all  found  to  be  uninfected  by  the  tubercle 
bacillus  is  being  undertaken  by  the  United  Nations 
International  Children’s  Emergency  Fund,  the  World 
Health  Organization,  the  Danish  Red  Cross,  and 
other  Scandinavian  Red  Cross  chapters.  In  addition 
to  affording  a means  of  relief  from  tuberculosis  to 
the  younger  population  of  Europe,  this  program,  ac- 
cording to  Dr.  Carroll  E.  Palmer,  senior  surgeon  of 
the  Tuberculosis  Control  Division  of  the  U.  S. 
Public  Health  Service,  offers  “brilliant  possibilities 
in  terms  of  increasing  our  knowledge  of  tuberculosis. 
Indeed,  the  project  may  well  serve  as  the  basis  for 
the  most  extensive  epidemiological  study  ever  un- 
dertaken for  any  disease.” 


The  clinical  and  x-ray  pictures  of  virus  pneumonia 
may  at  times  be  duplicated  by  early  acute  tubercu- 
losis, and  patients  diagnosed  as  having  virus  infec- 
tions should  not  be  dismissed  until  the  chest  films 
are  entirely  clean. — David  T.  Smith,  M.  D.,  Am. 
Rev.  Tuberc.,  April,  1948. 
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DALLAS,  TEXAS 

The  value  of  the  endometrial  biopsy  as  an 
aid  to  the  solution  of  menstrual  disorders 
and  particularly  in  the  problems  of  sterility 
has  long  been  recognized.  In  many  instances, 
knowledge  as  to  the  ability  to  ovulate  can  be 
obtained  only  by  histologic  study  of  the  en- 
dometrium, although  the  use  of  basal  tem- 
perature graphs  is  of  much  value. 

The  usual  pathologic  report  on  endome- 
trium submitted  for  these  problems  merely 
states  that  the  particular  specimen  is  of  the 
secretory  or  nonsecretory  type.  A statement 
that  the  secretory  endometrium  is  either 
early  or  late  may  also  be  made.  Under  most 
circumstances,  such  a report  is  adequate. 

In  recent  years  much  attention  has  been 
directed  toward  the  ability  of  the  endome- 
trium to  undergo  complete  maturation  in  its 
response  to  the  corpus  luteum.  Failure  to  do 
so  may  be  an  explanation  for  the  apparently 
barren  marriage  in  which  the  woman  does 
ovulate  and  presents  no  other  cause  for  the 
sterility,  either  mechanical  or  endocrinologic. 

This  paper  attempts  to  present  the  vary- 
ing histologic  changes  occurring  in  normal 
endometrium  throughout  the  entire  men- 
strual cycle.  No  claims  for  originality  are 
made,  with  the  exception  of  the  preparation 
of  the  illustrative  material.  Endometrial 
dating  is  primarily  based  upon  criteria  set 
down  by  Drs.  John  Rock  and  Marshall 
Bartlett,5  and  elaborated  upon  by  Dr.  Arthur 
T.  Hertig,  pathologist  for  the  Free  Hospital 
for  Women  and  the  Boston  Lying-In  Hos- 
pital. A much  more  detailed  presentation  of 
this  interesting  histologic  phenomena  can  be 
found  in  Dr.  Hertig’s  paper  “Diagnosing  the 
Endometrial  Biopsy.’’2 

HISTOLOGIC  DESCRIPTION 

Sections  for  the  illustrations  were  secured 
from  the  pathologic  material  in  the  labora- 
tory of  the  Parkland  Hospital,  Dallas,  Texas. 
An  attempt  was  made  to  establish  the  day  in 
the  cycle  when  the  material  was  collected, 
and  this  was  checked  at  a later  date  by  a 
study  of  the  clinical  record. 

Endometrial  dating  is  based  upon  an  ideal 
menstrual  cycle  of  twenty-seven  days  with 
the  first  day  corresponding  to  the  first  day 
of  the  menstrual  flow.  The  cycle  is  divided 
grossly  into  proliferative  and  secretory  or 
progestational  or  differentiative  phases.  The 
proliferative  phase  does  not  lend  itself  to 
the  finer  histologic  changes  of  the  progesta- 
tional phase,  but  sufficient  variations  occur 
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Medical  Association  of  Texas,  Annual  Session,  Houston,  April 
28,  1948. 


1948 


ENDOMETRIAL  DATING— BLEND 


517 


so  that  the  histologist  recognizes  the  early, 
mid,  and  late  stages  of  this  half  of  the  cycle. 

It  may  be  well  at  this  point  to  call  atten- 
tion to  the  fact  that  variations  in  the  length 
of  the  menstrual  cycle  are  the  result  of  varia- 
tions in  the  proliferative  rather  than  in  the 
progestational  phase.  The  latter  has  been 
found  to  begin  fourteen  days  plus  or  minus 


two  days  prior  to  the  onset  of  the  next  men- 
strual period.7 

The  early  proliferative  endometrium  of 
about  the  seventh  day  of  the  cycle  is  charac- 
terized by  a thin  surface  epithelium,  which 
is  especially  thin  at  a distance  from  the 
gland  mouths  (fig.  la).  The  epithelial  cells 
are  cuboidal  to  columnar  in  type.  The  gland 


Fig.  la.  Early  proliferative  endometrium  of  about  the 
seventh  day  of  the  cycle.  Note  the  incomplete  regrowth 
of  the  surface  epithelium. 

b.  Late  proliferative  endometrium.  Note  that  the  glands 
are  markedly  tortuous.  The  round  cell  infiltration,  lower 
right,  is  physiologic. 

c.  Sixteenth  day  secretory  endometrium.  Note  the  basal 
vacuolization.  Under  high  power  it  is  possible  to  make 
out  frequent  mitotic  figures. 


d.  Nineteenth  day  secretory  endometrium.  Note  the 
marked  beginning  edema  of  the  stroma.  The  secretion 
seen  within  the  gland  lumina  is  glycogen. 

e.  Twenty-third  to  twenty-fourth  day  endometrium. 
Note  that  the  nuclei  of  the  gland  cells  are  lined  up 
evenly  at  the  basement  membrane. 

f.  Early  menstruating  endometrium.  The  stroma  is 
markedly  infiltrated  with  leukocytes. 
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mouths  represent  the  point  from  which  re- 
pair of  the  surface  epithelium  must  ensue. 
There  are  many  variations  in  the  thickness 
of  the  endometrium,  which  is  a result  of  the 
variations  in  degree  and  type  of  menstrua- 
tion. In  some  women  there  may  occur  as 
much  as  a two-thirds  loss  of  endometrium, 
while  in  others  the  predominant  change  is 
an  involution  of  the  secretory  endometrium, 
with  only  a minimal  loss  of  tissue  from  the 
upper  one-third  of  the  endometrium.  The 
basal  layer  undergoes  little  cyclical  change 
except  during  the  secretory  phase.  This 
basal  layer  does  not  undergo  any  desquama- 
tion during  the  actual  bleeding  period,  since 
regeneration  must  begin  at  this  point.  Any 
change  undergone  by  the  basal  layer  at  the 
time  of  menstruation  is  in  the  form  of  in- 
volution only. 

The  glands  of  the  early  proliferative  phase 
are  straight  or  slightly  tortuous.  The  cells 
are  tall  columnar  in  type  with  the  nuclei 
showing  pseudostratification.  This  term 
means  that  the  cells  are  arranged  in  a single 
layer,  but  with  the  nuclei  occupying  varying 
levels  within  the  cell  boundary  and  present- 
ing a stratified  appearance.  Mitotic  figures 
are  frequent. 

The  stroma  also  manifests  growth,  char- 
acterized by  the  presence  of  many  mitoses. 
The  cells  are  somewhat  stellate  in  shape  and 
are  composed  almost  entirely  of  nuclei.  Cell 
boundaries  are  poorly  defined.  The  stroma 
is  somewhat  edematous. 

Lymphocytes  are  frequently  seen  in  these 
sections  and  are  present  chiefly  in  the  middle 
and  basal  layers.  They  are  seen  as  focal  ac- 
cumulations. It  is  important  to  bear  in  mind 
that  these  accumulations  of  inflammatory 
cells  are  normal  and  are  not  indicative  of  en- 
dometritis. Only  when  plasma  cells  can  be 
identified  in  endometrium  is  a diagnosis  of 
endometritis  warranted.  Phagocytic  cells  are 
frequently  seen  at  this  stage  of  the  cycle  and 
merely  represent  a leftover  of  the  recent 
menstruation.  The  function  of  these  cells  is 
obviously  the  removal  of  old  blood  and  cellu- 
lar debris. 

The  midproliferative  phase  presents  no 
unusual  picture  as  compared  to  the  early 
phase  except  for  continued  evidence  of 
growth,  that  is,  mitotic  activity  both  in  the 
glands  and  stroma.  The  endometrium  may 
appear  somewhat  thicker  and  the  surface 
epithelium  may  show  a beginning  undulation 
as  a result  of  the  continued  growth  within 
a limited  space. 

The  late  proliferative  phase  shows  an  in- 
creasing undulation  of  the  surface  epithe- 
lium with  an  increase  in  length  and  tortu- 
osity of  the  glands.  The  edema  of  the  stroma, 


previously  noted,  is  now  becoming  reduced 
and  the  stroma  presents  a more  close-packed 
appearance.  Some  secretion  is  present  in  the 
lumina  of  the  glands,  but  this  is  a mucinous 
material  devoid  of  glycogen  (fig.  lb). 

The  progestational  phase  of  the  cycle  be- 
gins on  the  fifteenth  day  of  the  perfect 
twenty-seven  day  cycle.  There  are  no  char- 
acteristic changes  to  denote  the  fifteenth 
day,  but  the  presence  of  such  a date  is  pre- 
dicated on  the  assumption  that  ovulation 
occurs  fourteen  days  plus  or  minus  two  days 
prior  to  the  onset  of  the  next  expected 
menses.  Obviously,  whatever  changes  in  the 
endometrium  are  induced  by  the  new  corpus 
luteum’s  secretion,  progesterone,  would  not 
appear  immediately,  and  in  fact  as  much  as 
from  thirty-six  to  forty-eight  hours  may 
transpire  before  such  changes  occur. 

On  the  sixteenth  day  there  occurs  the  first 
evidence  of  secretion  in  the  form  of  an  irre- 
gular vacuolization  of  the  cytoplasm  of  the 
gland  cells.  This  is  a basal  vacuolization, 
with  the  nuclei  being  pushed  toward  the  sur- 
face of  the  cell  (fig.  lc).  Mitotic  figures, 
both  in  the  glands  and  the  stroma,  are  still 
prevalent.  The  stroma  is  unchanged  except 
for  beginning  accumulation  of  edema  fluid. 

The  seventeenth  day  is  characterized  by  a 
marked  increase  in  the  vacuolization  of  the 
gland  cells.  A few  mitotic  figures  are  still 
present.  No  secretion  is  seen  within  the  gland 
lumina  and  no  further  changes  in  the  stroma 
are  noted.  Some  pseudostratification  is  still 
present. 

The  eighteenth  and  nineteenth  days  show 
little  variation  and  are  considered  together. 
There  is  noted  a beginning  lining  up  of  the 
nuclei  of  the  gland  cells  with  clear  areas  ap- 
pearing in  the  cytoplasm  both  above  and  be- 
low the  nucleus.  However,  the  nuclei  are  now 
being  pushed  downward  to  the  floor  of  the 
cells.  The  edema  is  increasing  and  mitotic 
figures  are  now  absent.  The  absence  of 
mitoses  is  an  important  aid  in  differentiat- 
ing this  period  from  the  sixteenth  day  be- 
cause in  both  instances  irregular  vacuoliza- 
tion is  present.  In  addition,  on  the  eighteenth 
and  nineteenth  days,  there  can  be  seen  begin- 
ning secretion  collected  in  the  gland  lumina 
(fig.  Id). 

From  the  twentieth  through  the  twenty- 
second  day  the  characteristic  findings  are 
chiefly  in  the  stroma.  The  edema  fluid  is 
marked  in  quantity.  Only  an  occasional 
vacuole  is  seen  in  the  gland  cells.  The  gland 
lumina  are  distended  with  secretion.  How- 
ever, active  secretion  stops  at  this  point  be- 
cause the  peak  of  corpus  luteum  function  (in 
the  absence  of  pregnancy)  is  reached  at  the 
twenty-second  day.  This  has  been  shown  by 
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the  corpus  luteum  studies  of  Brewer1  and 
confirmed  by  Rock  and  Hertig.1 

It  is  of  interest  to  know  that  implantation 
of  the  fertilized  ovum  occurs  on  about  the 
sixth  day  of  the  pregnancy,3’ 6 and  this  is 
closely  associated  with  the  beginning  of  the 
edema  stage  of  the  progestational  phase. 
Presumably  the  edematous  endometrium 
would  be  easier  to  invade  by  the  early  tropho- 
blast.  The  coincidence  of  secretion  from  the 
seventeenth  to  the  nineteenth  day  may  be 
due  to  the  fact  that  the  blastocyst  enters  the 
uterine  cavity  from  the  tube  on  the  third 
day  of  the  pregnancy1  and  is  able  to  derive 
its  nourishment  from  the  secreted  glycogen 
of  this  period. 

On  the  twenty-third  day  there  is  seen  the 
first  evidence  of  the  so-called  predecidua.  It 
is,  of  course,  a change  of  the  stromal  cells 
and  is  seen  at  first  immediately  beneath  the 
surface  epithelium  and  adjacent  to  the  spiral 
arterioles.  The  stromal  cells  become  swollen 
and  cell  boundaries  can  be  distinguished. 
The  nuclei  are  enlarged  and  vesicular  in  ap- 
pearance. The  edema  is  now  disappearing. 
In  addition,  there  is  seen  a reappearance  of 
the  mitotic  activity  in  the  stromal  cells, 
which  Dr.  Hertig  has  referred  to  as  the 
“secondary  mitotic  phase  of  the  predeci- 
duum.”  The  twenty-fourth  day  is  only  an  ac- 
centuation of  the  twenty-third  day  with  the 
glandular  cells  showing  secretory  exhaus- 
tion. In  this  state  the  nuclei  are  lined  up 
evenly  at  the  basement  membrane  of  the 
gland  cells  and  the  edema  continues  to  de- 
crease (fig.  le). 

On  the  twenty-fifth  day  there  is  noted  an 
infiltration  of  the  stroma  with  lymphocytes 
and  the  edema  is  absent.  The  predecidual  re- 
action is  increasing  from  this  point  through 
the  twenty-seventh  day,  and  in  addition 
there  is  a marked  increase  in  the  tortuosity 
of  the  glands  to  the  point  of  serration.  On 
the  twenty-eighth  day  there  is  an  infiltration 
of  the  stroma  with  polymorphonuclear  leu- 
kocytes ; some  clumping  of  the  stroma  is  pres- 
ent, indicating  necrosis ; and  in  some  areas 
actual  hemorrhage  is  seen.  This  heralds  the 
onset  of  the  next  menses  (fig.  If). 

DISCUSSION 

The  practical  importance  of  endometrial 
dating  is  easily  recognized  when  it  is  known 
that  many  endometrial  biopsy  specimens 
taken  on  the  first  day  of  the  menstrual  flow, 
for  reasons  of  sterility,  present  a picture 
similar  to  what  has  been  described  as 
twenty-second  or  twenty-third  day  or  other 
immature  progestational  endometrium.  Since 
the  endometrium  mirrors  what  is  going  on 
within  the  follicle  and  corpus  luteum  of  any 


one  cycle,  such  a picture  of  immature  secre- 
tory endometrium  would  indicate  a poorly 
functioning  corpus  luteum.  The  cause  for 
the  poor  corpus  luteum  lies  much  more  deep 
seated,  probably  within  the  pituitary  gland 
itself. 

If  it  can  be  established,  using  the  above 
outlined  criteria,  that  the  patient  under 
study  produces  only  poorly  functioning  cor- 
pus luteum,  the  physician  may  be  justified 
in  providing  replacement  therapy  in  the 
form  of  progesterone  to  the  woman  anxious 
for  a pregnancy.  In  all  probability  this  per- 
son is  capable  of  becoming  pregnant  but 
spontaneously  aborts  without  missing  a 
period  because  of  the  poor  bed  in  which  nida- 
tion must  take  place.  Of  course,  therapy  must 
be  given  in  expectation  of  fertilization  and 
must  begin  prior  to  the  next  expected  period. 
It  may  be  well  to  add  that  progesterone 
therapy  as  ordinarily  given  is  inadequate  in 
amount.  Dr.  George  Van  S.  Smith  of  the 
Fearing  Research  Laboratory  estimated,  on 
the  basis  of  studies  made  by  Dr.  Olive  Wat- 
kins Smith  and  himself,  that  the  normal 
corpus  luteum  produces  a minimum  of  50 
mg.  of  progesterone  daily.  It  would  appear 
that  a minimum  dosage  of  25  mg.  daily  be- 
ginning on  the  twentieth  day  of  the  cycle 
would  be  necessary  in  order  to  expect  any 
value  from  progesterone  therapy.8 

SUMMARY 

1.  Endometrial  dating  is  offered  as  an 
adjunct  to  studies  of  sterility  and  menstrual 
disturbances. 

2.  Criteria  for  dating  endometrium  are 
detailed  with  particular  emphasis  upon  the 
secretory  phase  of  the  menstrual  cycle. 

3.  A method  of  treatment  for  the  woman 
who  apparently  produces  only  immature 
secretory  endometrium  is  suggested. 

I should  like  to  express  my  appreciation  to  Dr. 
A.  T.  Hertig  for  his  permission  to  present  this 
material,  since  it  is  based  upon  and  modeled  after 
his  work.  In  addition,  Dr.  Hertig  generously  made 
many  suggestions  pertinent  to  this  particular  pre- 
sentation. I should  also  like  to  thank  Dr.  Charles  T. 
Ashworth  for  his  permission  to  use  material  from 
the  Pathological  Department  of  Parkland  Hospital, 
Dallas.  In  addition,  I wish  to  thank  Dr.  William  F. 
Mengert  for  his  encouragement  in  the  preparation 
of  the  paper. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Karl  John  Karnaky,  Houston:  Dr.  Blend  de- 
scribes the  normal  endometrium  during  the  entire 
cycle.  He  also  speaks  of  the  presence  of  lymphocytes 
and  polymorphonuclear  leukocytes,  indicating  that 
this  is  not  to  be  diagnosed  as  endometritis.  It  has 
been  my  observation  that  a physician  who  will  di- 
agnose endometritis  other  than  with  an  incomplete 
abortion  hafe  apparently  not  kept  up  with  the  studies 
on  endometrium.  There  is  some  question  whether  or 
not  basal  vacuolization  is  indicative  of  progesterone. 
These  data  are  being  checked  by  kymographic  trac- 
ing and  basal  body  temperature  records. 

He  states  that  the  cause  of  the  poor  corpus  luteum 
lies  within  the  pituitary  gland.  The  experiments  on 
rabbits  and  monkeys  do  not  bear  that  assertion  out 
in  that  if  all  except  one  ovum  are  destroyed  by 
coagulation  while  the  pituitary  gland  is  still  func- 
tioning normally,  the  one  remaining  egg  does  not 
develop.  If  small  doses  of  estrogen  are  given,  even 
though  the  same  amount  of  pituitary  is  present,  this 
one  egg  develops  to  maturity  and  ovulates.  Also,  if 
small  doses  of  estrogen  are  given  to  a pseudopreg- 
nant rabbit,  the  corpus  luteum  becomes  identical  in 
every  way  to  that  of  a pregnant  rabbit.  It  has  been 
shown  that  if  certain  fish  are  caught  after  they 
have  laid  their  eggs  and  their  ovaries  are  sprayed 
with  'estrogen,  they  will  swim  back  and  lay  another 
set  of  eggs. 

It  is  clear  from  the  mass  of  research  that  the 
ultimate  control  of  ovarian  development  is  ex- 
ercised by  the  anterior  pituitary  gland,  but  how 
many  different  secretions  of  this  gland  are  involved 
is  not  yet  certain,  as  indicated  by  studies  of  Bul- 
lough*  in  1939,  1942,  and  1943.  He  expressed  the  be- 
lief that  there  are  at  least  two  separate  factors  exert- 
ing influence  on  the  ovaries.  It  seems  that  the  main 
function  of  the  follicular  stimulating  hormone  of  the 
anterior  pituitary  gland  is  to  stimulate  the  follicular 
wall,  probably  the  theca  interna  (Mossman.f  1937; 
Corner,.!  1938),  to  secrete  a certain  low  concentration 
of  estrogen,  some  of  which  is  deposited  in  the  follicu- 
lar cavity  and  some  of  which  is  carried  away  in  the 
blood  stream.  The  concentration  of  estrogen  in  the 
follicular  cavity  induces  growth  of  the  follicles  and, 
after  ovulation,  the  changes  in  the  germinal  epithe- 
lium and  development  of  the  corpus  luteum.  The 
production  of  estrogen  slackens,  and  the  mitosis  of 
the  ovarian  cells  is  greatly  reduced.  Luteinization 
then  takes  place  by  the  action  of  the  estrogens.  This 
is  apparently  true  because  mitotic  activity  is  more 
active  where  the  cells  lie  in  direct  contact  with  the 
liquor  folliculae.  Further  out  from  the  follicular 
cavity  there  is  less  mitosis.  Bullough  has  been  able 
to  stimulate  follicular  development  by  placing  estro- 
gen directly  on  the  ovaries.  I am  at  present  experi- 
menting with  doses  of  diethylstilbestrol  in  oil.  This 
oil  is  being  injected  through  the  tubes  to  and  around 
the  ovaries  in  menstrual  disorder  and  sterility  cases. 

♦Bullough,  W.  S.  : Effects  of  Oestrone  on  Ovary  of  Mouse, 
J.  Endocrinal.  3 :235-243  (Aug.)  1943. 

tMossman.  H.  W.  : Thecal  Gland  and  Its  Relation  to  Repro- 
ductive Cycle ; Study  of  Cyclic  Changes  in  Ovary  of  Pocket 
Gopher,  Geomys  bursarius  (Shaw),  Am.  J.  Anat.  61  :289-319 
(July)  1937. 

^Corner,  G.  W.  : Sites  of  Formation  of  Estrogenic  Substances 
in  Animal  Body.  Physiol.  Rev.  18:154-172  (April)  1938. 


It  has  been  found  at  the  Jefferson  Davis  Hospital, 
Houston,  by  kymographic  tracings,  by  endometrial 
biopsies,  and  by  basal  mouth  temperatures  that  if 
0.05  to  0.1  mg.  of  stilbestrol  is  given  daily  for  from 
three  to  six  months  in  sterility  cases  in  which  the 
woman  has  poor  secretory  endometrium,  a normal 
well  developed  secretory  endometrium  will  form.  No 
progesterone  is  advocated  in  any  condition  that  I 
know  of  in  obstetrics  and/or  gynecology. 


TRAUMA  AND  INTERRUPTION 
OF  PREGNANCY 
A.  W.  DIDDLE,  M.  D. 

KNOXVILLE,  TENNESSEE 

It  is  common  belief  that  a misstep,  a fall, 
an  automobile  ride,  a jolt  while  riding  on  a 
train,  or  coital  trauma  may  induce  miscar- 
riage.31’ 30- 50  In  the  absence  of  antecedent 
physical  injury,  emotional  disturbance  some- 
times is  invoked  to  explain  the  abortion. 
Since  the  relationship  of  various  types  of 
trauma  to  abortion  is  not  well  understood,  a 
reevaluation  of  the  subject  is  desirable. 

COITUS 

For  centuries  there  has  been  tacit  accept- 
ance of  a cause  and  effect  relation  between 
coitus  and  abortion.  Hippocrates23  expounded 
the  belief.  Two  thousand  years  later  Menge30 
supported  it.  Pinard33  added  the  idea  that 
repeated  intercourse  predisposed  to  abortion 
more  commonly  in  primigravidas  than  in 
multigravidas.  Borras6  concurred  in  this 
opinion  and  suggested  that  the  greater  fre- 
quency of  intercourse  and  generally  smaller 
vaginas  in  the  former  might  account  for  the 
difference.  Howard  Kelly20  regarded  exces- 
sive sexual  activity  as  harmful,  especially  at 
a time  when  the  menses  might  otherwise  be 
expected.  Bumm8  advised  sexual  continence 
•during  early  pregnancy.  Baisch2  recom- 
mended abstinence  from  coitus  during  the 
first  and  third  trimesters.  Williams52  be- 
lieved accidental  rupture  of  the  membranes 
resulting  from  coitus  during  the  latter  part 
of  pregnancy  was  not  uncommon.  A.  Meyer29 
showed  experimentally  that  repeated  sexual 
intercourse  disturbed  the  normal  metabolic 
relations  between  the  corpus  luteum  and  the 
implanted  ovum. 

On  the  contrary,  Taussig,48  Dickinson,13 
and  Burch9  observed  little  harm  from  coitus 
in  early  pregnancy,  but  agreed  that  in  rare 
instances  it  might  produce  threatened  abor- 
tion. Even  so,  they  were  inclined  to  believe 
that  bleeding  and  coitus  were  usually  co- 
incidental. Invariably  the  embryo  has  under- 
gone degenerative  changes  days  before 
vaginal  bleeding  occurs.21  Diddle14-  10  studied 

From  the  Departments  of  Obstetrics  and  Gynecology  of  the 
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the  relationship  between  spontaneous  abor- 
tion and  coitus  in  85  gravid  women  and  con- 
cluded that  occasionally  it  produced  threat- 
ened abortion,  but  not  premature  birth. 
Some  primitive  tribes  customarily  forbid 
sexual  intercourse  with  pregnant  women.53 
On  the  contrary,  continence  during  preg- 
nancy is  rare  among  civilized  people.3' 41  • 43 
In  order  for  coitus  to  cause  premature  de- 
livery there  must  be  immediate  injury  to  the 
pregnancy  such  as  disturbance  of  the 
placental  site,  rupture  of  the  amniotic  sac,  or 
initiation  of  expulsive  uterine  contraction 
through  the  sympathetic  adrenal  system.  In- 
jury of  this  caliber  is  uncommon  but  certain- 
ly does  occur  in  rare  instances.  For  example, 
Diddle15  observed  2 nonpregnant  women 
with  severe  lacerations  of  the  vaginal  vault 
and  collected  reports  of  131  others  reputedly 
sustained  during  coitus.  Nevertheless,  it  may 
be  safely  concluded  that  in  general  sexual 
intercourse  does  not  interrupt  pregnancy. 
Few  pregnancies  would  carry  to  term  if  this 
were  untrue. 

TRAVEL 

Many  physicians  believe  travel  increases 
the  incidence  of  premature  delivery,  yet 
there  is  no  supporting  clinical  study.  Seitz45 
quoted  Zweifel’s  experience  with  100  abor- 
tion insurance  claims.  Forty-nine  were  at- 
tributed to  falling  accidents,  horseback  rid- 
ing, traveling  in  rough-riding  wagons,  and 
riding  in  automobiles  at  high  speed.  Inter- 
ruption of  pregnancy  was  accredited  prin- 
cipally to  increased  intra-abdominal  pres- 
sure. Bumm8  customarily  interdicted  horse- 
back, bicycle,  and  wagon  rides  and  long 
train  trips.  Williams52  believed  long  automo- 
bile rides  led  to  physical  exhaustion  and 
were  a factor  in  premature  labor. 

Beginning  with  Mall  and  Meyer’s28  studies 
of  aborted  fetuses,  a more  realistic  view  be- 
gan to  prevail.  The  demonstration  that  ab- 
normality existed  in  a majority  of  early 
abortuses  led  physicians  to  question  the 
causal  relationship  between  travel  and  abor- 
tion. In  1943  Hertig  and  Sheldon22  investi- 
gated the  cause  of  1,000  spontaneous  abor- 
tions. In  only  1 instance  was  onset  attributed 
to  an  automobile  accident.  The  patient  ex- 
perienced uterine  cramps  five  hours,  bleed- 
ing twelve  hours,  and  abortion  nineteen 
hours,  after  the  accident.  In  1944  Diddle14 
studied  289  pregnant  women  who  journeyed 
and  467  who  did  not.  The  percentage  of  abor- 
tion among  each  group  was  5.6  and  17.9  re- 
spectively. Thus  the  sedentary  women  ex- 
perienced more  than  3 times  the  rate  of  abor- 
tion in  the  travelers.  Careful  analysis  of 
all  the  factors  involved  suggested  that 
neither  the  distance  covered,  the  method  of 


travel,  nor  the  time  of  month  produced  sig- 
nificant difference  in  the  incidence  of  un- 
timely birth.  Transportation  alone  did  not 
predispose  to  abortion  except  in  1 patient 
who  rode  a motorcycle  a few  hours  previous- 
ly. Beach,4  after  studying  337  pregnant 
women  who  did  not  travel  as  opposed  to  341 
who  did,  concluded  traveling  was  not  harm- 
ful to  the  majority.  During  the  last  twenty- 
one  years  more  than  17,000  pregnant  women 
traveled  to  the  University  of  Iowa  Hospitals 
by  ambulance,  car,  or  train  from  various 
communities  in  the  state.  The  majority  made 
the  trip  in  the  last  month,  and  in  no  instance 
did  onset  of  labor  occur  as  a direct  result  of 
travel. 

More  recently,  a question  concerning  the 
advisability  of  airplane  travel  is  frequently 
raised.  Greenhill18  was  impressed,  as  most 
obstetricians  have  been,  that  airplane  travel 
produced  no  untoward  effect  on  pregnancy. 
Shillito40  recommended  that  air  travel  be 
planned  with  discretion  after  the  eighth 
month  of  pregnancy.  Interruption  of,  or 
danger  to,  pregnancy  from  mechanical 
causes  or  from  effects  of  rarefied  atmos- 
phere are  the  only  possible  objections  to  air- 
plane travel  by  pregnant  women.  From  the 
standpoint  of  minor  injury,  the  airplane  is 
less  dangerous  than  the  automobile  or  train. 
Perhaps  retching  from  airsickness  might 
constitute  sufficient  trauma  to  induce  uter- 
ine contractions,  but  this  is  unlikely.  Un- 
fortunately, there  is  a dearth  of  factual  in- 
formation relating  to  decrease  in  either  at- 
mospheric pressure  or  of  oxygen  supply.  De- 
crease in  oxygen  supply  has  not  been  studied 
with  relation  to  possible  interruption  of 
pregnancy.  In  the  absence  of  experimental 
evidence,  it  must  be  assumed  that  decreased 
availability  of  oxygen  at  levels  of  ordinary 
commercial  flying  is  unlikely  to  influence 
the  fetus.  Until  experimental  proof  is  forth- 
coming, it  would  seem  safe  to  assume  that 
the  fetus  in  utero  will  tolerate  any  oxygen 
deficit  that  does  not  seriously  embarrass 
the  mother. 

It  may  be  concluded  that  travel  in  modern 
conveyances  seldom  if  ever  initiates  inter- 
ruption of  pregnancy  unless  intrinsic  and  ex- 
trinsic factors  are  already  in  action.  Appar- 
ently certain  women  will  experience  abortion 
or  premature  labor  whether  they  remain  at 
home  or  travel.  The  principal  argument 
against  traveling  during  pregnancy  involves 
the  possibility  of  hastily  mobilized  obstetric 
care  in  the  unlikely  event  of  coincidental 
abortion  or  premature  labor. 

INJURY 

The  Assyrians  recognized  trauma  as  a 
cause  of  miscarriage.  The  Code  of  Ham- 
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murapi20  about  725  B.  C.,  stated:  “If  a man 
strike  a man’s  daughter  and  bring  about  a 
miscarriage,  he  shall  pay  ten  shekels  of  sil- 
ver for  her  miscarriage.  ...  If  that  woman 
dye  they  shall  put  his  daughter  to  death.” 
Thomas  Raynalde  in  “The  Byrthe  of  Man- 
kynde”  (1542  edition)  quoted  by  Ricci,37 
said : “Aborcement  may  happen  by  over 
much  strearynge  of  the  bodye  in  laborynge, 
daunsying  or  leaping,  or  by  some  fall  or 
thruste  agynst  some  wall  or  beatynge.”  In 
the  Avicenna  (III,  XXI,  212)  and  Rhases 
(Contin.  VII,  2)  quoted  by  Ricci37  leaping 
from  a height  was  recommended  in  order  to 
produce  abortion.  In  1793  Soemmerring47 
believed  that  compression  of  the  abdomen  by 
tight  petticoat  strings  and  corset  stays  pre- 
disposed to  abortion.  According  to  Jonathan 
Wright,53  the  Gilbert  Islanders  and  Fijians 
practiced  abortion  by  pounding  the  abdomen 
of  the  gravid  woman  with  stones.  However, 
unless  infection  occurred,  these  methods 
usually  failed.  Rizzacasa38  reported  a case  in 
which  trauma  produced  placental  separation 
and  led  to  premature  delivery. 

Another  common  misconception  involves 
the  notion  that  raising  the  arms  high  over 
the  head,  as  in  reaching  for  objects  on  a 
high  shelf,  will  produce  miscarriage.  The 
great  German  obstetrician  Bumm8  so  late  as 
1922  cautioned  against  excessive  indulgence 
in  sports  involving  stooping  and  lifting. 
Perhaps  a belief  that  intra-abdominal  pres- 
sure may  be  thereby  increased  is  behind  the 
notion.  Seitz45  pointed  out  that  the  maxi- 
mum effect  of  intra-abdominal  pressure 
from  hard  work  and  lifting  was  likely  to 
occur  in  the  first  four  months  of  pregnancy. 
On  the  other  hand,  he  was  impressed  by  the 
fact  that  gravid  women  who  were  in  train 
accidents  or  suffered  beatings,  electric  shock, 
or  burning  did  not  miscarry  any  more  readi- 
ly than  those  unexposed  to  trauma. 

It  is  evident  that  these  old  beliefs  were 
founded  on  insufficient  evidence  since  it  is 
well  recognized  that  the  pregnant  woman 
may  sustain  frightful  injury,  in  some  in- 
stances leading  to  death,  without  interruption 
of  pregnancy.  Documentation  of  this  state- 
ment follows : Churchill10  gave  the  experience 
of  Mauriceau,  who  treated  a woman  after  she 
had  a severe  fall  in  the  seventh  month  of 
pregnancy.  She  suffered  fracture  of  her  fore- 
arm and  considerable  bruising  but  fulfilled 
the  period  of  pregnancy  and  was  delivered  of 
a living  child.  Churchill  also  mentioned 
Davis’  patient  who  was  thrown  from  a horse 
and  much  bruised  when  three  to  four  months 
pregnant,  yet  carried  to  term.  Plass’s  pa- 
tient,34 a woman  four  months  pregnant,  did 
not  abort  after  seven  rigorous  bimanual  mas- 


sages administered  on  consecutive  days 
by  a professional  abortionist.  According  to 
Page,31  Gurlt  recorded  7 cases  of  fracture  of 
the  humerus  and  femur  of  the  infant  in 
utero  without  interruption  of  pregnancy. 
Schaeffer42  gave  the  results  of  a train  wreck 
where  several  pregnant  women  did  not  abort 
even  though  they  suffered  fracture  of  the 
ribs,  contusion  of  the  gravid  uterus,  and  so 
forth.  Schumann44  saw  a woman  with  mul- 
tiple fractures  of  the  skull  and  pelvis  and 
laceration  of  the  urinary  bladder  with  no 
effect  on  the  pregnancy.  Watts,51  after 
thirty  years  of  experience  with  traumatic 
surgery,  regarded  abortion  and  injury  as 
coincidental.  Griffith19  concurred  in  this 
idea. 

Two  reports  illustrate  the  terrific  beat- 
ing a pregnant  patient  can  take.  In  the  first 
instance,  there  was  generalized  injury  with- 
out interruption  of  pregnancy.  In  the  second, 
punishment,  specifically  directed  at  the 
uterus,  tardily  produced  premature  labor, 
probably  through  production  of  partial 
placental  separation. 

CASE  REPORTS 

Case  1.* — A 19  year  old  woman  was  severely 
beaten,  choked,  and  thrown  from  an  automobile  by 
the  estranged  father  of  her  unborn  child.  Five  days 
later  she  died  and  was  examined  portmortem.  Many 
wounds  and  marks  of  injury  were  distributed  over 
the  body.  There  were  blue  and  livid  areas  of  dis- 
coloration over  the  upper  extremities,  outer  aspect 
of  both  thighs  and  legs,  left  inguinal  region,  both 
buttocks,  soles  of  the  feet,  left  iliac  crest,  and  sacro- 
lumbar area,  above  the  angles  of  the  scapulas, 
around  the  left  nipple,  and  from  the  lower  quadrant 
of  the  right  breast  to  the  umbilicus.  The  lower  lip 
was  swollen  and  split.  The  right  ear  was  torn  with 
a break  in  the  scalp  2.5  cm.  long.  Many  small  hem- 
orrhages were  found  over  the  prominences  of  the 
convolutions  of  half  of  the  brain.  A hematoma  1 
by  1.5  cm.  was  found  in  the  left  parietal  lobe. 
Hemorrhages  were  present  underneath  the  capsule 
and  in  the  pelvis  of  the  left  kidney.  Lobular  pneu- 
monia was  confined  to  the  light  upper  lobe. 

The  uterus  extended  3 cm.  above  the  umbilicus 
and  contained  a normal  male  fetus  measuring  35.2 
cm.  in  length.  There  was  no  maceration  of  the  fetal 
skin  and  the  amniotic  fluid  was  clear.  The  placenta 
and  its  area  of  attachment  were  normal. 

Case  2. — A married  woman  admitted  to  Parkland 
Hospital,  August  1,  1946,  had  been  pounded  on  the 
abdomen  two  weeks  earlier  by  her  husband  in  an 
attempt  to  terminate  pregnancy.  This  treatment 
produced  scanty  vaginal  bleeding  which  continued 
for  twelve  days,  when  the  membranes  ruptured. 
Two  days  later,  or  fourteen  days  after  injury,  spon- 
taneous delivery  of  a live  infant  weighing  4 pounds 
occurred.  Careful  examination  of  the  placenta  dis- 
closed no  abnormalities. 

In  spite  of  the  negative  physical  findings, 
it  appeared  that  trauma  was  sufficient  to 
produce  some  placental  separation  or  dam- 
age to  the  membranes  that  led  to  delivery. 

♦This  case  is  reported  through  the  kindness  of  Dr.  M.  P.  Neal, 
professor  and  chairman  of  the  Department  of  Pathology,  Bac- 
teriology, and  Preventive  Medicine  at  the  University  of  Missouri. 
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The  popular  belief  that  trauma  is  often  a 
principal  factor  in  abortion  is  untenable 
when  it  is  realized  that  shocking  physical  in- 
sults usually  do  not  cause  premature  deliv- 
ery.44 Datnow’s11  conclusion  that  something 
more  fundamental  than  trauma  is  involved 
appears  logical  when  consideration  is  given 
to  the  ease  with  which  some  women  abort 
after  trivial  shock,  while  others  endure  the 
grossest  manipulation  with  impunity.  It  is 
probable  that  external  mechanical  stimulus 
or  trauma,  unless  sufficiently  severe  to  pro- 
duce internal  hemorrhage  or  placental  de- 
tachment, will  not  inaugurate  labor.  More- 
over, Pazzi32  believed  trauma  accelerated  a 
process  already  in  action.  It  is  hardly  a sat- 
isfying explanation  to  speak  of  the  “irrit- 
able uterus”  when  the  fundamental  causes 
of  abortion  are  recalled.  Some  abnormality 
in  the-  fetus  or  membranes  usually  ac- 
counts for  premature  termination  of  preg- 
nancy.9’ 24>  2T’ 40’ 48 

In  summary,  it  may  be  concluded  that  (1) 
severe  injury,  directly  damaging  the  preg- 
nancy, will  produce  abortion;  (2)  when 
some  intrinsic  pathologic  process,  already 
present,  is  operating  to  terminate  pregnancy 
subsequently,  injury  may  accelerate  it;  and 
(3)  the  vast  majority  of  injuries  sustained 
by  pregnant  women  produce  no  deleterious 
effect  whatsoever  on  the  pregnancy,  or  the 
product  of  gestation. 

SURGICAL  OPERATIONS 

Undoubtedly  surgical  anesthesia  and  cer- 
tain operative  procedures,  even  when  rela- 
tively minor,  occasionally  initiate  labor.  On 
the  other  hand,  the  great  majority  of  opera- 
tions do  not  interrupt  pregnancy.  This  fact 
is  so  well  known  that  essential  operations 
are  performed  with  little  regard  for  preg- 
nancy. As  a possible  exception  it  is  prefer- 
able to  remove  ovarian  tumors  after  the  third 
month  of  gestation  when  the  endocrine  func- 
tion of  the  placenta  is  established,  since 
otherwise  the  corpus  luteum  of  pregnancy 
may  be  in  the  extirpated  mass.  Emergency 
operations,  of  course,  are  performed  upon 
indication  at  any  time.  As  an  example  of 
what  the  pregnant  uterus  will  tolerate,  Litz- 
enberg27  removed  a wishbone  pessary  from 
the  cavity  of  a pregnant  uterus.  Neither  the 
pessary  nor  its  removal  disturbed  the  preg- 
nancy. Berkley  and  Bonney5  frequently  did 
myomectomy  as  late  as  the  thirty-fourth 
week  without  interruption  of  the  pregnancy. 
Reis  and  Sinykin36  performed  myomectomy 
in  18  pregnant  women  with  but  2 miscar- 
riages. Bumm8  was  impressed  by  the  amount 
of  operative  work  tolerated  by  the  genital 
tract  without  interruption  of  pregnancy. 

Excluding  infection,  the  essentials  of  a 


good  pelvic  operation  on  a gravid  patient  are 
careful  handling  of  the  uterus,  good  hem- 
ostasis, and  prevention  of  cooling  and  dry- 
ing of  the  uterine  surfaces.  In  other  words, 
temporary  exteriorization  of  the  gravid 
uterus  in  order  to  facilitate  operation  is  to 
be  avoided. 

PSYCHIC  SHOCK 

Irving25  pointed  out  that  minor  psychic 
trauma  sometimes  precipitated  premature 
labor.  According  to  Rock39  and  Williams,52 
abortion  occasionally  follows  emotional  ex- 
citement such  as  fright,  anger,  and  grief,  par- 
ticularly if  predisposing  factors  are  present. 
Excitement  increases  the  medullo-adrenal 
reaction  allowing  contraction  of  the  smooth 
muscle  of  the  arterioles  including  those  un- 
derneath the  nidatory  site.  Therefore,  it 
seems  possible,  theoretically,  for  fear  and 
anger  to  predispose  to  abortion,  but  clinical 
observations  offer  little,  if  any,  confirma- 
tion of  this  view.  Among  Zweifel’s  reports 
of  abortion,43  11  per  cent  were  ascribed  to 
psychic  shock.  Emotional  disturbance  ante- 
dated abortion  and  was  the  only  recognizable 
factor  in  1.6  per  cent  of  patients  seen  by 
Abernetty.1  In  the  train  collision  described 
by  Schaeffer42  several  pregnant  women  saw 
that  a wreck  was  imminent.  Some  of  these 
women  aborted  later,  while  those  failing  to 
recognize  the  approaching  danger  did  not 
miscarry  despite  injury. 

Seitz45  said  bombardment  of  Strassbourg 
in  1870  produced  many  abortions  probably 
through  fright.  Bouvocque7  cited  the  ex- 
perience of  caring  for  92  women  uninjured 
after  a powder  mill  exploded  in  Grenelle  and 
either  aborting  or  threatening  to  abort.  Con- 
trary to  these  impressions,  the  bombing  of 
Hiroshima  had  no  appreciable  psychic  effect 
on  the  interruption  of  pregnancy.12  More- 
over, the  impression  was  gained,  although 
accurate  figures  were  unavailable,  that  abor- 
tions were  no  greater  in  London  during  than 
before  the  bombings  of  World  War  II.49 
Increased  intra-abdominal  pressure  is  prob- 
ably the  important  etiologic  factor  in  ex- 
plosions, rather  than  emotional  disturbance. 

COMMENT 

Disturbances  of  traumatic  nature  must 
produce  separation  of  the  placenta,  interfere 
with  its  blood  supply,  rupture  the  mem- 
branes, or  activate  the  neuromuscular  mech- 
anism of  uterine  evacuation  locally  or  cen- 
trally39 in  order  to  produce  abortion.  Onset 
of  signs  and  symptoms  of  abortion  or  prema- 
ture delivery,  or  actual  expulsion  of  the  fetus, 
must  follow  injury  within  twenty-four  hours 
in  order  for  a causal  relationship  to  exist.17 
If  abortion  follows  between  twenty-four  and 
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forty-eight  hours  after  trauma,  in  my  opin- 
ion the  relation  between  the  two  is  dubious, 
and  after  forty-eight  hours  it  can  be  disre- 
garded. 
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ABSTRACT  OF  DISCUSSION 

Dr.  William  M.  Gambrell,  Austin:  I am  sure  every- 
one doing  gynecology,  either  as  a specialty  or  along 
with  other  work,  has  many  times  had  to  deal  with  an 
interruption  of  pregnancy  for  which  he  could  give 
no  cause,  and  in  many  instances  possibly  each  of  us 
has  assigned  trauma  in  some  of  its  various  phases 
as  the  causative  factor  for  the  interruption  of  preg- 
nancy. 

Dr.  Diddle  takes  up  first  the  question  of  trauma 
derived  from  coitus  as  it  may  relate  to  the  inter- 
ruption of  pregnancy.  He  cites  authorities  indicat- 
ing that  harm  from  coitus  may  result  in  some  de- 
gree to  the  pregnant  uterus  at  various  stages  of 
pregnancy.  However,  he  presents  statements  from 
competent  men,  the  study  of  whose  opinions  leads 
him  to  express  the  conclusion  that  in  general  coitus 
does  not  interrupt  pregnancy.  I think  for  the  most 
part  this  is  the  correct  view.  Certainly  the  fact  that 
intercourse  is  generally  indulged  in  during  preg- 
nancy should  in  no  way  be  regarded  too  seriously 
as  a frequent  etiologic  factor  in  the  interruption  of 
pregnancy  if  at  all.  Even  if  it  should  be  assumed 
that  coitus  is  the  cause  of  frequent  or  infrequent 
interruption  of  pregnancy,  it  would  be  hard  to 
prove  it. 

What  relationship  travel  may  have  to  the  inter- 
ruption of  pregnancy,  I do  not  know.  Dr.  Diddle’s 
personal  studies  are  enlightening,  as  are  the  sta- 
tistics quoted  by  him  relative  to  the  University  of 
Iowa.  I have  no  recollection  of  any  case  in  which  I 
have  even  suspected  that  airplane  or  train  travel 
might  have  had  anything  to  do  with  the  interruption 
of  pregnancy.  My  impression  about  car  travel  may 
be  entirely  wrong.  For  many  years  in  dealing  with 
women  who,  I think,  have  made  no  effort  whatso- 
ever to  interrupt  pregnancy  and  who,  I think,  de- 
sired a continuation  of  pregnancy,  I have  encoun- 
tered a number  of  cases  of  interruption  following 
car  rides  of  various  distances  within  a period  of 
from  one  to  three  weeks.  The  occurrence  of  in- 
terruption has  not  always  been  soon  or  sudden  after 
the  car  ride,  but  a few  days  after  the  car  ride  the 
women  experienced  a small  amount  of  bleeding  or 
heaviness  in  the  pelvis  followed  in  a short  while 
by  brownish  discharge  and  later  the  usual  classical 
signs  of  interruption.  I have  believed  that  if  the  car 
riding  is  the  causative  factor,  the  interruption  is 
due  to  the  marked  pelvic  congestion  that  develops 
from  sitting  with  the  buttocks  low  and  the  knees 
high,  further  aggravated  by  the  up  and  down  riding- 
over  what  might  be  called  the  waves  in  the  roads. 
Rarely  will  travel  in  the  last  month  of  pregnancy 
be  followed  by  interruption;  however,  1 patient  two 
years  ago  making  about  a 200  mile  trip  to  remain 
in  Austin  the  three  weeks  prior  to  her  expected  time 
of  delivery  went  into  labor  and  delivered  a couple 
of  hours  after  arriving  in  Austin,  but  1 case  proves 
nothing. 

Dr.  Diddle  has  covered  the  question  of  injury  as 
related  to  interruption  of  pregnancy  thoroughly  and 
has  cited  some  interesting  case  reports.  I think  it 
is  rather  generally  concluded  that  it  is  not  frequent 
to  find  a case  of  interruption  which  can  be  proved 
to  be  caused  by  violence  or  trauma  from  external 
sources. 


It  would  be  concluded  from  Dr.  Diddle’s  discus- 
sion that  psychic  shock  may  be  more  causative  than 
physical  trauma.  In  regard  to  trauma  associated 
with  surgical  procedure  the  circumstances  at  the 
time  of  the  operation,  as  well  as  the  operation  itself, 
have  a great  deal  to  do  with  determining  whether 
interruption  does  or  does  not  follow.  All  of  us,  I 
am  sure,  have  seen  interruption  following  a simple 
appendectomy  and  have  seen  it  fail  to  occur  in 
some  rather  difficult  procedures.  Sometimes  factors 
relative  to  the  period  of  gestation  make  this  dis- 
crepancy understandable.  In  other  cases  I believe 
the  cause  of  interruption  cannot  be  explained  ex- 
cept on  the  basis  of  shock  to  a patient  who  does  not 
tolerate  shock  as  well  as  others  might. 

MANAGEMENT  OF  THE  PARTURIENT 

NELLINS  C.  SMITH,  M.  D. 

HILLSBORO,  TEXAS 

The  management  of  the  parturient  begins 
the  day  the  pregnant  woman  presents  her- 
self to  the  doctor  for  diagnosis  of  her  case, 
and  ends  with  the  delivery  of  the  product  of 
conception.  It  is  evident  that  a paper  of  this 
type  cannot  begin  to  cover  all  that  is  to  be 
said  about  the  management  of  the  pregnant 
woman;  I will  therefore  confine  myself  to  a 
brief  discussion  of  prenatal  care  and  the 
management  of  the  first  and  second  stages 
of  labor. 

The  objects  of  prenatal  care  are  to  con- 
duct the  mother  through  her  pregnancy  in 
such  a manner  that  she  will  be  a healthy  per- 
son at  the  end  of  her  ordeal  and  also  give 
birth  to  a normal  living  child.  These  objects 
can  be  attained  only  by  diligent  work  on  the 
part  of  the  physician  and  a cooperative  pa- 
tient. 

PRENATAL  CARE 

When  the  prospective  mother  first  pre- 
sents herself  to  the  doctor,  he  should  make 
every  effort  properly  to  diagnose  the  case 
because  it  becomes  embarrassing  to  both 
doctor  and  patient  to  find  after  several 
months  of  prenatal  care  that  the  patient  is 
not  pregnant.  A complete  history  is  taken 
and  any  abnormalities  in  family  history,  past 
personal  history,  or  menstrual  history  are 
recorded.  A detailed  history  of  all  previous 
pregnancies  and  deliveries  is  often  important 
to  the  attending  physician.  Next,  a complete 
physical  examination  is  made.  It  is  my  cus- 
tom to  make  a pelvic  examination  first  so 
that  a diagnosis  of  pregnancy  can  be  estab- 
lished before  the  patient  is  subjected  to 
further  tests.  Pelvic  measurements  are  then 
made,  and  if  there  is  any  evidence  of  a con- 
tracted pelvis,  these  measurements  are  re- 
peated during  the  last  month  of  pregnancy. 
The  remainder  of  the  physical  examination 
is  done,  and  the  date  of  confinement  pre- 
dicted. The  patient  is  sent  to  the  laboratory 
for  urinalysis,  complete  blood  count,  blood 
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typing,  Rh  determination,  and  serologic  test 
for  syphilis.  Following  this  the  patient  is 
given  her  general  instructions  and  a booklet 
on  prenatal  care;  she  is  told  that  she  is  ex- 
pected to  present  herself  for  routine  exami- 
nation every  three  weeks  for  the  first  six 
months  of  pregnancy,  and  every  two  weeks 
thereafter.  These  routine  visits  are  for 
check-up  on  blood  pressure,  urinalysis, 
weight  gain  or  loss,  and  general  interroga- 
tion for  eliciting  any  symptoms  of  complica- 
tions. She  is  also  told  to  see  her  dentist  at 
least  twice  during  pregnancy  for  correction 
of  any  defects  which  might  occur. 

My  patients  are  routinely  given  vitamins, 
iron,  and  calcium  to  supplement  their  diet. 
Vomiting  of  pregnancy,  in  a large  percent- 
age of  cases,  is  controlled  with  parenteral 
administration  of  vitamins  B6  and  Eh.  Cases 
of  threatened  abortion  are  treated  with  bed 
rest,  sedation,  ovarian  hormones,  and  vi- 
tamin E (with  doubtful  results).  Various 
and  sundry  other  symptoms  which  develop 
during  pregnancy  must  be  treated  symp- 
tomatically. During  the  last  trimester,  tox- 
emias are  more  likely  to  occur  and  should  be 
watched  for'  closely. 

It  has  been  proved  that  proper  prenatal 
care  has  done  more  to  reduce  maternal  and 
fetal  mortality  than  any  other  one  factor; 
therefore,  it  is  of  utmost  importance  that 
those  who  do  the  majority  of  obstetrics  be- 
come more  aware  of  this  fact  and  carry  out 
those  relatively  simple  procedures  which 
mean  so  much  to  the  patients. 

MANAGEMENT  OF  LABOR 

The  first  consideration  in  the  management 
of  the  first  and  second  stages  of  labor,  and 
one  of  utmost  importance,  is  that  of  asepsis 
and  antisepsis  of  the  surroundings,  the  pa- 
tient, and  the  attendants.  There  is  a sharp 
distinction  between  hospital  and  home  ob- 
stetrics, and  I am  convinced  that  the  safest 
place  for  delivery  of  a baby  is  in  the  hos- 
pital. Here  only  can  the  physician  find  all 
the  necessary  elements  for  an  operative  tech- 
nique and  the  help  of  well  trained  assistants. 
The  procedures  necessary  for  the  proper  con- 
duct of  normal  labor  cases,  not  to  mention 
the  abnormal  cases,  can  be  carried  out  so 
much  better  in  the  hospital  than  in  the  home 
that  physicians  should  all  hope  to  see  the  day 
when  every  woman  will  have  the  benefits  of 
a hospital  confinement.  However,  a large 
number  of  births  still  occur  in  the  home  and 
will  continue  to  do  so  for  many  years  to 
come.  In  delivering  those  patients  who  of 
necessity  do  remain  in  their  homes,  the  at- 
tending physician  should  so  prepare  him- 
self and  his  equipment  that  he  will  be  able 
to  conduct  labor  in  a satisfactory  manner. 


If  the  practice  of  obstetrics  is  ever  to  attain 
the  dignity  of  surgery,  and  the  parturient  is 
to  have  the  same  benefits  as  the  surgical 
patient,  the  makeshift  policies  of  obstetric 
practice  must  be  abolished. 

Asepsis  and  antisepsis  of  the  patient 
should  begin  as  soon  as  the  first  stage  of 
labor  begins.  (1)  She  should  have  a shower 
bath;  (2)  complete  preparation  should  be 
made  by  shaving  the  lower  abdomen,  the 
inner  surface  of  the  thighs,  the  vulva,  per- 
ineum, and  buttocks;  (3)  all  of  these  parts 
should  be  scrubbed  well  with  soap  and 
water;  and  (4)  a warm  soap  suds  or  soda 
enema  should  be  given.  During  the  course  of 
labor,  strict  adherence  to  asepsis  should  be 
foremost  in  the  minds  and  conduct  of  all  at- 
tendants. Frequent  vaginal  examinations  are 
poor  obstetric  practice  and  should  not  be 
done;  most  of  the  time  a rectal  examination 
will  reveal  all  that  is  needed  to  be  known 
during  the  course  of  a normal  labor.  When 
vaginal  examinations  are  done,  they  should 
be  done  under  strict  aseptic  technique.  Gen- 
eral practitioners  should  be  even  more  con- 
scious of  their  conduct  during  the  handling 
of  a labor  case  than  are  the  specialists  be- 
cause their  daily  rounds  bring  them  into  con- 
tact with  more  infectious  and  contagious 
diseases.  It  is  true  that  the  use  of  drugs  such 
as  the  sulfonamides,  penicillin,  and  strep- 
tomycin have  reduced  the  morbidity  and 
mortality  rate  of  puerperal  infections ; how- 
ever, these  drugs  afford  no  excuse  for  ignor- 
ing the  principles  and  practice  of  strict 
aseptic  and  antiseptic  techniques. 

The  physician’s  first  visit  to  the  parturient 
after  labor  begins  should  be  preceded  by  a 
check-up  of  her  prenatal  history  and  physi- 
cal findings.  This  in  itself  will  assist  in 
making  the  decision  as  to  how  this  particular 
patient’s  labor  will  be  conducted.  At  the 
first  visit  the  patient  should  have  a com- 
plete physical  examination  with  special  at- 
tention to  the  blood  pressure,  the  heart, 
lungs,  and  urinalysis.  The  position,  presenta- 
tion, and  condition  of  the  baby  should  be 
determined,  if  possible,  by  palpation  and 
auscultation.  I say  if  possible,  because  not 
infrequently  it  is  difficult,  if  not  impossible, 
to  determine  the  position  and  presentation  of 
the  baby  during  the  first  stage  of  labor ; this 
is  particularly  true  in  the  obese  and  in  those 
who  have  an  excessive  amount  of  amniotic 
fluid.  After  the  preliminary  examination, 
the  physician  should  give  his  patient  all  the 
psychologic  help  he  can  by  informing  her 
that  everything  is  as  it  should  be,  and  she 
will  have  her  baby  without  any  difficulty. 
Of  course  one  of  the  immediate  family  should 
be  informed  if  examination  reveals  any  ab- 
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normality  or  indication  that  labor  is  likely 
to  be  abnormal  in  any  respect.  There  is  cer- 
tainly no  need  for  the  patient  to  know  that 
trouble  is  anticipated,  and  a feeling  of  con- 
fidence should  be  imparted  to  her. 

After  labor  has  progressed  to  the  stage 
that  the  pains  are  hard  and  regular,  the 
physician  must  decide  what  medication  is  to 
be  used  to  alleviate  pain.  There  are  many 
drugs  which  are  used  for  analgesia  and 
hypnosis  during  labor,  some  safe  and  some 
not.  The  advent  of  demerol  has  given  a 
powerful  analgesic  which  is  relatively  safe; 
however,  in  my  experience,  there  have  been 
cases  in  which  the  baby  showed  signs  of  a 
depressed  respiratory  center  due  to  the  use 
of  this  cfrug.  The  barbiturates  have  been 
and  continue  to  be  used  extensively  for 
hypnosis  and  basal  anesthesia.  Demerol  in 
conjunction  with  scopolamine  has  given 
gratifying  results  in  most  of  the  cases  in 
which  I have  used  them.  Caudal  anesthesia 
is  being  used  in  many  institutions  with  good 
results ; because  of  technical  difficulties, 
this  procedure  is  not  being  used  nearly  so 
widely  as  it  once  was.  The  decision  as  to 
which  method  to  use  for  the  relief  of  pain 
and  memory  of  childbirth  is  a matter  of 
choice,  but  every  woman  is  entitled  to  all  the 
relief  from  pain  that  she  can  safely  be  given 
and  still  not  cause  harm  to  her  baby. 

The  first  stage  of  labor  is  a period  of 
watchful  waiting  for  the  physician.  He  must 
be  on  hand  at  all  times  in  order  to  recognize 
any  condition  which  might  develop  unex- 
pectedly. He  must  recognize  any  impending 
danger  to  the  mother  or  baby  and  be  pre- 
pared to  take  care  of  any  situation  which 
might  arise.  This  stage  of  the  conduct  of 
labor  is  the  most  trying  to  all  concerned  and 
is  just  as  important  as  is  the  actual  delivery. 

Asepsis  during  the  second  stage  of  labor 
cannot  be  entirely  achieved  because  of  the 
proximity  of  the  vaginal  outlet  to  the  anus, 
and  a few  of  the  old  antiseptic  methods 
should  be  used.  The  physician  should  have 
at  hand  a basin  containing  an  antiseptic  so- 
lution in  which  he  can  frequently  wash  the 
gloved  hand  and  with  which  he  can  fre- 
quently wash  the  region  around  the  anus.  Of 
course  asepsis  should  be  carried  out  just  as 
though  the  patient  were  undergoing  surgery. 
Before  attending  the  parturient  during  the 
second  stage  of  labor,  the  physician  should 
be  dressed  in  a scrub  suit,  cap,  and  mask ; 
the  hands  and  arms  should  be  scrubbed  with 
soap  and  water  for  a period  of  ten  minutes 
followed  by  immersion  of  the  hands  in  bi- 
chloride of  mercury  or  other  antiseptic  solu- 
tion for  from  one  to  three  minutes;  and  then 
a sterile  gown  and  sterile  rubber  gloves 


should  be  put  on.  Before  the  patient  is 
draped,  she  is  again  scrubbed  with  soap  and 
water,  dried  with  a sterile  towel,  and  all  sur- 
rounding parts  sprayed  with  an  antiseptic 
solution  such  as  tincture  of  merthiolate. 

The  second  stage  of  labor  cannot  be  dis- 
cussed without  consideration  of  anesthesia. 
This  may  be  either  inhalation,  intravenous, 
or  nerve  block  anesthesia.  The  choice  de- 
pends entirely  upon  the  operator  and  the 
availability  of  a trained  anesthetist.  If  there 
is  any  doubt  about  the  ability  of  assistants, 
by  all  means  the  physician  should  use  the 
anesthesia  which  allows  the  greatest  margin 
of  safety  to  his  patient.  Ether  anesthesia  is 
probably  the  safest  of  all,  but  has  the  draw- 
back that  it  is  not  as  rapid  acting  as  is  de- 
sirable; however,  used  in  conjunction  with 
local  procaine,  infiltration  ether  gives  fair 
results.  It  is  alleged  that  chloroform  is  tol- 
erated better  by  the  parturient  than  by  other 
patients,  and  used  as  an  analgesia  during 
the  second  stage  of  labor  it  gives  wonderful 
results;  however,  because  of  the  danger  of 
possible  kidney  and  liver  damage  following 
its  administration,  it  is  probably  best  not  to 
use  this  agent.  Nitrous  oxide  and  oxygen, 
used  judiciously  and  in  trained  hands,  is  an 
analgesia  and  anesthetic  which  gives  good 
results,  but  it  can  be  a dangerous  combina- 
tion if  administered  by  an  incompetent  as- 
sistant. Intravenous  barbiturates  such  as 
sodium  pentothal  are  being  used  with  re- 
ported good  results;  however,  without  the 
assistance  of  adequate  help,  it  is  advisable 
to  refrain  from  using  this  type  of  anesthesia. 
Other  types  of  anesthesia  being  used  are 
caudal,  saddle  block,  spinal,  and  numerous 
inhalation  agents,  all  of  which  are  good  an- 
esthetics but  to  be  used  only  by  those  trained 
in  their  use. 

Often  during  the  later  part  of  the  first 
stage  or  the  early  part  of  the  second  stage  of 
labor,  intact  membranes  delay  the  progress 
of  an  otherwise  normal  labor ; in  these  cases 
it  is  wise  to  rupture  the  amniotic  sac.  Multi- 
paras often  have  a rapid  delivery  following 
this  procedure,  so  the  physician  should  be 
ready  for  delivery  of  these  women  before 
this  procedure  is  carried  out.  Other  causes 
of  delay  in  delivery  after  the  second  stage 
of  labor  is  reached  often  necessitate  the  use 
of  forceps.  It  is  advisable  to  terminate  the 
second  stage  of  labor  by  a low  forceps  de- 
livery in  the  event  that  delivery  is  not  spon- 
taneous within  from  thirty  minutes  to  one 
hour  after  the  cervix  has  become  completely 
dilated. 

It  is  my  opinion  that  all  primiparas  who 
are  at  full  term  and  all  multiparas  who  have 
a resistant  perineum  should  have  an  episiot- 
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omy  done.  This  procedure  not  only  pre- 
serves the  perineum  but  also  reduces  the 
period  of  the  second  stage  of  labor,  thereby 
reducing  the  amount  of  trauma  to  the  baby’s 
head.  There  is  no  doubt  that  occasionally  a 
case  of  brain  injury  results  in  an  infant  who 
has  been  subjected  to  an  excessively  long 
labor;  by  doing  an  episiotomy  and  low  for- 
ceps delivery  on  these  slow  cases,  the  phy- 
sician can  save  the  mother  and  child  an  hour 
or  more  of  hard  labor.  Along  this  line  I 
would  like  to  condemn  the  use  of  oxytoxic 
drugs  during  the  first  and  second  stages  of 
labor ; this  is  poor  obstetric  practice. 

SUMMARY 

Management  of  the  parturient  begins  with 
a diagnosis  of  pregnancy  and  ends  with  de- 
livery of  the  product  of  conception.  It  should 
include  a preliminary  examination  followed 
by  routine  prenatal  visits  to  insure  the  best 
possible  health  for  mother  and  child.  Con- 
duct of  the  first  and  second  stages  of  labor 
should  include  consideration  of  (1)  asepsis 
and  .antisepsis,  (2)  diagnosis  of  the  case, 

(3)  prognosis  of  the  mechanism  of  labor, 

(4)  watchful  waiting,  (5)  relief  of  pain, 
(6)  protection  of  the  life  of  mother  and 
child,  and  (7)  preservation  of  the  perineum. 

ABSTRACT  OF  DISCUSSION 

Dr.  Charles  Adna  Smith,  Texarkana:  I wish  to 
endorse  all  that  has  been  said,  especially  on  the  need 
for  regular  prenatal  visits  and  strict  asepsis  in  the 
conduct  of  labor. 

I urge  the  free  use  of  roentgen  ray  in  the  last 
month  of  pregnancy  when  needed  to  check  presenta- 
tion and  position.  In  prolonged  labor  a recheck  of 
the  measurements  and  roentgen  pelvimetry  are  of 
value;  also  prophylactic  use  of  penicillin  to  prevent 
infection  is  desirable.  The  aim  should  be  to  keep 
such  cases  still  available  for  section  until  it  is  sure 
that  delivery  from  below  is  feasible.  The  obstetrician 
must  at  all  times  be  his  own  master  in  conducting 
his  case. 

I believe  a vaginal  examination  should  always  be 
performed  after  the  membranes  rupture  to  rule  out 
prolapse  of  the  cord. 

Regarding  sedation,  I use  mainly  seconal  and 
demerol.  I am  still  afraid  that  a second  dose  of 
demerol  is  a possible  cause  of  asphyxiation  in  the 
baby. 

I endorse  Dr.  Smith’s  remarks  about  episiotomy 
and  I usually  follow  it  with  low  forceps  delivery. 

I think  a doctor’s  sterile  delivery  table  should 
always  supply  sterile  forceps,  a tracheal  catheter, 
and  equipment  to  pack  for  hemorrhage. 


More  than  60  per  cent  of  rheumatic  disease  can 
be  arrested  if  early  treatment  is  instituted,  yet 
more  than  97,000,000  work  days  are  lost  each  year 
because  of  rheumatic  disease,  more  than  half  the 
total  occurring  in  families  with  an  annual  income 
of  $1,000  or  less,  reports  the  Arthritis  and  Rheu- 
matism Foundation.  Rheumatic  heart  disease  is  the 
chief  cause  of  death  among  children  aged  5 through 
19,  and  97  per  cent  of  all  persons  beyond  middle  life 
develop  some  changes  characteristic  of  arthritis  and 
rheumatism. 


ETIOLOGY  OF  ECLAMPSIA 

EVALUATION  OF  SOME  OF  THE  MORE  RECENT 
THEORIES 

HERMAN  W.  JOHNSON,  M.  D.,  F.A.C.S. 

HOUSTON,  TEXAS 

In  the  last  decade,  volumes  have  been  writ- 
ten on  the  etiology  of  eclampsia.  Investiga- 
tive work  has  developed  many  important  side 
lights,  and  numerous  statistical  studies  have 
been  published  showing  the  social  and  eco- 
nomic predisposing  factors.  Nevertheless, 
there  is  still  no  general  agreement  upon,  nor 
any  definite  proof  of,  the  specific  etiologic 
cause  of  pregnancy  toxemia. 

This  paper  will  first  consider  briefly  the 
eclampsia  conference  held  under  the  aus- 
pices of  the  U.  S.  Department  of  Labor, 
Maternal  and  Child  Health  Division,  Wash- 
ington, D.  C.,  January  27-28,  1941.  It  will 
then  take  up  some  of  the  more  recent 
theories  concerning  the  etiology  of  eclampsia 
and  attempt  the  evaluation  of  them  by  de- 
termining whether  the  various  supposed  an- 
swers completely  fit  into  the  picture  of 
eclampsia.  All  references  to  the  conference 
in  Washington  will  be  found  in  its  proceed- 
ings, now  in  the  library  of  the  Labor  Depart- 
ment, Division  of  Child  and  Maternal  Wel- 
fare. 

The  conference  was  not  called  primarily 
for  anyone  .to  expound  his  pet  theory  of  etiol- 
ogy, but  mainly  to  consider  the  practicabil- 
ity of  the  classification  of  the  toxemias  of 
pregnancy  as  advanced  by  the  American 
Committee  on  Maternal  Welfare,  and, 
among  other  things,  to  discuss  the  facts 
which  supposedly  were  “already  known” 
about  eclampsia.  It  was  in  the  latter  dis- 
cussion rather  than  in  those  of  symptom- 
atology and  treatment  that  the  greatest  dis- 
couragement was  encountered.  One  fact  “al- 
ready known”  to  some  conferees  was  not 
“already  known,”  or  at  least  not  admitted, 
by  others.  In  short,  I do  not  believe  the 
simple  fact  that  eclampsia  occurs  only  in  the 
human  female  was  even  mentioned,  much 
less  admitted. 

THEORIES  AT  ECLAMPSIA  CONFERENCE 

However,  a few  theories  as  to  etiology 
were  ventured.  Peters  of  Yale  made  a stout 
denial  that  there  is  a circulating  toxin  in 
eclampsia.  His  graphic  description  of  the 
circulatory  changes  in  severe  preeclampsia 
was  most  entertaining.  No  one  without  earn- 
est convictions  could  have  so  eloquently  pre- 
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sented  his  theory  that  eclampsia  is  solely  a 
“vascular  phenomenon”  which,  without 
rhyme  or  reason,  may  overtake  the  pregnant 
woman.  I can  speak  for  only  myself,  but  his 
presentation  impressed  me,  not  his  reason- 
ing. 

The  Strauss10  theory  that  15  per  cent  of 
the  cases  of  eclampsia  are  due  to  salt-water 
imbalance  came  in  for  discussion.  It  had  a 
few  lukewarm  believers  but  they  must  have 
been  those  wTith  an  abounding  faith  in  the 
written  word.  (However,  it  must  now  be  ad- 
mitted, six  years  later,  that  Strauss’  theory 
has  taken  on  additional  significance.  Fuster1 
produced  experimentally  an  eclamptic  syn- 
drome in^a  nontoxemic  primigravida  by  giv- 
ing intravenously  800  cc.  of  a 10  per  cent 
solution  of  sodium  chloride.) 

George  Smith  reviewed  the  investigative 
work  of  Smith  and  Smith,  and  in  substance 
stated  that  their  studies  indicated  an  estro- 
gen-progesterone imbalance,  but  he  was  not 
ready  to  state  that  this  was  an  etiologic 
factor  in  eclampsia. 

Upshaw  of  Emory  University  read  the 
theory  of  Bartholomew  and  Colvin  of  pos- 
sible guanadine  formation  in  placental  in- 
farcts, the  theory  of  placental  infarcts  as 
the  source  of  split  proteins  advanced  by 
Young  of  Edinburg  in  1914,  but  not  original 
with  him.  I formerly  subscribed  to  this 
theory,  and  in  1927,  1928,  and  1929  reported 
the  finding  of  tyramine  in  the  maternal  blood 
which  I presumed  came  from  the  infarct. 
Reason  alone  soon  forced  me  to  leave  the 
fetal  portion  of  placenta  and  to  consider  pla- 
cental tissue  common  to  both  the  mother  and 
the  fetus  — chorionic  epithelium.  If  the 
source  of  the  toxin  were  in  the  fetal  portion 
of  the  placenta,  the  fetus  should  have  eclamp- 
sia more  often  than  the  mother.  It  is  now 
my  opinion  that  a fresh  infarction  seen  in  the 
placenta  of  an  eclamptic  mother  is  a rapid 
degenerative  process  designed  to  keep  the 
toxin  from  entering  the  fetal  circulation. 

I was  the  only  other  member  of  the  con- 
ference brazen  enough  to  venture  a theory. 
Briefly  it  was  as  follows: 

The  element  of  pressure  in  the  woman  who 
maintains  the  upright  position  may  cause 
such  a disturbance  in  the  utero-placental 
circulation  as  to  result  in  degeneration  of 
scattered  areas  of  chorionic  epithelium. 
From  these  areas  of  degeneration  a toxin 
may  form.  (Tyramine  was  found  in  1928. 4) 
Then,  if  the  intra-ovular  and  intra-uterine 
pressure  is  normal,  absorption  by  the  ma- 
ternal circulation  may  take  place.  If  the 
intra-ovular  and  intra-uterine  pressure  is 
reduced  by  absorption  of  amniotic  fluid  fol- 


lowing the  death  of  the  fetus  in  utero,  or 
by  the  rupture  of  the  amniotic  sac,  or  by  par- 
turition, absorption  by  the  maternal  circula- 
tion appears  to  cease  as  the  patient  improves. 

Furthermore,  in  my  opinion,  eclampsia  has 
no  connection  with  the  common  placental  in- 
farcts. Eclampsia  is  possible  only  in  the 
presence  of  chorionic  degeneration,  which  in 
turn  is  due  to  circulatory  deficiency  to  the 
fetus.  In  the  most  common  instance,  this 
deficiency  is  due  to  excessive  pressure  and 
in  the  less  common  instances  to  (1)  the  fetus 
moving  away  from  its  blood  supply  as  in 
molar  pregnancy  and  (2)  pathologic  con- 
ditions in  the  vessel  walls  nourishing  the 
pregnancy. 

I had  Tenney’s11  slides  which  show  marked 
degeneration  of  the  chorionic  epithelium  and 
wanted  to  show  them  when  I questioned  the 
statement  of  Dieckmann  that  there  were  no 
significant  changes  in  the  placenta  in  cases 
of  eclampsia.  It  was  evident  that  there  was 
no  great  desire  on  the  part  of  any  conference 
member  to  see  the  slides. 

Long  before  the  eclampsia  conference,  and 
ever  since  it,  I have  found  no  reason  for 
changing  the  foregoing  concepts.  The  im- 
pression gained  from  these  concepts,  with 
some  elaboration,  will  be  used  as  the  basic 
picture  for  evaluation  of  theories  concerning 
the  etiology  of  eclampsia.  Some  of  these  im- 
pressions are  not  original  nor  are  they  stated 
as  absolute  facts.  However,  a long  interest 
in  toxemia  has  led  me  to  give  them  some 
factual  value. 

Eclampsia  occurs  only  in  the  human  fe- 
male, and  she  alone  of  the  mammals  main- 
tains the  upright  position.  The  frequency  of 
varices  in  the  lower  part  of  the  body  of  any 
human  being  suggests  that  there  is  still  im- 
perfect adaptation  to  this  position.  This  fre- 
quency of  varices  is  increased  in  pregnancy. 
Eclampsia  occurs  only  in  the  presence  of  a 
placenta  or  a symptom  continuity  of  hyper- 
tension, edema,  or  albuminuria,  from  the 
time  of  the  expulsion  of  the  placenta  up  to 
the  time  of  the  seizure,  which  is  generally 
within  seventy-two  hours.  Stander9  report- 
ed 3 cases  occurring  after  seventy-two  hours 
following  expulsion  of  a placenta. 

Toxemia  occurs  more  frequently  when  the 
element  of  increased  intra-abdominal  and/or 
intra-uterine  pressure  is  present — in  ad- 
vanced pregnancies,  primigravidas,  over- 
sized babies,  twins,  and  polyhydramnions. 
The  reverse  appears  to  be  true:  toxemic 
symptoms  improve  with  a reduction  of  the 
intra-uterine  pressure. 

Another  impression  tending  to  show  the 


1948 


ETIOLOGY  OF  ECLAMPSIA— JOHNSON 


529 


connection  between  the  upright  position  and 
toxemia  is  that  the  facilitation  of  circulation 
in  the  utero-placental  sinuses  by  complete 
bed  rest  is  followed  by  decrease  in  blood  pres- 
sure, albuminuria,  and  edema.  This  is  not 
true  when  grave  damage  has  been  done  nor 
when  bed  rest  includes  bathroom  privileges 
and  sitting  up  in  bed  to  eat  or  read.  This 
impression  may  be  taken  advantage  of  in 
securing  another  child  in  some  cases  of  essen- 
tial hypertension  or  residual  hypertension 
due  to  a former  prolonged  pregnancy  hyper- 
tension. 

Any  theory  which  gives  primary  import- 
ance to  dysfunction  of  the  liver,  the  kidney, 
or  any  other  emunctory,  or  to  the  hormones 
of  reproduction  is  inadequate,  unbiologic, 
and  is  not  in  accord  with  “facts  already 
known.”  If  true,  it  would  put  the  biology  of 
reproduction  in  reverse.  Toxemia  of  preg- 
nancy should  not  be  explained  by  a biologic 
concept  but  rather,  in  addition  to  many  pre- 
disposing factors,  it  is  more  a question  of 
evolution  with  failure  of  adaptation  to  the 
upright  position.  Hormonal  deficiencies  ap- 
pear to  be  an  effect  rather  than  a cause. 

In  toxemia  of  pregnancy,  the  pressor  ef- 
fect of  the  toxin  produces  only  hypertension. 
Sensitivity  to  this  toxin,  which  is  subject  to 
marked  individualized  variations,  produces 
angiospasm  which  is  clearly  seen  in  severe 
preeclampsia  and  must  be  extensive  before 
eclampsia  is  possible.  I3  demonstrated  this 
allergy-like  phase  of  toxemia  in  intradermal 
tests  with  dilutions  of  tyramine. 

It  was  thought  for  a long  time  that  the 
pressor  effect  of  the  toxin  circulating  in  the 
blood  of  the  toxemic  patient  was  produced 
by  its  action  on  the  vasomotor  center  and  by 
direct  action  on  the  unstriped  muscle  fibers 
•f  the  vessel  wall.  In  view  of  autopsy  find- 
ings, it  is  now  apparent  that,  if  not  stopped 
by  mechanical  hindrance,  this  toxin  must 
have  some  marked  and  unpredictable  selec- 
tivity for  certain  vessels,  especially  those  in 
the  liver  where  areas  of  necrosis  are  found 
immediately  adjacent  to  healthy  and  func- 
tioning areas. 

For  a long  time  it  seemed  reasonable  to 
suppose  that  the  source  of  the  toxin  causing 
the  clinical  symptoms  of  toxemia  might  as 
well  be  extra-uterine  as  intra-uterine,  but 
repeated  observation  of  improvement  in  the 
patient’s  symptoms  with  the  reduction  of  the 
intra-uterine  pressure  which  follows  death 
in  utero  and  absorption  of  amniotic  fluid,  or 
by  rupture  of  the  membranes,  is  suggestive 
of  an  intra-uterine  origin.  The  toxin  did  not 
cause  the  degeneration  of  the  chorionic 
epithelium  which  is  now  present,  but  rather 
these  degenerated  areas  are  the  likely  forma- 


tion places  of  the  toxin  and  the  amount  of 
toxin  formed  at  any  one  time  is  dependent  on 
the  extent  of  these  areas  of  degeneration. 

There  is  nothing  pathognomonic  in  the 
postmortem  findings  in  eclampsia,  but  in- 
stead they  are  similar  to  those  present  in 
poisoning  from  any  circulating  toxin  or 
poison  which  has  a pressor  effect.  The  path- 
ologist should  have  evidence  that  a known 
toxemia  of  pregnancy  existed  prior  to  death 
before,  in  the  presence  of  kidney  or  brain 
lesions  or  periportal  necrosis,  he  may  give 
the  cause  of  death  as  severe  pregnancy  tox- 
emia or  eclampsia. 

SMITH  AND  SMITH  THEORIES 

Since  the  conference,  Smith  and  Smith7’ 8 
have  done  an  enormous  amount  of  investiga- 
tive work  on  the  etiology  of  pregnancy 
toxemia.  Space  allows  me  only  to  summarize 
their  “theory  and  synthesis”  as  published  in 
the  January,  1948,  issue  of  Physiological  Re- 
views. According  to  their  theory,  menstrua- 
tion is  caused  by  estrogen  withdrawal,  and 
in  the  menstrual  discharge  there  is  a necro- 
tizing toxin  which  is  destructive  to  cells 
and  vessel  walls.  In  pregnancy  toxemia,  they 
have  generally  found  an  estrogen-progester- 
one-chorionic gonadotropin  imbalance  with  a 
notable  decrease  in  the  estrogens.  With  this 
lack  of  hormonal  support  to  the  pregnancy, 
especially  with  low  estrogens,  a process 
similar  to  menstruation  may  be  inaugurated 
with  the  formation  of  a menstrual  toxin 
causing  in  situ  vessel  wall,  syncytial  cell,  and 
decidual  cell  degeneration.  They  have  in 
numerous  papers  stated  that  this  process 
may  be  initiated  in  pregnancy  by  lack  of 
blood  supply  rather  than  hormonal  lack,  and 
in  some  cases  there  may  be  a vicious  circle 
set  up  where  it  is  difficult  to  determine  from 
whence  came  the  original  offense — lack  of 
blood  supply  or  estrogen  deficiency.  Their 
most  recent  reports  concerning  the  use  of  the 
pseudoglobulin  fraction  of  the  serum  of  men- 
struating and  toxemic  women  to  neutralize 
the  action  of  menstrual  toxin  will  not  be 
evaluated  as  this  phase  concerns  treatment 
more  than  it  does  etiology.  However,  their 
reported  progress,  while  immature,  appears 
encouraging,  and  this  may  be  another  in- 
stance of  discovering  not  the  cause  but  the 
cure. 

An  attempt  will  be  made  to  evaluate  only 
that  part  of  the  thesis  of  Smith  and  Smith 
which  concerns  etiology.  That  there  is  a toxic 
substance  in  menstrual  discharge  has  been 
known  for  centuries,  and  it  is  quite  generally 
recognized  in  medicine  as  one  of  those  penal- 
ties of  civilization  inflicted  on  the  female  be- 
cause biologically  she  has  no  business  men- 
struating. This  has  been  accepted  with  grace 
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by  many  women  who  hope  to  menstruate,  but 
realize  that  they  should  not,  even  though  the 
suffering  entailed  in  menstruation  is  any- 
thing from  severe  headache  on  down.  The 
hardships  of  pregnancy  imposed  by  culture 
seemed  far  greater  than  those  of  menstrua- 
tion. 

Smith  and  Smith  deserve  credit  for  at- 
tempting to  determine  the  nature  of  this 
necrotizing  toxin  through  exhaustive  studies. 
However,  two  all  important  items  are  still 
lacking:  (1)  definite  chemical  determina- 
tions of  the  substances  contained  and  (2) 
most  important  of  all,  whether  or  not  any  of 
these  substances  have  a pressor  effect.  This 
latter  is  "a  basic  requirement  in  the  solution 
of  pregnancy  toxemia. 

I cannot  envision  any  possible  connection 
between  the  estrogen  withdrawals  of  re- 
peated unbiologic-  and  mildly  pathologic  men- 
struations and  the  presumed  primary  estro- 
gen withdrawal  in  a normal  and  biologic 
pregnancy.  Lengthy  reflection  fails  to  pro- 
duce any  connection  between  the  two  pro- 
cesses. One  is  destructive;  the  other  is  crea- 
tive. In  the  two  instances  the  source  of  the 
estrogens  is  different  as  well  as  is  the  pur- 
pose for  which  they  were  intended  to  serve 
— one  to  prepare  an  egg  and  a nesting  place ; 
the  other,  through  its  own  efforts,  to  safe- 
guard the  pregnancy  after  nesting  has  taken 
place.  In  this  latter  instance,  the  placenta 
becomes  the  sole  source  of  production  of 
those  hormones  essential  to  the  safeguarding 
of  the  pregnancy.  All  that  the  placenta  asks 
from  the  host  is  that  it  be  provided  with  an 
adequate  and  proper  blood  supply  and  also 
that  the  host  will,  if  necessary,  further 
metabolize  and  eliminate  such  quantities  and 
kinds  of  hormones  as  are  not  necessary  to 
maintain  the  pregnancy. 

If  the  host  or  landlord  affords  these  ad- 
vantages to  the  placenta-tenant,  it  is  difficult 
to  imagine  that  under  these  favorable  cir- 
cumstances the  placenta-tenant  would  at- 
tempt suicide  or  deliberately  jeopardize  the 
fetus  which  it  is  guarding.  Certainly  it  would 
not  naturally  and  without  cause  order  a 
“strike”  or  “walkout”  on  the  part  of  the 
steroid  producing  cells  of  the  chorionic  epi- 
thelium. However,  it  is  understandable  that 
these  same  cells  might  have  to  capitulate  if 
the  landlord  or  host  were  unable  to  furnish 
through  adequate  blood  supply  the  necessary 
materials  with  which  to  work.  Also,  if  Smith 
and  Smith  are  right  as  regards  the  cases  of 
primary  withdrawal  of  estrogens  not  being 
dependent  on  circulatory  deficiency,  the 
curious  will  still  continue  to  ask  why  the 
placenta  in  a first  pregnancy  is  more  aber- 
ratious  or  more  traitorous  in  risking  the  life 


of  its  charge  while  the  host  is  young  and 
vigorous  than  subsequent  placentas  which,  as 
is  well  known,  guard  their  charges  with 
much  less  morbidity  and  mortality. 

Adhering  strictly  to  the  theory  that  preg- 
nancy toxemia  is  caused  by  inadequate  blood 
supply  to  the  fetus,  I can  give  Smith  and 
Smith  credit  for  also  finding  that  circulatory 
deficiency  is  often  the  cause  of  pregnancy 
toxemia,  but  I desire  to  suggest  again  that 
hormonal  imbalance  or  hormonal  lack  is  an 
effect  and  not  a cause.  Their  studies  have 
enhanced  the  knowledge  concerning  men- 
strual discharge  and  the  information  about 
the  metabolism  of  placental  hormones,  but, 
in  spite  of  the  extensive  documentation  they 
have  given  their  work  (twenty-two  publica- 
tions since  1938),  the  etiology  of  pregnancy 
toxemia  appears  to  me  to  be  at  the  same 
stage  it  was  when  they  began  their  investi- 
gations. 

HOFBAUER  THEORIES 

Hofbauer  has  been  a prolific  writer  on  the 
etiology  of  toxemia.  One  who  has  followed 
his  articles  for  many  years  must  have  found 
in  them  much  to  think  about  though  many 
conclusions  were  highly  speculative  and 
without  conclusive  evidence.  Mere  mention 
of  a few  of  his  articles  prior  to  his  latest  of 
April,  1946, 2 will  suffice.  One  of  his  first 
papers  attributed  the  cause  of  eclampsia  to 
upset  posterio-hypophyseal-cortico-adrenalin 
mechanism.  A later  paper  gave  as  the  basic 
cause  an  undue  pitressin  effect.  Subse- 
quently he  published  an  article  suggesting 
that  histamine  was  the  cause.  As  far  as  I 
know,  Hofbauer  was  the  first  to  indicate  that 
a toxic  amine  might  be  involved,  and  if  I am 
not  mistaken,  his  thesis  came  out  about  the 
same  time  that  the  extensive  work  on  the 
toxic  amines  was  being  done  at  the  Univer- 
sity of  Chicago  by  Henke  and  Koessler.  One 
striking  characteristic  of  Hofbauer’s  articles 
is  that  though  he  can  give  an  up-to-the-min- 
ute theory,  he  is  steadfast  in  interweaving 
all  former  theories  with  the  last. 

His  last  paper  mentioned  above,  “The 
Evolution  of  the  Biologic  Concept  of  the 
Etiology  of  Late  Toxemia,”  is  rather  hard 
for  me  to  follow.  However,  the  impression 
gained  is  that  he  now  involves  the  thyroid 
among  his  pressor  producers.  Then,  by  rea- 
son of  these  three  pressor  producing  glands 
“ganging  up”  on  the  acetylcholine  forming 
function  of  the  placenta,  production  of  the 
latter  is  seriously  handicapped  and  the  great 
source  of  vasodilator  substance  is  stopped. 
He  writes  of  “exposition  of  the  functional 
aberrations  of  the  placental  enzyme  system.” 
I do  not  understand  enough  about  his  theory 
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to  evaluate  it.  Here  again,  however,  I cannot 
see  why  the  pressor  glands  “gang  up”  and 
the  placental  enzymes  become  aberratious 
more  often  in  the  young  primigravida  than 
in  the  older  multipara. 

LAVAKE  THEORIES 

LaVake,5  in  an  article  on  “Serology  and 
Obstetrics”  in  1946,  among  other  things  in- 
sinuated that  the  Rh  factor  might  be  con- 
cerned in  the  etiology  of  eclampsia.  This 
seems  just  another  confusing  and  purely 
theoretical  factor  in  the  study  of  toxemia. 
While  the  etiology  of  eclampsia  may  involve 
an  antigen-antibody  reaction,  it  certainly 
follows  a different  pattern  than  that  seen  in 
erythroblastosis.  If  it  were  to  follow  such  a 
pattern,  the  primipara  who  develops  eclamp- 
sia should  have  toxemia  develop  earlier  in 
the  next  pregnancy,  which  is  not  the  case. 
Shortly  after  making  inquiry  of  another  in- 
vestigator who  was  also  interested  in  this 
problem,  I was  sent  data  on  5 cases  of 
eclampsia  in  which  the  blood  group  and  Rh 
were  identical  in  mother  and  baby. 

LIN  THEORIES 

Several  more  theories  as  to  the  etiology  of 
eclampsia  have  been  advanced,  but  only  one 
more  will  be  mentioned — a recent  paper  “Is 
Eclampsia  an  Allergy?”  by  Lin.6  This  is  en- 
titled to  comment  because  it  represents  some 
painstaking  investigative  work  in  the  hope  of 
throwing  more  light  on  the  antigen-antibody 
theory.  Working  with  rats,  the  author  used 
rat  placental  suspensions  as  an  antigen. 
Pregnancy  in  these  immunized  rats  was  fol- 
lowed by  albuminuria,  hypertension,  and 
blood  vessel  wall  changes.  Exception  must  be 
taken  to  her  statement,  “It  is  a common  find- 
ing of  the  obstetricians  that  repeated  preg- 
nancies intensify  all  symptoms  and  signs  of 
toxemia  of  pregnancy.”  This  is  true  only 
when  permanent  vessel  wall  damage  pre- 
cedes the  pregnancy,  and  even  then  it  is  not 
invariably  true.  An  important  check  on  her 
work,  which  was  probably  done  but  not  re- 
ported, would  have  been  the  culturing  of  a 
part  of  the  placental  suspensions  at  the  time 
of  the  intraperitoneal  injections. 

During  the  Jast  few  years  there  has  been  a 
paucity  of  articles  on  complete  and  accurate 
autopsy  findings  in  eclampsia  with  special 
correlation  of  these  findings  with  the  clinical 
aspects.  Way12  has  recently  published  an 
article  which  notably  helps  to  fill  this  disap- 
pointing, even  exasperating,  vacuum.  The 
etiology  of  eclampsia  as  well  as  the  whole 
field  of  obstetrics  will  be  retarded  unless 
more  pathologists  become  able  and  willing 
to  give  correlated  autopsy  protocols  on  fetal 
and  maternal  deaths. 


Definite  progress  concerning  the  etiology 
of  pregnancy  toxemia  awaits  the  assistance 
of  protein  chemists  and  pathologists.  Es- 
pecially needed  are  the  pathologists,  unindoc- 
trinated with  the  pathology  of  forty  years 
ago,  whose  refined  methods  would  afford  a 
sharp  and  emphatic  differentiation  between 
the  rather  sudden  circulatory  collapse  or 
shock  death  and  the  circulatory  collapse 
death  of  the  toxemic  patient.  The  physician 
must  be  even  more  mindful  of  his  responsi- 
bility. A mild  toxemia  may  terminate  dur- 
ing or  following  delivery  in  a circulatory 
collapse  death  if  all  the  factors  contributing 
to  shock  are  not  carefully  considered.  The 
most  important  of  these  factors  are  maternal 
exhaustion,  fear,  wrong  anesthetic  or  too 
much  of  the  right  anesthetic,  surgical  trau- 
ma, rapid  blood  loss,  and  drug  sensitivity. 
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ABSTRACT  OF  DISCUSSION 

Dr.  William  F.  Mengert,  Dallas:  Dr.  Johnson  has 
thought  and  taught  along  the  lines  of  his  paper  for 
many  years,  and  his  knowledge  and  experience  com- 
mand attention  and  respect. 

Zangemeister  called  eclampsia  “the  disease  of 
theories,”  and  no  man  can  practice  obstetrics  with- 
out devoting  many  hours  to  pondering  this  challeng- 
ing mystery.  In  fact,  it  has  been  said  no  man  is 
truly  an  obstetrician  until  he  acquires  a theory  con- 
cerning the  etiology  of  eclampsia.  The  founders  of 
the  present  Chicago  Lying-In  Hospital  felt  so 
strongly  about  the  importance  of  the  disease  that 
they  left  a blank  space  on  the  capital  of  one  of  the 
columns  of  the  cloister  leading  to  the  Mothers’  Aid 
Pavilion.  The  name  of  the  man  discovering  the  eti- 
ology of  eclampsia  is  to  be  graven  there,  to  record 
him  for  posterity  as  one  of  the  all-time  Great  Ob- 
stetricians. 

It  would  be  repetitious  for  me  to  detail  the  pros 
and  cons  of  the  various  theories,  since  Dr.  Johnson 
did  that  so  admirably.  Rather,  I shall  try  to  sum- 
marize a few  accepted  beliefs  in  an  effort  to  narrow 
the  field  and  bring  certain  facts  to  focus. 

Most  obstetricians  believe  some  chemical  sub- 
stance causes  the  disease.  The  very  name  is 
“toxemia.”  Moreover,  if  it  is  a toxin,  it  is  placental 
in  origin  and  not  fetal,  since  3 patients  with  hy- 
datidiform  mole  have  been  reported,  during  the  past 
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twenty  years,  to  develop  eclampsia.  Undoubtedly  it 
is  basically  a vascular  phenomenon  and  related  to 
the  hypertensive  cardiovascular  disease  common  to 
both  sexes.  It  is  a disease  of  late  pregnancy  occur- 
ring only  in  the  last  trimester  and  stopping  within 
a few  hours  after  birth  of  the  placenta.  The  mul- 
titudinous pathologic  lesions  are  the  result  of  the 
disease  and  not  the  cause  of  the  clinical  manifes- 
tations. 

Much  confusion  exists  because  of  improper  diag- 
nosis. Almost  all  obstetricians  believe  there  is  a 
separate  syndrome,  preeclampsia,  with  eclampsia  oc- 
curring only  in  late  pregnancy.  All  know  that  hy- 
pertensive cardiovascular  disease  may  occur  at  any 
time,  but  many  confuse  the  two  diseases.  This  is 
easy,  since  they  frequently  merge  or  occur  simul- 
taneously. Some  would  add  to  the  toxemia  picture 
such  obviously  extraneous  phenomena  as  pei’nicious 
vomiting,  acute  yellow  atrophy  of  the  liver,  and 
salivation.  How  can  the  etiology  of  a disease  be  de- 
termined when  even  its  identity  remains  in  doubt? 

Moreover,  convulsions  may  result  from  a number 
of  etiologic  factors.  Those  most  commonly  occurring 
with  eclampsia  are  caused  by  cerebral  anoxia,  vaso- 
spasm, edema,  and  water  intoxication.  It  is  not  gen- 
erally known,  but  water  and  salt  intoxication,  as 
Dr.  Johnson  said,  often  produces  convulsions.  Thus, 
overtreatment  of  the  eclamptic  patient  with  salt  and 
water  may  continue  rather  than  inhibit  convulsions. 
Undoubtedly,  late  convulsions  occurring  days  after 
delivery  are  due  to  this  water  and  salt  intoxication 
rather  than  basically  to  the  eclampsia. 

I believe  that  all  the  facts  necessary  to  the  solu- 
tion of  the  eclampsia  problem,  save  only  the  demon- 
stration of  the  chemical  agent,  are  now  in  our 
hands.  When  a superb  obstetric  clinician  and  an  ex- 
cellent chemist  “team  up,”  the  answer  will  soon  be 
secured. 


PENICILLIN  DUST  AND  RESPIRATORY 
INFECTIONS 

Inhalation  of  penicillin  dust  is  a valuable  treat- 
ment for  the  common  cold,  chronic  sinusitis,  bron- 
chitis, bronchial  asthma  with  acute  or  chronic  bron- 
chitis, and  pneumonia,  report  three  physicians, 
writing  in  the  October  2 issue  of  The  Journal  of  the 
American  Medical  Association.  They  are  Louis 
Krasno,  M.  D.,  Department  of  Clinical  Science  of 
the  University  of  Illinois  Medical  School;  Paul  S. 
Rhoads,  M.  D.,  Division  of  Medicine,  Northwestern 
University  Medical  School;  and  Mary  Karp,  M.  D., 
Division  of  Surgery,  Northwestern  University  Med- 
ical School,  and  Department  of  Anesthesiology,  Wes- 
ley Memorial  Hospital  and  Passavant  Memorial  Hos- 
pital. 

Of  169  patients  treated  for  the  common  cold,  42 
per  cent  were  considered  cured.  Thirty-eight  patients 
were  treated  for  acute  and  chronic  sinusitis,  41  were 
treated  for  acute  and  chronic  bronchitis,  and  24  were 
treated  for  bronchial  asthma  with  acute  or  chronic 
bronchitis.  Of  these,  13,  17,  and  4 patients  respec- 
tively were  freed  of  symptoms.  Four  out  of  6 
patients  treated  for  pneumonia  were  freed  of  symp- 
toms. Other  patients  in  the  study  were  treated  for 
various  other  infections  of  the  respiratory  tract. 

Penicillin  dust  often  relieves  the  stuffiness  and 
congestion  of  a cold  immediately,  the  physicians  say. 
It  also  reduces  the  pain  of  an  acutely  sore  throat 
within  one-half  to  one  hour  following  treatment  in 
some  cases. 

The  treatment  consisted  of  inhaling  penicillin  dust 
one  to  three  times  daily.  Three  to  six  minutes  were 
usually  required  to  inhale  the  amount  used,  and 
patients  were  not  allowed  to  eat  or  drink  for  one 
hour  after  each  inhalation.  Some  of  the  patients 
used  a plastic  mouth  inhaler,  which  reduces  the 
possibility  of  allergic  reactions. 


CONTINUOUS  CAUDAL  ANALGESIA 
IN  OBSTETRICS 
JAMES  C.  KLEIN,  M.  D. 

LUFKIN,  TEXAS 

Throughout  the  ages  man  has  sought  dili- 
gently for  methods  of  alleviating  pain,  par- 
ticularly that  pain  which  is  associated  with 
parturition. 

The  first  known  clinical  application  of 
continuous  caudal  analgesia  occurred  on 
October  10,  1941,  being  used  to  relieve  pain 
for  an  operation  upon  the  lower  extremity. 
This  procedure  was  then  used  by  Dr.  Robert 
A.  Hingson,  U.  S.  P.  H.  S.,  for  the  safe  con- 
trol of  pain  in  childbirth.  It  is  to  Dr.  Hingson 
that  we  are  indebted  for  his  untiring  efforts 
in  perfecting  a safe  means  for  control  of  pain 
in  childbirth. 

The  obstetric  profession  as  a whole  has 
been  slow  in  accepting  this  method  of  pain 
relief  during  labor,  and  we  who  are  employ- 
ing it,  are  continuing  to  meet  opposition 
from  our  fellow  practitioners.  Before  criti- 
cizing this  procedure,  a physician  should  take 
the  trouble  to  see  this  method  used,  calculate 
its  advantages  as  well  as  its  disadvantages, 
and  evaluate  it  carefully. 

PHYSIOLOGIC  BACKGROUND 

Since  caudal  analgesia  is  a form  of 
epidural  anesthesia,  a consideration  of  the 
epidural  space  is  in  order. 

The  epidural  space  is  that  portion  of  the 
vertebral  canal  not  occupied  by  the  dura  and 
its  contents.  Superiorly  it  ends  at  the 
foramen  magnum  where  the  dura  divides 
into  two  layers.  Within  the  canal  the  dura 
lies  in  close  opposition  to  the  periosteum  of 
the  posterior  aspects  of  the  bodies  of  the 
vertebrae  and  laterally  it  extends  with  each 
nerve  root.  Posteriorly  it  has  no  connections. 

The  dural  sac  with  its  contents  of  spinal 
cord  and  cerebrospinal  fluid  almost  complete- 
ly fills  the  vertebral  canal,  allowing  only  3 
to  6 mm.  between  the  ligaments  and  the  sac 
itself. 

There  are  58  lateral  openings  into  the 
epidural  space,  namely,  8 anterior  and  pos- 
terior sacral  foramina,  10  lumbar  interverte- 
bral foramina,  24  thoracic  intervertebral 
foramina,  14  cervical  intervertebral  fora- 
mina, and  the  2 grooves  between  the  atlas 
and  the  occiput.  Interiorly  the  sacral  hiatus 
opens  into  the  peridural  space. 

Interiorly  the  sacral  prolongation  of  the 
epidural  space  is  the  sacral  canal.  In  normal 
subjects  the  dura  ends  in  the  canal  between 
the  bodies  of  the  first  and  second  sacral 
vertebrae.  The  canal  varies  in  length  from  3 

Read  before  the  Section  on  Obstetrics  and  Gynecology,  State 
Medical  Association  of  Texas,  Annual  Session,  Houston,  April 
27,  1948. 
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to  4 inches.  It  contains  the  following  struc- 
tures: the  sacral  and  coccygeal  nerves  and 
dorsal  root  ganglia;  the  lower  end  of  the 
dural  sac ; loose  areolar  tissue ; solidified  and 
partially  liquid  fat ; and  lymphatic  and  blood 
vessels,  the  latter  consisting  mostly  of  veins 
representing  the  lower  end  of  the  internal 
vertebral  plexus.  It  is  for  this  reason  that  in 
caudal  puncture  an  effort  is  made  to  direct 
the  needle  along  the  roof  of  the  canal  to  avoid 
venipuncture. 

The  epidural  space  ends  interiorly  at  the 
sacral  hiatus.  This  is  an  oblique  opening 
formed  by  the  failure  of  fusion  of  the  fifth 
and  sometimes  the  fourth  sacral  vertebrae. 
It  lies  about  2 inches  above  the  tip  of  the 
coccyx  usually  in  midline  and  in  most  sub- 
jects directly  beneath  the  superior  limit  of 
the  intergluteal  crease  of  skin. 

In  about  10  per  cent  of  cases  the  hiatus  is 
clinically  anomalous.  These  deviations  may  be 
in  locations,  extent,  or  the  related  struc- 
tures. The  shape  of  the  opening  is  triangular, 
the  apex  of  the  triangle  being  superior.  The 
apical  angle  varies  from  20  to  60  degrees, 
and  its  extent  is  determined  by  the  width  of 
the  hiatus.  Because  of  failure  of  fusion  of  the 
third  and  perhaps  higher  sacral  lamina,  in 
addition  to  the  fourth  and  fifth,  the  hiatus 
may  extend  a greater  distance  upward.  In 
some  instances  it  may  be  at  such  a high  level 
that  the  floor  of  the  hiatus  will  be  formed  by 
the  second  and  third  sacral  vertebra  rather 
than  the  fourth  and  fifth.  Because  of  inter- 
mittent failure  of  fusion,  additional  openings 
into  the  sacral  canal  may  exist  together  with 
a more  or  less  normally  located  sacral  hiatus. 
In  some  cases  there  may  be  a complete  fail- 
ure of  fusion  over  the  sacral  canal  beginning 
from  the  hiatus  to  the  lumbar  epidural  space. 
Bony  overgrowths  from  adjacent  structures 
may  entirely  obscure  the  hiatus,  a flattened 
fourth  sacral  spinous  process  being  the  most 
common  offender. 

A knowledge  of  these  variations  of  the 
sacral  hiatus  is  necessary  in  order  to  intro- 
duce the  needle  into  the  sacral  canal  of  all 
subjects.  Lack  of  this  knowledge  is  an  ob- 
stacle to  the  beginner  and  is  the  cause  of 
early  failures. 

From  a consideration  of  the  structure  of 
the  epidural  space  as  described,  it  can  be 
visualized  that  an  anesthetic  solution  spreads 
posteriorly  up  into  the  space  and  at  the  same 
time  extends  laterally  through  the  sacral  and 
intervertebral  foramina  to  surround  the 
nerve  roots.  It  first  affects  the  posterior 
roots  by  reason  of  their  proximity  but  soon 
spreads  to  the  united  roots  to  produce  motor 
effects.  The  autonomic  system  is  readily  an- 
esthetized because  of  the  smaller  caliber  of 


its  fibers  and  absence  of  a myelin  sheath. 
Because  of  the  fibrous  curtain  over  the  inter- 
vertebral foramina,  fluid  injected  into  the 
epidural  space  must  infiltrate  into  the  nerve 
roots  or  pass  through  the  connective  tissue 
network  into  the  paravertebral  spaces  in 
order  to  produce  its  effects. 

INDICATIONS  FOR  CAUDAL  ANALGESIA 

Contraindications  for  the  use  of  caudal 
analgesia  include  the  following : 

1.  Nervous  and  apprehensive  patients 
who  border  on  the  hysterical  and  who  will 
find  something  to  complain  of  unless  they  are 
asleep  during  delivery. 

2.  Obesity,  which  makes  the  sacral  hiatus 
difficult  to  palpate. 

3.  A history  of  quick  labors  in  multiparas 
which  will  frequently  not  allow  sufficient 
time  before  the  delivery  for  the  anesthetic  to 
take  effect. 

4.  Anomalies  or  infections  about  the 
sacrum. 

5.  Placenta  previa,  or  premature  separa- 
tion. 

6.  Breech  presentation. 

7.  Cephalo-pelvic  disproportion. 

Indications.  There  are  certain  specific 

conditions  in  which  caudal  anesthesia  should 
be  the  anesthetic  of  choice  for  the  obstetric 
patient : 

1.  Prematurity.  The  greatest  factor  in 
the  death  rate  of  premature  infants  is  their 
liability  to  cerebral  accidents.  This  liability 
may  be  lessened  by  caudal  anesthesia,  be- 
cause of  the  relative  softening  and  relaxation 
of  the  cervix  and  pelvic  floor  structures, 
thereby  decreasing  resistance  to  the  cranial 
vault  during  contractions.  In  addition,  all 
sedatives,  amnesia  agents,  and  inhalation  an- 
esthetics have  been  shown  to  enter  fetal  cir- 
culation, and  therefore  exert  a depressing 
effect  on  the  respiratory  efforts  of  the  fetus. 
This  factor  is  not  obtained  by  using  caudal 
analgesia. 

2.  Heart  disease,  nonhypertensive.  The 
patient  is  relieved  of  all  emotional  stress  and 
strain  and  lies  quietly  and  without  appre- 
hension. 

3.  Disease  of  the  upper  respiratory  sys- 
tem. The  element  of  hazard  of  an  inhalation 
anesthetic  is  not  present. 

4.  Renal  disease  in  the  absence  of  hyper- 
tension. There  is  no  toxic  effect  on  the  kid- 
neys. 

5.  Toxemia  of  pregnancy.  The  blood 
pressure  is  lowered  and  there  is  greater 
urinary  output  due  to  dilation  of  the  glom- 
eruli, thereby  lessening  the  danger  of  con- 
vulsions. 

6.  Cervical  dystocia.  Caudal  analgesia 
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has  a softening  and  relaxing  effect  on  the 
cervix. 

7.  Full  stomach  at  time  of  delivery.  Gen- 
eral anesthesia  is  contraindicated  because  of 
dangers  of  aspiration,  pneumonitis,  and 
atelectasis. 

Caudal  analgesia  should  for  the  present  at 
least  be  considered  strictly  a hospital  proce- 
dure and  those  in  immediate  attendance  on 
the  patient  must  be  thoroughly  familiar  with 
the  method. 

TECHNIQUE 

For  those  not  familiar  with  the  method,  I 
will  review  it  briefly.  Caudal  analgesia  is 
purely  a local  nerve  block  to  the  sensory 
nerves  of'the  lower  abdomen  and  lower  ex- 
tremities. This  is  brought  about  by  carefully 
inserting  a special  malleable  metal  needle 
through  the  sacral  hiatus  and  injecting  a 
sterile  1.5  per  cent  solution  of  metycaine  in 
a vehicle  of  Ringer’s  solution.  The  motor 
fibers  are  only  slightly  impaired  so  that  the 
contractions  of  the  uterus  continue  but  the 
patient  is  not  necessarily  conscious  of  them. 
The  sensations  of  cold,  pressure,  topch,  and 
heat  are  retained.  There  is  marked  vasodila- 
tion of  the  lower  extremities,  causing  a 
noticeable  warmth  and  perspiration  of  the 
lower  extremities.  The  height  of  the  anal- 
gesia and  anesthesia  can  be  regulated  by  the 
amount,  pressure,  and  time  intervals  of  the 
injections. 

RESULTS  WITH  CAUDAL  ANALGESIA 

As  in  all  forms  of  conduction  anesthesia 
the  incidence  of  complete  success  falls  short 
of  100  per  cent.  Failure  is  ordinarily  due  to 
anatomic  anomalies  of  the  sacrum  or  to  in- 
experience in  inserting  the  caudal  needle. 
Siever  and  Mousel4  had  12  failures  in  300 
obstetric  cases  or  4 per  cent.  Lull3  reported 
8 per  cent  failures  in  553  obstetric  cases.  In 
the  10,000  obstetric  cases  reported  from 
North  American  clinics  by  Hingson  and  Ed- 
wards1 there  were  81  per  cent  of  complete 
success,  12  per  cent  of  partial  relief  of  pain, 
and  7 per  cent  of  failure. 

I started  my  small  series  on  May  1,  1947, 
and  completed  it  as  of  midnight  December 
31,  1947.  All  of  these  patients  were  handled 
in  Angelina  County  Hospital,  Lufkin,  and  the 
anesthetic  agent  used  was  metycaine  1.5  per 
cent  solution,  which  comes  already  prepared 
in  200  cc.  ampules.  I used  the  special  malle- 
able metal  needle  and  followed  the  technique 
as  taught  by  Dr.  Hingson. 

During  the  eight  month  period  I used 
caudal  analgesia  in  a total  of  113  cases.  Of 
these  113  patients,  98  or  86.72  per  cent  had 
complete  relief  of  pain,  and  4 received  more 
than  75  per  cent  relief,  but  not  complete. 


Those  cases  with  less  than  75  per  cent  relief 
were  classified  as  failures.  This  gives  a total 
of  102  patients  or  90.26  per  cent  who  re- 
ceived complete  or  satisfactory  relief  of  pain 
with  childbirth.  There  were  11  cases  or  9.73 
per  cent  failures.  Three  of  these  failures 
were  due  to  aspiration  of  spinal  fluid  after 
insertion  of  the  caudal  needle.  The  others 
were  due  to  faulty  insertion  of  the  needle  by 
the  operator  or  too  rapid  dilation  so  that  the 
metycaine  did  not  have  time  to  take  effect. 

After  receiving  my  training  from  Dr. 
Hingson,  I realize  that  it  is  a highly  special- 
ized technique  and  should  not  be  attempted 
without  this  training.  It  is  true,  anyone  can 
place  the  needle  in  the  sacral  hiatus,  but 
even  this  method  is  not  without  its  dangers. 
The  most  important  thing  to  learn  is  what 
to  do  after  the  needle  is  in  place.  The  physi- 
cian must  know  how  to  give  a smooth  con- 
tinuous anesthesia,  what  dangers  to  watch 
for,  and  how  to  combat  them  when  they  arise, 
Otherwise  he  will  get  small  skipped  areas  of- 
pain,  unilateral  relief,  or  a complete  failure. 
Some  patients  require  larger  injections  over 
shorter  periods  of  time  for  total  relief.  The 
level  of  anesthesia  must  be  watched  and 
necessary  injections  used  to  maintain  this 
level.  The  desired  level  of  anesthesia  is  the 
umbilicus.  The  doctor  who  is  not  familiar 
with  the  dangers  may  jeopardize  either  the 
mother  or  the  baby,  or  both.  If  he  gives  the 
metycaine  into  a vein,  he  may  get  a severe 
systemic  shock.  An  injection  into  the  dura 
will  give  a massive  spinal  anesthetic  which 
may  prove  fatal.  The  most  common  danger 
is  the  fall  in  blood  pressure.  Usually  this  fall 
is  slow  and  never  dangerous  either  to  the 
mother  or  the  fetus,  but  constant  blood  pres- 
sure readings  must  be  made  to  watch  for 
this  danger.  If  necessary,  the  feet  must  be 
elevated  as  high  as  possible  and  % to  % 
grains  of  ephedrine  by  hypodermic  given  to 
combat  this  fall.  Fetal  heart  tones  must  be 
checked  to  watch  for  fetal  embarrassment. 

It  is  this  close  watching  of  the  patient  and 
the  necessity  of  the  doctor’s  presence  with 
the  patient  that  cause  many  to  say  they  do 
not  have  the  time  to  spend,  this  being  one 
reason  that  the  method  is  not  more  generally 
used. 

To  the  lay  mind  the  purpose  of  caudal 
analgesia  is  to  make  the  process  of  childbirth 
painless  to  the  mother,  and  this  is  done 
dramatically  to  her  as  well  as  the  anxious 
family.  The  patient  is  always  instructed  to 
come  to  the  hospital  only  when  her  pains  are 
hard  and  regular.  She  usually  is  admitted  in 
pain  and  within  a period  of  from  twenty  to 
thirty  minutes  usually  receives  relief  and  is 
comfortable.  I have  produced  this  comfort 
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in  86.72  per  cent  of  my  cases.  With  the 
other  methods  such  results  could  never  be 
obtained. 

“Caudal”  babies  are  usually  crying  and 
breathing  before  the  hips  are  born.  Conse- 
quently there  are  no  drugs  or  anesthetics  to 
depress  the  baby ; there  is  no  need  for  resus- 
citation that  might  injure  its  air  passages. 
The  baby  is  pink  upon  delivery  and  never 
blue  unless  there  is  a congenital  heart  lesion 
or  massive  atelectasis.  There  is  no  period  of 
anoxemia  and  because  of  this  it  is  a better 
baby.  There  is  less  intracranial  damage  be- 
cause there  is  no  anoxemia  and  there  is  no 
desire  on  the  part  of  the  mother  to  push 
down  in  the  second  stage  of  labor.  There  is 
such  perfect  relaxation  of  the  perineum  that 
there  is  less  trauma  to  the  baby’s  head. 

The  anesthesia  usually  carries  through  the 
second  and  third  stages  of  labor  so  that  the 
episiotomy  and  repair  can  be  done  without 
further  injections.  Because  the  malleable 
needle  stays  in  place  and  is  connected  with 
the  syringe  and  an  ampule  of  metycaine  by 
a three  way  stopcock,  there  is  no  undue  ef- 
fort to  give  repeated  injections.  If  anything 
goes  wrong  such  as  the  needle  slipping  out 
or  becoming  plugged,  it  is  easy  to  transfer 
to  other  forms  of  anesthesia.  The  use  of 
drugs  such  as  quinine  or  pitocin  must  be 
carefully  watched  as  the  patient  cannot  feel 
the  force  of  the  uterine  contraction  and  the 
drug  may  force  a contraction  so  violent  as  to 
result  in  the  rupture  of  the  uterus  or  fetal 
embarrassment. 

There  is  a much  smaller  loss  of  blood  under 
caudal  analgesia  for  the  entire  delivery.  The 
average  in  my  series  is  an  estimated  75  cc. 
per  patient.  Blood  loss  under  other  types  of 
anesthetics  will  usually  triple  that  amount. 

The  mothers  make  a much  more  rapid 
recovery  because  they  are  not  exhausted  and 
they  have  had  nothing  to  depress  or  nauseate 
them.  Many  have  been  served  a soft  diet  tray 
soon  after  return  to  their  room. 

Many  criticize  this  method  on  the  ground 
that  it  increases  the  incidence  of  forcep  de- 
liveries. Many  use  low  forceps  anyway  on 
primiparas,  and  low  forceps  correctly  applied 
are  used  only  to  lift  the  head  off  the  floor  of 
the  pelvis.  I have  noticed  an  increase  in  per- 
centage of  occipito-posterior  and  transverse 
deliveries  because  the  fetuses  have  failed  to 
rotate  as  a result,  I believe,  of  relaxation  of 
the  perineum  and  pelvic  floor. 

I always  remove  the  caudal  needle  after 
the  delivery  and  repairs  are  completed.  At  this 
time  I give,  in  the  hip  because  of  anesthesia, 
1/3  grains  of  pantopon.  This  relieves  the 
pain  in  the  uterus  and  episiotomy  after  the 
anesthetic  wears  off.  Because  these  patients 


have  not  had  pain  before,  they  notice  this 
pain  more  readily. 

The  most  noticeable  result  is  seen  at  the 
six-week  final  check-up.  The  cervix  seldom 
shows  any  lacerations.  I have  seldom  had  to 
cauterize  a cervix  for  granulations  after 
caudal  analgesia.  There  are  less  complaints 
of  backaches,  especially  in  the  sacral  region. 

I have  not  had  any  cases  of  paralysis  or 
muscular  weakness  following  caudal  anal- 
gesia. 

Many  women  dread  the  process  of  child- 
birth less  and  are  interested  in  what  is  going 
on.  They  all  state  that  the  thrill  they  ex- 
perience when  they  hear  their  baby’s  first 
cry  cannot  be  equaled.  Of  course,  the  disad- 
vantage to  their  being  awake  occurs  when 
the  baby  is  not  normal  or  something  else  goes 
wrong. 

Caudal  analgesia  is,  in  my  opinion,  a safe 
means  of  controlling  pain  in  childbirth,  and 
I hope  to  see  the  day  when  caudal  analgesia 
will  be  the  universal  method  of  anesthesia 
for  childbirth. 

SUMMARY 

The  use  of  continuous  caudal  analgesia  as 
a safe  means  to  relieve  pain  in  childbirth 
was  perfected  by  Dr.  R.  A.  Hingson.  The 
sensory  nerves  in  the  pain  area  are  anes- 
thetized by  the  passage  of  a solution  of 
metycaine  through  the  sacral  hiatus  and 
about  the  posterior  nerve  roots.  Physicians 
practicing  this  method  maintain  it  is  one  of 
the  most  satisfactory  methods  of  anesthesia 
in  childbirth. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Herman  L.  Gardner,  Houston:  Dr.  Klein  has 
given  an  excellent  review  of  some  basic  anatomy,  an 
understanding  of  which  is  essential  to  the  physician 
who  wishes  to  employ  caudal  anesthesia.  He  has 
described  how  an  anesthetic  agent  can  be  injected 
into  the  epidural  space  through  the  sacral  hiatus  to 
block  completely  the  sensory  nerve  supply  to  the 
entire  birth  canal.  Had  nature  not  provided  this 
anatomic  arrangement,  Drs.  Hingson  and  Edwards 
would  have  never  received  their  notoriety  and  caudal 
anesthesia  would  not  have  created  such  rage  and 
furor. 

Dr.  Klein  has  claimed  nothing  new  in  his  discus- 
sion. Although  his  series  is  small,  his  results  have 
been  convincing,  a point  no  doubt  accounting  for  his 
apparent  enthusiasm. 

I am  in  complete  agreement  that  the  method  is 
strictly  a hospital  procedure  and  one  to  be  practiced 
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by  the  physician  who  has  had  not  only  special  in- 
structions but  sufficient  time  to  remain  in  constant 
attendance.  He  should  be  fully  aware  of  all  the 
dangers,  and  he  should  have  at  his  immediate  dis- 
posal the  tools  necessary  for  combating  these 
potential  dangers. 

Dr.  Hingson,  co-founder  of  continuous  caudal  an- 
esthesia in  obsteti’ics,  continues  to  write  volumes  on 
the  “excellence”  of  the  method.  His  statistical  re- 
ports are  convincing  on  the  surface,  but  less  so  on 
closer  scrutiny.  For  example,  it  seems  unfair  to 
compare  the  fetal  mortality  rate  in  a large  group 
of  women  who  have  received  caudal  anesthesia  in 
well  regulated  hospitals  and  delivered  by  obstetri- 
cians with  the  fetal  mortality  rate  of  the  death 
registration  area  of  the  United  States  as  a whole. 
To  make  the  slightest  implication  that  the  better 
figures  had  to  do  with  caudal  anesthesia  rather  than 
good  obstetric  care  would  seem  to  be  an  inaccuracy. 
In  the  same  statistical  report  there  were  10  maternal 
deaths  in  42,000  parturients  attributed  to  the  use  or 
misuse  of  caudal  anesthesia.  This  is  far  in  excess  of 
the  number  of  deaths  attributed  to  cyclopropane  an- 
esthesia in  a similar  number  of  patients  delivered  in 
St.  Joseph’s  maternity  hospital  in  Houston. 

If'  the  method  has  more  merit  than  fault,  why  is 
there  not  1 of  35  obstetricians,  or  1 of  223  general 
practitioners  in  Harris  County  making  its  “good- 
ness” available  to  their  patients?  Some  of  these 
men  have  acquainted  themselves  with  its  use  even 
under  the  expert  tutelage  of  Dr.  Hingson. 

There  is  no  quarrel  with  Dr.  Klein.  His  report 
shows  that  he  is  doing  a good  job.  It  is  only  hoped 
that  his  next  thousand  caudal  anesthesia  cases  are 
as  successful  and  uneventful  as  have  been  his  first 
113.  I predict  that  Dr.  Klein  himself  will  soon  give 
up  the  routine  use  of  caudal  anesthesia.  The  change 
will  be  forced  on  him  by  an  increasing  volume  of 
practice  or  possibly  it  will  be  from  a dampened  en- 
thusiasm resulting  from  complications  or  sequelae 
that  far  outweigh  all  the  good  which  he  may  have 
accomplished. 

It  must  be  granted  that  caudal  anesthesia  has  a 
limited  use,  but  its  five  years  of  turbulent  existence 
should  be  proof  to  all  that  it  is  not  the  panacea  for 
relief  of  pain  in  childbirth. 

Dr.  Klein,  closing:  As  previously  pointed  out  in 
my  paper  caudal  analgesia  is  not  without  its 
dangers;  however,  it  appears  to  me  that  it  is  not 
any  more  dangerous  than  any  other  type  of  anes- 
thesia used  in  childbirth.  In  preparing  my  paper  I 
realized  the  pro  and  con  issues  concerning  the 
adaptability  of  continuous  caudal  analgesia.  I would 
like  to  reiterate  the  importance  of  a trained  anes- 
thetist in  the  caudal  procedures.  Furthermore,  I 
would  like  to  ask  those  of  you  who  criticize  this 
method  but  have  never  seen  the  function  of  continu- 
ous caudal  analgesia  to  see  just  one  case  handled  by 
a physician  who  has  recognized  training  in  the 
technique. 


DIARRHEAL  DISEASE  TRANSMITTED  BY 
FLIES 

A two  year  investigation  carried  on  in  Hidalgo 
County  by  the  U.  S.  Public  Health  Service  in  co- 
operation with  the  Texas  State  Health  Department 
and  officials  of  Hidalgo  County  has  proved  that 
flies  transmit  acute  diarrheal  diseases,  a fact  long 
considered  by  health  authorities  to  be  true  although 
proof  had  hitherto  been  absent.  The  investigation, 
described  in  the  October  8 issue  of  Public  Health 
Reports,  consisted  of  large  scale  fly  control  meas- 
ures in  one  of  two  comparable  areas  which  resulted 
in  a significant  reduction  in  the  treated  area  of 
the  incidence  of  diarrhea  caused  by  Shigella. 


CESAREAN  SECTION 

CHARLES  L.  McGEHEE,  M.  D. 

SAN  ANTONIO,  TEXAS 

No  one  knows  when  the  first  suprapubic 
delivery  of  an  intra-uterine  fetus  occurred. 
Its  origin  has  been  lost  in  antiquity.  His- 
torically, it  was  rarely  resorted  to  because  it 
carried  a prohibitively  dangerous  mortality 
for  the  mother  and  was  employed  in  only 
those  cases  of  the  smallest  pelves,  through 
which  it  was  absolutely  impossible  to  deliver 
a live  baby  and  almost  impossible  to  deliver 
a dead  one. 

After  1500,  various  types  of  abdominal  de- 
liveries were  carried  out  but  rarely  success- 
fully until  1882,  when  Sanger  suggested  that 
the  uterus  should  be  sutured  following  the 
removal  of  the  products  of  conception.  That 
was  the  first  step  taken  in  the  direction  of 
improved  maternal  mortality.  With  the  de- 
velopment of  antisepsis,  asepsis,  and  anes- 
thesia, some  of  the  major  obstacles  were  re- 
moved.4- 11 

INCIDENCE  AND  MORTALITY 

The  trend  has  been  an  increase  in  the  in- 
cidence of  cesarean  section  because  it  is 
technically  easy  and  is  mistakenly  regarded 
as  a safe  operation ; on  this  account  it  is  used 
for  much  more  numerous  and  broader  indi- 
cations than  formerly.  Still,  however,  no 
standard  set  of  indications  or  contraindica- 
tions for  the  procedure  is  widely  accepted.2-  12 

There  is  a great  variation  in  the  incidence 
and  mortality  in  different  parts  of  the  coun- 
try. In  some  areas  the  incidence  is  less  than 
1 per  cent;  in  others  it  exceeds  10  per  cent. 
In  general  hospitals  the  incidence  is  some- 
what higher  than  in  lying-in  hospitals,  where 
the  incidence  rarely  falls  below  3 per  cent 
or  rises  above  5 per  cent.4 

The  mortality  rate  for  both  fetus  and 
mother  varies  as  much  as  does  the  incidence 
of  the  procedure.  In  several  large  series  over 
ten  year  periods,  the  mortality  rate  is  less 
than  1 per  cent  while  exceeding  10  per  cent 
in  others.2  In  cases  of  elective  section  the 
fetal  mortality  is  around  2 per  cent,  which 
compares  favorably  with  vaginal  deliveries, 
but  the  over-all  fetal  mortality  for  delivery 
by  cesarean  section  is  from  8 to  10  per  cent, 
a rate  made  high  by  inclusion  of  cases  of  pre- 
mature separation  of  the  placenta,  placenta 
previa,  and  toxemia  of  pregnancy,  in  which 
the  low  survival  rate  of  the  fetus  is  due  in 
part  to  the  preexisting  condition,  not  to  the 
operation.12 
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ELECTIVE  INDICATIONS 

Disproportion. — The  most  frequent  indi- 
cation for  section  is  contracted  pelvis  with 
cephalopelvic  disproportion.  It  should  be 
pointed  out  that  a contracted  pelvis  in  the 
absence  of  cephalopelvic  disproportion  is  not 
an  indication  for  operative  intervention.  At 
the  present  time  from  40  to  60  per  cent  of  all 
sections  are  done  for  this  indication. 

When  obstetricians  speak  today  of  ceph- 
alopelvic disproportion,  they  do  not  refer  to 
the  time-honored  “absolute  contractions”  of 
the  pelvis  through  which  a living  child  can- 
not possibly  be  born.  The  standard  of  degree 
of  contraction  has  properly  been  liberalized 
so  that  “disproportion”  is  now  a relative 
term,  applicable  broadly  to  any  situation  in 
which  the  mechanical  circumstances  of  labor 
imply  less  damaging  trauma  to  maternal  soft 
parts  and  to  the  fetus  by  employing  the  ab- 
dominal route.  There  should  be  no  problem 
in  deciding  the  course  to  follow  when  the 
pelvis  is  shown  to  be  definitely  abnormal  by 
clinical  measurement  or  by  legitimate  roent- 
gen-ray mensuration.  In  the  borderline  cases 
of  disproportion,  the  patient  should  be  given 
a test  of  labor.  According  to  Dieckmann3  the 
patient  should  have  “hard  uterine  contrac- 
tions at  3 to  5-minute  intervals,  lasting  at 
least  35  seconds  for  12  to  18  hours.  A maxi- 
mum of  two  rectal  and  two  vaginal  examina- 
tions are  made.  ...  If  in  this  length  of  time 
the  cervix  has  not  dilated  satisfactorily,  or 
the  head  has  not  descended  to  the  level  of 
the  spines,  cesarean  section  is  performed.” 

Repeat  Cesarean  Section. — This  group  is 
becoming  more  important  each  year  because 
of  the  increasing  number  of  sections,  and 
because  of  the  widespread  belief  that  “once 
a section,  always  a section.”  This  indication 
accounts  for  from  10  to  25  per  cent  of  all 
sections  done.  Duckering  stated  that  once  a 
patient  has  had  a cesarean  section,  statis- 
tics show  that  her  chances  of  requiring  an- 
other section  are  only  from  30  to  50  per  cent. 
This  figure  is  modified  somewhat  by  the 
original  indication.5  Dill4  has  contended 
that  “the  patient  should  be  allowed  to  have 
the  baby  vaginally,  provided  disproportion 
does  not  exist,  that  the  indication  for  the 
original  section  is  no  longer  present  (placen- 
ta previa,  inertia,  etc.),  that  the  puerperium 
was  not  febrile  and  that  the  surgeon  doing 
the  previous  operation  used  reasonable  tech- 
nic.” In  view  of  the  high  maternal  and  fetal 
mortality  due  to  uterine  rupture  and  the  im- 
possibility of  knowing  which  scars  will  not 
rupture,  I believe  that  a previous  cesarean 
section  in  general  warrants  a repeat  opera- 
tion. 

Placenta  Previa. — At  this  time  placenta 


previa  accounts  for  from  5 to  10  per  cent  of 
the  total  sections  done.  Moore  in  a recent 
paper10  summarized  the  trend  toward  the 
conservative  treatment  of  placenta  previa  as 
advocated  by  Johnson.8  Extensive  studies 
have  shown  that  vaginal  delivery  is  accom- 
panied by  a maternal  mortality  ranging 
from  0 to  11  per  cent  with  an  average  of  6 
per  cent  for  all  hospitals  and  3 per  cent  for 
maternity  hospitals.  Delivery  by  cesarean 
section  has  a range  of  from  0 to  11  per  cent 
with  an  average  of  4 per  cent  for  all  hos- 
pitals. In  most  places  the  low-lying  placenta 
and  the  marginal  previas  are  allowed  to  de- 
liver from  below  while  the  partial  and  total 
types  are  delivered  by  section. 

Diagnosis  of  placenta  previa  is  by  vaginal 
examination.  Visualization  of  the  placenta  by 
roentgen  ray  is  not  perfect  or  always  feas- 
ible, nor  does  it  give  information  as  to  the 
degree  of  previa.  The  vaginal  examination, 
however,  should  be  delayed.  It  is  helpful  for 
the  physician  to  know  that  unhurried  and 
untraumatized  placenta  previa  does  not  mean 
that  the  patient  will  bleed  to  death  with  the 
initial  gush  of  blood.  It  has  been  shown  by 
Johnson8  and  substantiated  by  a review  of 
the  records  of  John  Hopkins6  that  the  initial 
loss  of  blood  in  a placenta  previa  is  not  fatal 
unless  vaginal  examination  or  manipulation 
is  performed.  It  has  been  repeatedly  observed 
that  some  patients  have  a “sharp”  but  not 
severe  hemorrhage  at  thirty  to  thirty-four 
weeks’  gestation ; later  the  placenta  can  be 
palpated  in  the  cervical  os  without  provok- 
ing further  bleeding.  This  is  due  to  infarc- 
tion of  the  separated  areas.8 

Finesse  and  excellence  of  judgment  are 
necessary  in  handling  such  cases,  particular- 
ly when  the  first  bleeding  attack  is  noted 
prior  to  viability  of  the  fetus.  A course  of 
watchful  expectancy  under  hospitalization 
until  the  fetus  is  viable,  the  judicious  use  of 
transfusions  and  a sterile  vaginal  examina- 
tion with  the  operating  room  set  up  to  do  a 
section  will  help  the  physician  determine  the 
course  to  follow,  combining  safety  for  the 
mother  with  advantage  to  the  fetus. 

Elderly  Primigravida.  — Here  I do  not 
mean  merely  the  statistical  elderly  woman.  I 
mean  the  patient  who  is  having  her  first  and 
probably  her  last  baby,  with  a long  history 
of  previous  sterility  or  who  for  some  reason 
is  possibly  not  going  to  become  pregnant 
again.  Such  a patient  should  run  no  excessive 
risk  in  getting  a live  baby.  If  with  a trial 
labor,  all  findings  being  normal,  she  has  fair 
promise  of  good  labor  and  easy  delivery,  the 
physician  is  justified  in  allowing  delivery 
from  below,  but  with  any  complicating  fac- 
tor or  factors  such  as  breech  presentation, 
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premature  rupture  of  the  membranes,  uter- 
ine inertia,  or  borderline  disproportion,  an 
elective  section  should  be  chosen.  From  5 to 
10  per  cent  of  all  sections  are  done  for  this 
indication. 

Abruptio  Placentae. — This  condition  is  the 
reason  for  from  4 to  8 per  cent  of  all  sections 
done.  Dieckmann,  quoting  Bland,  Rakoff, 
and  Irving  in  their  Collective  Reviews,  stated 
that  the  maternal  mortality  in  abruptio 
placentae  ranges  from  0 to  18  per  cent  with 
an  average  of  6.3  per  cent,  and  the  fetal 
mortality  ranges  from  55  to  100  per  cent 
with  an  average  of  66  per  cent.  The  average 
maternal  mortality  for  vaginal  delivery  was 
4.1  per  cent  and  for  cesarean  section  was 
11.2  per  cent.3  The  consensus  is  that  with 
small  areas  of  separation  in  which  labor  is 
progressing  well,  nothing  need  be  done  ex- 
cept to  keep  close  observance  with  operative 
equipment  at  hand.  Even  if  complete  detach- 
ment occurs  late  in  labor  and  it  is  believed 
that  delivery  from  below  can  soon  be  effect- 
ed, the  procedure  of  choice  is  vaginal  deliv- 
ery. Patients  presenting  evidence  of  shock, 
low  hemoglobin,  rapid  pulse,  and  a uterus 
larger  than  normal  for  the  period  of  gesta- 
tion, and  in  whom  the  cervix  has  not  dilated 
are  best  treated  by  cesarean  section. 

Toxemia  of  Pregnancy. — This  indication 
accounts  for  from  4 to  10  per  cent  of  all  sec- 
tions done,  although  conservative  medical 
treatment  has  long  proved  to  be  the  method 
of  choice.  Some  cases  despite  excellent  care 
may  progress  to  the  point  of  convulsions  and 
maternal  danger  requiring  an  elective  cesar- 
ean section. 

Abnormal  Presentation.  — It  is  common 
practice  to  do  a cesarean  section  for  trans- 
verse presentations  in  primiparas  and  recur- 
rent transverse  presentations  in  multiparas. 
A breech  presentation  per  se  is  not  an  indi- 
cation for  a section;  however,  in  patients 
with  borderline  pelvis  or  in  elderly  primi- 
paras with  large  babies,  sections  frequently 
make  the  safest  method  of  delivery,  certainly 
as  far  as  the  baby  is  concerned.  Face  and 
brow  presentations  may  be  allowed  to  de- 
liver so  long  as  labor  is  progressing  satisfac- 
torily, but  in  the  case  of  a primipara  with  a 
face  presentation  which  remains  high  early 
in  labor,  an  elective  cesarean  section  is  war- 
ranted. From  2 to  4 per  cent  of  all  sections 
are  done  for  abnormalities  of  presentation. 

Utenne  Inertia  and  Cervical  Dystocia. — 
This  condition  accounts  for  another  2 to  4 
per  cent  of  all  sections  done.  At  this  time, 
the  preponderance  of  opinion  favors  other 
methods  to  deal  with  all  but  the  rare  case  of 
uterine  inertia  or  cervical  dystocia.  If  a sec- 
tion is  to  be  done  on  this  indication,  the  at- 


tending physician  should  operate  before  the 
patient  has  been  in  labor  twenty-four  hours, 
before  the  membranes  have  been  ruptured 
twelve  hours,  and  before  excessive  vaginal 
examinations  have  been  made.13 

Obstructing  Pelvic  Lesions. — These  lesions 
are  for  the  most  part  made  up  of  ovarian 
cysts  or  myomas  of  the  lower  uterine  seg- 
ment. They  produce  indications  for  from  2 
to  4 per  cent  of  all  sections. 

Heart  Disease. — In  cases  of  cardiac  di- 
sease with  complicating  obstetric  factors 
such  as  breech  presentation  or  borderline 
pelvis  or  where  the  stress  of  pregnancy 
threatens  decompensation,  delivery  by  cesar- 
ean section  at  the  most  opportune  time  is 
warranted. 

Plastic  Vaginal  Repairs. — This  indication 
is  becoming  more  frequent  because  of  the 
more  extensive  use  of  the  vaginal  plastic  re- 
pair. I believe  that  a young  woman  who  has 
not  had  all  her  family  should  not  have  a 
vaginal  repair,  unless  absolutely  necessary, 
and  then  in  the  event  of  a subsequent  preg- 
nancy, she  should  have  a section. 

Anti-Rh  Factor. — Since  the  development  of 
recent  knowledge  of  the  Rh  factor  and  its 
significance  in  erythroblastosis  fetalis,  num- 
erous sections  are  being  done  to  remove  the 
fetus  from  this  danger.  In  cases  in  which 
the  father  is  homozygous  the  anti-Rh  factor 
should  be  determined  by  competent  labora- 
tories every  two  to  four  weeks  after  viability 
of  the  fetus  is  reached.  In  the  event  of  a 
rising  titer,  the  baby  should  be  delivered  as 
soon  as  possible.  In  multiparas  in  whom  de- 
livery from  below  can  be  accomplished  by 
induction  without  danger,  this  method  should 
be  followed.  In  primiparas  or  multiparas  in 
whom  induction  seems  unsafe,  cesarean  sec- 
tion is  desirable. 

TYPE  OF  OPERATION 

Previous  reviews  of  cesarean  sections 
show  that  the  death  rate  from  this  procedure 
drops  sharply  as  the  percentage  of  elective 
operations  increases.  A voluminous  litera- 
ture discloses  debates,  sometimes  acrimoni- 
ous, concerning  the  merits  of  the  various 
types  of  cesarean  sections. 

In  my  opinion  the  operation  of  choice  is 
the  low  cesarean,  and  in  most  instances  I ad- 
vocate this  procedure.  Briscoe1  in  a recent 
review  of  all  the  cesarean  sections  performed 
at  the  Philadelphia  Lying-In  Hospital  for  a 
period  of  several  years  found  that  the  lowr 
section  is  followed  by  much  lower  morbidity. 
Adhesions  due  to  previous  classical  opera- 
tions were  5 times  greater  than  in  the  low 
type.  Another  factor  in  this  series  was  the 
superiority  of  the  low  section  in  preventing 
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subsequent  rupture  of  the  uterus.  The  inci- 
dence following  classical  sections  was  1 per 
cent.  In  the  low  cervical  procedure  there  was 
none.  This  report  also  revealed  that  the  op- 
eration of  choice  for  the  infected  patient  was 
an  extraperitoneal  cesarean  section  rather 
than  the  Porro  type. 

CONCLUSION 

It  must  be  understood  that  the  opinions 
and  statements  made  here  are  based  on  the 
statistics  of  the  past,  and  with  the  use  of 
better  techniques,  plasma,  transfusions,  and 
antibiotics,  the  future  should  see  a lowering 
of  the  total  cesarean  section  mortality.  As 
these  aids  have  reduced  the  hazards  of  sec- 
tion, they  have  also  reduced  the  hazards  of 
vaginal  delivery,  and  since  the  mortality 
rate  is  still  many  times  in  favor  of  the  vagin- 
al delivery,  physicians  must  give  careful  con- 
sideration to  existing  conditions  and  seek 
competent  consultation  since  each  case  poses 
an  individual  problem.  With  proper  evalua- 
tion of  cases  the  good  use  of  cesarean  section 
will  embody  a better  prospect  for  the  mother 
and  child. 
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ABSTRACT  OF  DISCUSSION 
Dr.  William  M.  Gambrell,  Austin:  Dr.  McGehee’s 
discussion  of  obstetric  problems  necessitating  a 
cesarean  section,  the  incidence  of  cesarean  section  in 
such  problems,  the  type  of  section  to  be  used,  and 
the  risk  incidence  to  both  mother  and  child  is  sound. 
His  discussion  should  make  all  physicians  more  con- 
scious of  their  responsibility  in  making  known 
clearly  to  the  patient  the  risk  in  cesarean  section  to 
the  mother  as  compared  to  the  risk  in  any  other 
method  of  delivery.  Also  his  discussion  should  make 
physicians  more  conscious  of  the  risks  to  the  fetus, 
particularly  in  such  conditions  as  repeat  sections, 
placenta  previa,  premature  separation  of  the  placen- 
ta, and  toxemias. 

Dr.  McGehee  points  out  that  the  highest  incidence 
of  cesarean  section  occurs  in  cases  of  disproportion. 
I agree  with  him  that  these  cases  should  be  studied 
carefully  and  that  the  physician  should  not  wait  too 
long  to  see  whether  progress  will  occur  in  those 
cases  where  disproportion  of  any  degree  is  definitely 


established.  I am  not  sure  that  a definite  time  for 
which  to  wait  can  be  set  in  any  case  of  known  dis- 
proportion where  adequate  pains  have  existed  with 
little  or  no  progress  made.  I believe  it  is  wiser  to 
individualize  cases  and  interfere  in  the  wisest  man- 
ner as  soon  as  it  is  relatively  sure  that  the  maternal 
or  fetal  condition  or  both  will  be  best  served  by 
interference. 

The  question  of  “repeat  cesarean  section”  is  deli- 
cate. I have  seen  a uterus  rupture  before  the  end 
of  the  sixth  month  in  a case  previously  sectioned. 
This  patient  had  a difficult  time  surviving,  and  I 
believe  she  survived  because  of  the  excellent  judg- 
ment of  the  doctor  who  asked  me  to  see  the  patient 
with  him.  I saw  another  patient  in  the  charity  serv- 
ice in  Austin  who  had  two  living  children.  The  first 
was  born  by  cesarean  section;  the  second  normally. 
I saw  her  at  the  beginning  of  labor  at  term  with  her 
third  pregnancy.  The  uterus  was  thin  and  I recom- 
mended a section.  She  asked  for  permission  to  see 
the  doctor  who  delivered  her  second  baby.  The  doctor 
was  called  and  said  he  would  see  her  again  in  an 
hour  or  so.  The  uterus  of  the  patient  ruptured  in 
less  than  an  hour  and  he  was  unable  to  act  in  time 
to  save  her  life.  I think  that  in  the  vast  majority 
of  the  cases  physicians  will  do  well  to  follow  the 
rule,  “Once  a section,  always  a section.” 

The  elderly  primipara  offers  another  delicate  ob- 
stetric problem.  I am  inclined  to  think  that  a cesar- 
ean section  should  not  be  chosen  for  such  a patient  on 
the  basis  of  age  alone;  but,  if  in  addition  to  age  there 
are  other  complicating  factors,  the  physician  will  act 
wisely  in  many  selected  cases  by  electing  a cesarean 
section. 

I agree  with  Dr.  McGehee  that  in  the  vast  ma- 
jority of  cases  toxemias  are  medical  cases  and  should 
be  treated  to  obtain  the  best  results.  If,  however,  in 
the  face  of  what  is  considered  good  treatment  the 
toxemia  is  not  controlled  and  the  labor  has  not  ad- 
vanced to  the  stage  at  which  easy  delivery  from  be- 
low can  be  done,  it  is  wiser  to  do  a section  early  be- 
fore the  patient  has  become  a poor  operative  risk. 
These  patients  are  all  poor  operative  risks  after 
they  have  reached  the  convulsive  stage. 


LOW-TEMPERATURE  RESEARCH 

Scientists  are  unravelling  mysteries  of  chemical 
substances  important  to  biologic  processes  by  study- 
ing them  at  extremely  low  temperatures  which  slow 
down  molecular  motion.  A low-temperature  research 
project  conducted  under  a grant  from  the  American 
Cancer  Society  was  described  by  Dr.  John  R.  Loof- 
bourow,  professor  of  biophysics,  Massachusetts  In- 
stitute of  Technology,  at  the  annual  meeting  of  the 
Optical  Society  of  America  in  Detroit,  October  23. 

By  reducing  chemical  compounds  to  a tempera- 
ture near  absolute  zero,  details  of  complex  mole- 
cules hitherto  unobservable  can  be  studied  by  spec- 
troscopic methods,  he  said.  The  research  throws  new 
light  on  cell  division  and  growth  and  also  on  sub- 
stances affecting  living  organisms,  and  it  therefore 
leads  to  a better  understanding  of  the  processes  that 
take  place  in  living  systems,  both  in  normal  func- 
tioning and  disease. 

“At  room  temperatures,  various  physical  factors 
arising  from  the  heat  motion  of  molecules  would  be 
expected  to  result  in  loss  of  detail  in  the  informa- 
tion obtainable  by  absorption  spectra.  This  circum- 
stance suggested  the  possibility  of  obtaining  more 
detailed  information  about  chemical  molecules  by 
applying  spectroscopic  methods  at  low  tempera- 
tures,” Dr.  Loofbourow  said. 

“The  increased  spectral  detail  thus  obtained  at 
low  temperatures  is  of  use  not  only  in  unravelling 
mysteries  of  structure  in  biochemically  important 
substances  but  also  in  identifying  such  substances 
when  they  are  intermixed  with  other  compounds  of 
similar  structure.” 
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SOME  FACTORS  WHICH  AFFECT 

RESULTS  IN  BREECH  DELIVERY 
WAYNE  T.  ROBINSON,  M.  D. 

DALLAS,  TEXAS 

A physician  builds  up  his  knowledge  of 
birth  dynamics  around  head  presentation  be- 
cause he  has  95  per  cent  more  experience 
with  head  presentation  than  he  has  with  the 
other  5 per  cent  which  includes  breech  pre- 
sentation. To  think  of  breech  labor  in  terms 
of  head  labor  is  natural  and  logical.  Up  to 
term  there  is  practically  no  difference  be- 
tween cephalic  and  breech  pregnancy.  In 
either  labor  the  patient  moans  with  the  same 
sounds,  shrieks  the  same  screams,  and  wants 
to  get  through  with  the  ordeal  as  soon  as  pos- 
sible, and  as  painlessly  as  possible.  In  both 
kinds  of  labor  a fetus  passes  from  the  uterus 
through  the  cervix,  traverses  the  birth  canal, 
and  emerges  outside.  Nevertheless,  there  is 
a great  and  important  difference  obstetric- 
ally  as  to  which  end  of  the  fetus  descends 
first. 

Head  labor  differs  mechanically  from 
breech  labor  in  that  when  the  head  comes 
first,  the  head  being  of  larger  caliber  than 
the  torso,  all  other  fetal  anatomy  follows 
freely  in  the  wake  of  the  head,  whereas  in 
breech  first  the  presenting  part  and  the  torso 
are  of  smaller  caliber  than  the  after-coming 
head.  The  fetal  torso  of  cephalic  presenta- 
tion fits  the  channel  which  the  head  forces 
open,  but  the  head  of  breech  labor  does  not 
fit  the  channel  which  the  breech  torso  opens 
up.  Therefore,  birth  hazard  is  greater  in 
breech  birth  in  which  the  possibility  of  head 
retention  and  cord  compression,  with  danger 
of  fetal  asphyxiation,  has  to  be  remembered 
during  the  piloting  of  the  breech  and  has  to 
be  anticipated  well  in  advance  so  that  it  may 
not  happen,  and  so  that  it  may  be  dealt  with, 
should  it  occur,  by  properly  timed  skill  and 
good  obstetrical  judgment. 

The  fetal  head  in  cephalic  presentation  is 
the  best  obstetric  instrument  present  at  any 
birth.  The  head  is  a natural  dilator  in  situ. 
It  is  spherical;  it  is  symmetrical ; ' it  is  de- 
void of  abrupt  angulation ; it  is  of  firm  yet 
yielding  consistency  so  that  when  expulsive 
force  thrusts  it  against  maternal  obstructive 
barriers  its  plasticity  absorbs  and  transmits 
the  direction  of  force  to  the  point  of  least  re- 
sistance. Expulsive  force  utilizes  head  plas- 
ticity to  squeeze  the  cranium  and  point  it  into 
its  natural  pathway  down  the  canal. 

While  the  head  is  functioning  as  a dilator 

Read  before  the  Section  on  Obstetrics  and  Gynecology,  State 
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and  director  it  also  functions  incidentally  as 
a measuring  device.  It  measures  relative  size 
of  its  own  dimensions  against  the  fixed  lim- 
its of  the  pelvic  bones,  and  modifies  its  shape 
accordingly  to  fit.  The  head  measures  rela- 
tive rigidity  and  elasticity  of  maternal  soft 
tissues  against  its  own  mass  as  it  undergoes 
plastic  adaptation  to  expulsive  force.  This 
data  is  readable  by  observation  and  by  the 
skill  in  the  tip  of  the  exploring  finger.  The 
physician’s  knowledge,  experience,  and  judg- 
ment interpret  and  calculate  the  findings. 
The  physician,  as  he  pilots  a head  delivery, 
is  reassured  when  the  descent  of  the  vertex 
is  progressive,  for  he  knows  that  torso  is 
compelled  to  follow  head.  Thus,  a head  assists 
birth  more  efficiently  than  a breech. 

NORMAL  BREECH  DELIVERY 

A breech  is  soft,  compressible,  resilient, 
angular,  and  asymmetrical.  At  the  onset  of 
labor,  a breech  does  not  settle  down  into  and 
conform  itself  smoothly  to  the  cervical  seg- 
ment of  the  uterus.  Early  in  breech  labor 
dilating  and  expulsive  forces  act  more  slowly 
and  less  effectually  than  on  a head,  and  so 
the  patient  is  likely  to  be  in  the  first  stage 
longer  and  more  painfully  with  breech  than 
with  cephalic  labor. 

In  both  cephalic  and  breech  labor  a fetus 
is  expected  to  assist  himself  in  the  process  of 
his  own  birth.  This  fetal  assistance  is  by 
maintenance  of  his  muscular  tone  wherewith 
he  braces  himself  intra-uterinely  to  react 
to  expulsive  force  and  move  progressively 
with  it.  Muscle  tone  preserves  intra-uterine 
fetal  attitude  and  prevents  disarrangement 
of  extremities  and  the  head.  A labor  deliver- 
ing a dead  fetus  best  illustrates  the  unfavor- 
able effect  on  progress  where  fetal  muscular 
tone  is  absent.  A labor  may  be  deprived  of 
tonic  fetal  assistance  by  maternal  over  seda- 
tion and/or  anesthesia  excessive  of  judicious 
needs. 

Early  rupture  of  the  amniotic  membranes 
in  cephalic  labor  does  not  add  appreciably 
to  the  hazard  of  the  labor.  Actually  the  prog- 
ress of  such  labor  may  be  improved  ad- 
vantageously by  early  membrane  rupture  in 
those  cases  where  the  membranes  are  drawn 
tightly  over  the  cranium  and  hydrostatic 
fluid  forms  inadequately  in  front  of  the  head. 

The  folds  and  creases  of  a breech  allow 
amniotic  fluid  to  be  forced  by  hydrostatic 
pressure  against  the  cervix  to  a greater  ad- 
vantage as  a dilating  bag  of  waters,  than  a 
head  usually  allows. 

In  breech  labor  it  is  preferable  that  acci- 
dental rupture  of  the  membranes  not  occur 
before  the  onset  of  labor  and  that  after  the 
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onset  of  labor  the  membranes  should  resist 
rupture  until  the  cervix  is  effaced,  thinned, 
dilated,  and  retracted  and  the  examining 
finger  reports  that  welcome  news,  “no  cer- 
vix !” 

Fetal  plasticity  assists  breech  birth  as  ad- 
vantageously as  it  assists  cephalic  birth.  At 
the  onset  of  breech  labor,  before  the  cervix 
dilates,  the  breech  is  not  a compact  tampon 
like  a head.  It  is  a sitting  down  fetus,  non- 
conforming  to  the  exit  or  passage  he  must 
traverse. 

As  expulsive  force  drives  the  fetal  breech 
downward,  breech  plasticity  transforms  the 
caudal  anatomy  into  a semihomogenous  tam- 
ponade which  has  dilating  properties,  and 
which  does  engage  the  pelvis  and  descend  as 
a unified,  compact  mass  in  a manner  sim- 
ilar to  a head.  This  special  molding  of  the 
breech,  which  may  be  slow  to  take  place  in 
the  first  stage,  is  not  completed  until  well 
along  in  the  second  stage,  but  it  is  physiologic 
and  necessary  and  should  not  be  disarranged 
by  injudicious  tampering  before  the  molding 
has  served  its  purpose  and  all  downward 
progress  ceases.  The  whole  fetal  body  shares 
in  the  plasticising  of  the  breech  and  in- 
fluences the  arms  to  descend  in  fetal  atti- 
tude without  becoming  extended  over  the 
head  or  up  the  scapula.  If  left  alone,  this 
molded  tamponic  mass  retards  expulsion  un- 
til the  cervix  has  dilated  large  enough  not 
to  grasp  and  retain  the  head,  that  is,  until 
the  proper  time  has  arrived  for  the  head  to 
pass  down. 

It  must  be  borne  in  mind  that  during  all 
of  this  dilatation  by  the  molded  breech  torso, 
the  squeeze  force  surrounding  the  head  is 
being  exerted  by  soft  tissue  and  fluid,  which 
does  not  act  upon  the  head  to  change  its 
natural  intra-uterine  shape.  Consequently, 
the  head  as  it  follows  the  breech  has  to 
descend  unmolded. 

After  the  breech  is  born,  the  head  must 
descend  and  be  born  within  an  elapsed  time 
of  not  more  than  eight  to  twelve  minutes, 
else  there  may  be  fetal  suffocation  from  cord 
compression.  Hence,  physicians  are  always 
somewhat  startled  at  the  sight  of  the  un- 
distorted shape  of  a head  following  breech 
delivery  because  they  are  so  much  more 
accustomed  to  seeing  the  distorted  heads  of 
cephalic  births. 

When  it  is  considered  how  much  molding 
is  usually  necessary  for  a head  to  be  born 
in  cephalic  delivery,  it  is  to  be  expected  that 
the  after-coming  head  in  breech  delivery  may 
not  always  deliver  with  ease.  Normal  cephalic 
birth  should  proceed  at  a rate  of  progress 


commensurate  with  safety.  Cephalic  delivery 
can  be  hastened  and  terminated  by  attaching 
obstetric  forceps  to  the  fetal  head  and  mak- 
ing traction.  With  breech  presentation,  how- 
ever, the  legs  are  not  to  be  regarded  as  trac- 
tion handles  to  hasten  the  progress  of  the 
breech  descent.  Yet  the  presence  and  the 
accessibility  of  the  legs  and  flexed  thighs 
are  a constant  temptation  before  the  hands 
of  the  physician,  falsely  suggesting  to  him 
that  the  labor  should  be  aided  by  grasping 
and  traction.  This  temptation  is  especially 
strong  when  the  physician,  by  fatigue  or 
impatience,  comes  under  the  spell  of  wanting 
to  get  through.  To  extract  a torso  and  then 
injure  the  brachial  plexus  or  central  nervous 
anatomy  of  a retained  head  or  to  have  fetal 
asphyxiation  occur  before  the  head  can  be 
delivered  is  not  quality  obstetrics,  yet  it  is 
likely  that  every  physician  has  had  some  such 
accident  in  his  practice  one  time  or  another. 

ADVERSE  FACTORS 

Factors  which  affect  results  adversely  in 
breech  delivery  may  arise  in  the  mother,  in 
the  fetus,  in  the  obstetrician,  or  in  external 
affairs.  They  all  add  up  to  a common  factor 
of  ill  timed  interference  or  ill  advised  pro- 
motion of  haste. 

The  mother,  as  her  labor  grows  prolonged 
and  agonizing,  may  develop  a compelling  de- 
sire to  get  it  over  with.  The  obstetrician 
may  treat  this  complication  by  an  undesir- 
able degree  of  over  sedation.  Ill  timed  coach- 
ing may  expend  and  exhaust  the  mother’s 
strength  too  early,  so  that  when  her  co- 
operative effort  is  needed  her  strength  has 
been  used  up. 

The  obstetrician  may  not  be  able  to  with- 
stand, to  the  best  interests  of  the  case,  the 
cries  and  pleadings  of  the  agonized  patient 
when  her  effort  is  most  needed.  At  this  point, 
drugs  and  anesthetics  may  be  injudiciously 
administered  in  quantities  which  destroy  the 
patient’s  ability  to  cooperate  with  voluntary 
effort.  The  tonicity  of  the  fetus  may  be  lost, 
and  extention  of  the  arms  and  head  may  take 
place  to  complicate  terminal  maneuvers  of 
the  delivery.  Deep  narcosis  and  deep  anes- 
thesia depress  respiratory  reflexes  and  com- 
pound the  terminal  anoxemia  at  the  stage  of 
cord  compression. 

Any  labor  that  is  prolonged  interferes  with 
a physician’s  other  work  and  duties.  Weather 
and  distance  and  travel  conditions,  especially 
in  rural  home  deliveries,  may  cause  the  phy- 
sician to  speed  up  his  breech  case  adversely. 

Be  it  said  here  to  the  credit  of  the  country 
doctor  that  he  does  not  eommit  all  the  ob- 
stetric sins.  His  very  aloneness  and  abso- 
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lute  responsibility  are  sustaining  and  re- 
straining influences  to  the  safer  performance 
of  his  professional  responsibilities.  The  man- 
ifold obstetric  facilities  of  modern  hospitals 
innocently  invite  ill  timed  interference  with 
nature’s  cycle  of  labor,  because  to  interfere 
is  easy  and  there  is  help  at  hand  and  shared 
responsibility  if  anything  goes  wrong. 

If  a woman  in  labor  is  left  to  her  own  way 
of  using  her  forces,  she  will  employ  these 
forces  at  the  right  time  without  being  urged 
by  attendants,  thereby  avoiding  exhaustion 
with  its  attending  complications.  Premature 
intervention  is  just  as  productive  of  bad  re- 
sults as  prolonged  and  needless  delay  in  de- 
livery of  an  arrested  descent.  Test  of  labor, 
be  it  breech  or  cephalic,  is  what  a woman 
can  accomplish,  rather  than  what  she  can 
endure.  Nevertheless,  a woman’s  endurance 
should  not  be  underestimated  to  the  detri- 
ment of  the  outcome  of  her  labor.  Proper 
timing  is  the  yardstick  by  which  each  de- 
cision in  the  piloting  of  breech  labor  should 
be  measured.  Decisions  based  upon  wishful 
thinking  and  sentiment  need  to  be  subord- 
inated to  this  all  important  proper  timing. 

PRECAUTIONARY  MEASURES 

Hard  and  fast  rules  which  will  apply  to 
all  cases  of  breech  delivery  cannot  be  laid 
down,  but  obvious  pitfalls  can  be  avoided  by 
giving  each  case  individual  study  as  the 
pregnancy  progresses  and  throughout  the 
course  of  labor. 

A complete  examination  at  the  seventh 
month  will  reveal  the  individual  tendency  in 
presentation  at  a time  when  it  is  possible, 
in  some  cases,  to  correct  the  error  in  polarity 
by  external  version.  There  is  a relatively 
larger  amount  of  fluid  and  a smaller  baby 
at  that  time  than  at  any  later  date,  yet  the 
fetus  has  attained  to  a settling  down  size 
and  is  adopting  his  final  birth  position.  Ex- 
ternal version  in  some  cases  is  a simple  tech- 
nique, wThile  in  others  it  is  difficult  and  not 
without  danger  of  cord  strangulation  and 
detachment  of  placenta.  It  is  permissible  to 
do  a podalic  version  if  conditions  are  such 
that  it  can  be  done  safely,  but  in  most  cases 
it  is  best  that  a breech  presentation  remain 
a breech. 

As  the  estimated  date  of  delivery  ap- 
proaches, the  patient  and  her  husband  should 
be  informed  of  the  presence  of  the  breech. 
At  the  same  time,  they  should  be  warned 
against  believing  or  being  disturbed  by  hear- 
say gossip  about  the  hazards  of  breech  labor. 
At  the  onset  of  labor,  the  patient  needs  to  be 
informed  of  certain  features  of  breech  birth 
management,  particularly  that  a breech  pre- 


sentation requires  her  cooperation  more 
fully  than  if  it  were  cephalic,  and  how  and 
why,  and  that,  consequently,  hypnotics  and 
anesthetics  will  have  to  be  restricted  within 
her  cooperative  limitations.  When  a patient 
is  forewarned  what  to  expect  and  what  not 
to  expect  she  will  do  her  part  cheerfully. 

The  fetal  heart  must  be  watched  and  re- 
corded frequently  throughout  the  second 
stage  of  labor.  Signs  of  intra-uterine  fetal 
distress  call  for  an  accelerated  delivery,  pro- 
vided dilatation  is  complete,  and  oxygen 
should  be  used  if  available. 

Slowness  of  breech  labor,  as  long  as  there 
is  appreciable  progress  and  the  fetal  heart 
beat  is  strong  and  regular,  does  not  call  for 
intervention. 

A small  percentage  of  breech  labors  will 
progress  to  a given  stage  and  remain  sta- 
tionary beyond  reasonable  time.  If  dilatation 
is  complete,  corrective  intervention  from  be- 
low is  undertaken  with  whatever  type  and 
degree  of  anesthesia  is  required. 

Cesarean  section  is  reserved  for  cases  ar- 
rested higher  up,  old  primiparas,  pelvic  dis- 
proportion, patients  who  have  had  repeated 
loss  of  babies  from  difficult  labors,  former 
section  cases,  and  central  placenta  previa. 
Also  there  is  one  other  indication : ruptured 
membranes  with  the  fluid  drained  away  and 
the  uterus  refractory  to  starting  labor.  In 
such  a complication  the  uterus  grasps  the 
fetus,  compresses  the  cord,  and  may  cause 
fetal  death,  wrhile  the  uterus  slowly  pushes 
the  breech  down  and  expells  the  body. 

The  roentgen  ray  is  helpful  in  determin- 
ing the  type  of  breech  present  and  for  iden- 
tification of  congenital  malformations  such 
as  hydrocephalus.  The  use  of  section  for 
breech  delivery  in  the  presence  of  hydro- 
cephalus is  inadvisable  for  obvious  reasons. 

Most  breeches  will  deliver  spontaneously 
with  practically  no  manipulation  if  permitted 
to  do  so.  However,  Piper’s  forceps  should  be 
on  the  instrument  table  for  immediate  use  if 
the  physician  encounters  difficulty  with  the 
after-coming  head.  The  breech  labor  should 
be  so  managed  that  the  after-coming  head 
will  not  be  retained  by  the  cervical  segment 
of  the  uterus.  Nevertheless,  there  may  be 
head  retention  by  slight  disproportion  of  the 
head  within  the  bony  confinements  of  the 
pelvic  ring.  A fetal  neck  will  endure  a cer- 
tain amount  of  traction  and  manipulation  to 
release  a head,  but  the  fetal  neck  has  a crit- 
ical limit  above  which  damage  to  the  brachial 
plexus  or  to  the  cord  or  brain  stem  may  oc- 
cur; therefore,  the  necessity  for  recourse  to 
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Piper’s  useful,  but  infrequently  needed, 
breech  head  forceps. 

Some  cases  of  footling  breech  presentation 
let  the  presenting  part  emerge  before  full 
dilatation  of  the  cervix.  This  is  especially 
likely  to  happen  when  the  baby  is  prema- 
ture. The  fetal  toes  usually  rupture  the  mem- 
branes early  in  this  type  of  case.  Footling 
breeches  that  release  too  early  in  labor  have 
a tendency  to  descend  too  fast,  and  to  pro- 
trude before  the  cervix  is  ready  to  release 
the  head.  They  need  to  be  held  back  by 
towel  over  the  vulva  until  the  cervix  has 
advanced  its  dilatation  up  to  a diameter  safe 
for  release. 

Intermittent  light  anesthesia  is  useful  in 
such  a retardation  and  restraining  proced- 
ure. 

CONCLUSION 

Adverse  happenings  and  bad  results  in 
breech  delivery  can  nearly  always  be  at- 
tributed to  incorrect  timing  in  whatever 
maneuvers  were  employed  and  to  improper 
regard  of  mechanisms  and  forces  involved. 

Successful  results  in  breech  delivery  de- 
pend upon  mature  obstetric  judgment,  pa- 
tience, endurance,  and  forbearance  with  both 
patient  and  physician,  combined  with  a tech- 
nical skill  that  is  exercised  not  too  early  and 
not  too  late. 

3814  Fairmount  Street. 

ABSTRACT  OF  DISCUSSION 

Dr.  B.  H.  Passmore,  San  Antonio:  Dr.  Robinson 
has  stressed  most  of  the  salient  points  pertaining  to 
breech  presentation. 

One  mistake  that  is  made  is  trying  to  correct  a 
breech  presentation  too  early.  Many  times  if  it  is 
corrected  at  thirty-four  or  thirty-five  weeks  it  re- 
curs, and  more  often  it  corrects  itself  at  thirty-six 
or  thirty-seven  weeks. 

One  of  the  most  serious  problems  that  faces  the 
obstetrician  is  the  decision  as  to  whether  eephalo- 
pelvic  disproportion  exists.  There  is  no  way  of  meas- 
uring with  any  degree  of  accuracy  the  baby’s  head 
when  the  breech  presents.  All  that  can  be  done  is 
to  measure  the  pelvis  accurately  and  estimate  as 
nearly  as  possible  the  size  of  the  baby  and  hope  it 
will  come  through.  There  is  no  such  thing  as  a trial 
labor,  though  I know  of  2 cases  in  which  the  baby’s 
body  was  pushed  back  and  a cesarean  section  done 
after  attempts  to  deliver  the  after-coming  head  had 
been  made.  There  was  a live  baby  in  each  case,  but 
in  1 case  there  was  marked  evidence  of  severe  and 
prolonged  infection,  and  I would  not  recommend  this 
procedure. 

If  there  is  pronounced  contraction  or  deformity 
of  the  pelvis,  especially  if  the  mother  is  a primipara 
or  a multipara  with  a history  of  a baby  killed  at 
delivery,  I do  not  think  that  vaginal  delivery  should 
be  undertaken. 

Prolapse  of  the  cord  occurs  rather  frequently,  but 
if  the  cervix  is  dilated  or  easily  dilatable,  quick  de- 
livery can  be  instituted  and  the  baby  usually  sur- 
vives. In  such  a case  there  is  no  time  to  prepare  for 
a cesarean  section. 

I agree  with  Dr.  Robinson  that  in  the  average 
case  it  is  better  to  wait  for  the  baby’s  hips  to  be 


delivered  spontaneously  after  which  the  delivery  is 
completed  in  the  usual  manner.  However,  an  im- 
pacted breech  should  be  broken  up  and  a leg  pulled 
down  after  the  tissues  have  softened  sufficiently. 

I think  that  routine  analgesia  should  be  used  so 
that  prompt  anesthesia  may  be  induced  in  case  of 
cord  prolapse  or  if  other  fetal  distress  occurs. 

In  an  elderly  primipara  with  a large  baby  with 
extended  legs,  or  in  any  primipara  with  a contracted 
pelvis  and  a baby  on  the  borderline  of  being  too 
large,  a cesarean  section  should  be  done. 

POSTPARTUM  CARE 

RALPH  LUIKART,  M.  D. 

Associate  Professor  of  Obstetrics  and  Gynecology 
Creighton  University 
OMAHA,  NEBRASKA 

A conscientious  physician  must  have  the 
highest  regard  for  the  welfare  of  the  new 
mother,  who  has  given  nine  months  of  her 
life  and  endured  the  discomforts  of  preg- 
nancy and  dangers  of  childbirth  in  order 
that  she  might  bring  a normal,  healthy  baby 
into  the  world.  Every  consideration  possible 
should  be  accorded  the  patient  to  complete 
her  puerperium  with  a minimum  degree  of 
discomfort  and  inconvenience.  She  should  be 
given  the  opportunity  gradually  to  resume 
her  normal  activities  and  enjoy  as  good  or 
better  health  than  she  did  before  conception. 

The  six  or  eight  weeks  following  labor  are 
termed  the  puerperium  or  postpartum 
period.  This  time  is  required  for  the  involu- 
tion of  the  maternal  organism.  Postpartum 
care  begins  immediately  after  delivery.  Ef- 
forts to  prevent  any  unnecessary  blood  loss 
and  attention  to  the  mother’s  safety  until  she 
has  completely  recovered  from  her  sedation 
and  anesthesia  constitute  the  physician’s 
first  duty. 

HEMORRHAGE 

Postpartum  hemorrhage  is  due  most  often 
to  one  of  three  causes:  (1)  uterine  inertia 
as  a result  of  over  distention  (as  in  twins 
and  hydramnion),  prolonged  labor,  multi- 
parity, or  anesthesia  and  sedation,  or  a com- 
bination of  these  factors;  (2)  retention  of 
secundiness ; or  (3)  lacerations. 

Prevention  of  postpartum  hemorrhage, 
with  its  many  serious  complications,  is  a 
routine  prenatal  procedure.  Blood  examina- 
tions are  made  during  this  period  and  neces- 
sary medication  administered  before  deliv- 
ery. The  Rh  factor  is  checked,  and  suitable 
donors  made  available  if  blood  findings  indi- 
cate the  possible  need  for  transfusion  at  the 
time  of  delivery. 

When  postpartum  hemorrhage  does  occur 
because  of  uterine  inertia,  it  can  best  be  re- 
lieved by  administering  .33  to  .5  cc.  of  pitocin 
intravenously.  The  anesthetic  is  discontinued 
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at  once.  The  pitocin  should  be  followed 
promptly  by  intramuscular  injection  of 
1/320  grain  of  ergotrate.  Friction  massage 
and  cold  applications  over  the  fundus  may 
also  be  needed.  An  ice  bag  over  the  area 
stimulates  uterine  contraction  and  may  re- 
lieve discomfort.  In  exceptional  cases,  it 
may  be  necessary  to  pack  the  uterus.  This 
should  be  done  with  moist  strips  of  long- 
fiber  sterile  cotton.  Gauze  is  not  satisfactory. 
The  patient  must  be  kept  under  constant  ob- 
servation for  several  hours.  Additional  ergot 
should  be  administered  only  as  indicated  by 
uterine  tone,  and  never  should  be  given 
while  the  "uterus  contains  packing  as  it  may 
cause  uterine  rupture.  Routine  administra- 
tion of  ergot  increases  after  pains.  Parenter- 
al fluids  should  be  administered  as  condi- 
tions demand.  A T-binder  only  should  be  ap- 
plied to  the  abdomen.  Tight  binders  over  the 
fundus  tend  to  cause  relaxation  and  hemor- 
rhage. Furthermore,  the  condition  of  the 
uterus  and  bladder  cannot  be  properly  evalu- 
ated when  there  is  a wide,  tight  binder  over 
the  abdomen. 

Retained  placental  tissue  should  be  re- 
moved at  once.  Proper  manipulation  of  the 
fundus  through  the  abdominal  wall  usually 
is  all  that  is  necessary.  If  this  procedure 
fails,  the  tissue  is  probably  adherent  and 
must  be  removed  manually  with  proper 
aseptic  care.  Prophylactic  chemotherapy 
should  be  instituted  at  once.  The  only  reason 
to  delay  manual  removal  of  retained 
placental  tissue  is  shock. 

Deep  cervical  lacerations,  which  may  ex- 
tend even  into  the  lower  uterine  segment 
through  the  circular  artery  of  the  cervix, 
should  be  repaired  at  once,  if  at  all  possible. 
Otherwise  the  vagina  should  be  packed  until 
proper  facilities  are  available  for  repair. 
Perineal  lacerations  usually  result  in  venous 
bleeding  only.  This  may  be  easily  controlled 
by  pressure  until  repair  is  made.  Perineal  as 
well  as  cervical  repair  should  be  done  imme- 
diately after  removal  of  the  placenta.  The 
skin  sutures  should  be  subcutaneous.  There 
is  less  skin  infection  when  skin  sutures  are 
subcuticular. 

Other  causes  for  bleeding,  such  as  blood 
dyscrasia  and  tumors,  should  be  coped  with 
as  the  condition  demands. 

PERINEAL  REPAIRS 

Perineal  repairs  should  be  sponged  dry 
after  the  patient  has  voided  or  defecated.  An 
ointment  such  as  zinc  oxide  applied  to  the 
perineum  will  help  relieve  the  burning  sen- 
sation caused  by  sutures.  If  there  is  pain, 
much  relief  may  be  obtained  by  the  use  of 
dry  heat.  This  is  best  administered  with  a 
perineal  heat  lamp.  Occasionally,  because  of 


severe  discomfort  from  the  repair,  i/2  grain 
of  codeine  and  5 grains  of  empirin  compound 
are  given  every  four  hours  as  needed  for  a 
day  or  two. 

A complete  blood  count  should  be  made  on 
the  fifth  or  sixth  day,  or  before  if  indicated, 
and  medication  administered  according  to 
needs.  Examination  of  a catheterized  urine 
specimen  should  be  made  if  there  is  suspicion 
of  genito-urinary  complications  and  appro- 
priate therapy  should  be  instituted.  A well 
balanced  diet  should  be  resumed  as  soon  as 
it  can  be  tolerated. 

Fortunately  for  this  generation,  puerperal 
infection  is  rare,  due  to  the  fact  that  physi- 
cians are  more  “prophylaxis”  conscious  than 
ever  before.  Any  patient  who  develops  com- 
plications after  she  has  left  the  delivery  room 
is  taken  to  surgery  for  examination.  Post- 
partum patients  are  not  allowed  to  be  re- 
turned to  the  delivery  room. 

All  patients  with  infection  should  be  iso- 
lated immediately  if  they  are  in  a hospital. 
Sulfa  or  penicillin  or  both  should  be  admin- 
istered as  soon  as  the  diagnosis  is  made.  The 
uterus  should  be  kept  firm  by  the  adminis- 
tration of  ergot  or  pituitrin  or  both  in  order 
to  help  empty  the  uterus  and  keep  it  empty. 
An  ice  bag  should  be  kept  over  the  patient’s 
fundus.  She  should  be  kept  in  the  Fowler 
position.  She  should  have  a diet  of  high  pro- 
tein and  vitamin  C with  forced  fluids. 
Vaginal  examination  should  be  avoided  un- 
less definitely  indicated.  Thorough  blood  and 
urine  examinations  should  be  made.  Any 
medication  or  additional  supportive  treat- 
ment should  be  administered,  including 
transfusions. 

After  pains  call  for  heat  to  the  abdomen, 
progestin  1 cc.  subcutaneously  codeine  V2 
grain,  and  empirin  compound  5 or  10  grains, 
as  needed. 

No  cathartics  should  be  given.  Mineral 
oil,  .5  ounce  morning  and  night,  may  be 
given  if  necessary.  This  merely  acts  as  a 
lubricant  and  prevents  impaction.  An  enema 
of  normal  saline  solution  should  be  given 
every  other  day  as  needed.  With  the  present 
routine  this  is  seldom  necessary. 

MANAGEMENT  OF  BREASTS  AND  BABY 

After  the  breasts  fill  the  baby  should  be 
allowed  to  nurse  from  each  breast  three 
minutes  every  three  or  four  hours  during 
the  day.  The  nursing  time  should  be  in- 
creased as  the  quantity  of  milk  increases. 
The  baby  should  never  be  permitted  to  nurse 
for  more  than  three  to  five  minutes  after  the 
breast  is  empty  to  stimulate  milk  production 
and  hasten  uterine  involution.  At  no  time 
should  the  baby  be  permitted  to  nurse  direct- 
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ly  from  the  nipple  if  the  nipple  is  cracked 
or  the  skin  broken.  Cracked  nipples  treated 
by  cleaning  with  70  per  cent  alcohol  and 
painting  with  10  per  cent  silver  nitrate  heal 
more  quickly.  When  there  is  doubt  as  to  the 
quantity  of  milk,  the  breasts  should  be 
pumped  before  nursing.  A formula  should 
be  given  to  the  baby  immediately  after  breast 
feeding  in  accordance  with  the  amount  of 
the  mother’s  milk. 

If  the  mother’s  milk  is  less  than  1 ounce 
from  each  breast  on  several  different  days 
after  the  fourth  day,  the  breasts  should  be 
dried  up.  A tight  binder  should  be  applied 
after  the  breasts  have  been  well  emptied, 
leaving  it  in  place  for  three  days.  The  binder 
will  become  loose  a few  hours  after  it  is  ap- 
plied and  should  be  tightened  again  at  that 
time.  If  the  breasts  cause  discomfort  after 
the  binder  is  applied,  it  may  be  necessary  to 
apply  ice  bags  for  a few  hours.  If  the  above 
directions  are  followed  and  the  binder  is  kept 
tight  continually  for  three  days,  the  results 
will  be  uniformly  satisfactory.  This  method 
of  drying  up  the  breasts  has  proved  far  more 
satisfactory  and  dependable  than  any  other 
procedure  and  it  has  none  of  the  disadvant- 
ages of  stilbestrol  injections.  I had  several 
patients  in  whom  lochia  was  greatly  in- 
creased by  stilbestrol,  and  there  was  profuse 
bleeding  in  a few  instances.  Meprane,1  a new 
synthetic  estrone  for  oral  use,  has  been  given 
a clinical  trial  in  suppression  and  inhibition 
of  lactation  under  carefully  controlled  con- 
ditions with  some  reported  success.  With  this 
I have  had  no  experience. 

I suggest  to  my  patients  that  they  have  a 
pediatrician  see  their  babies  at  least  once  be- 
fore the  tenth  day  after  birth.  I also  suggest 
an  immediate  Rh  factor  determination  on 
every  baby  and  recheck  on  all  Rh  negative 
babies  in  three  months.  This  is  especially 
important  in  girls.  If  the  information  ob- 
tained is  transmitted  to  the  parents,  an  error 
in  transfusion  at  a later  date  may  be  avoided. 

Visitors  are  not  permitted  to  be  in  the 
patient’s  room  while  she  has  the  baby  for 
feeding.  The  patient  is  in  the  hospital  for 
rest,  not  for  entertainment.  Visiting  hours 
should  be  limited  to  one  hour  in  the  after- 
noon and  one  hour  in  the  evening. 

I tried  keeping  the  baby  in  the  room  with 
the  mother,  the  so-called  “rooming  in’’  sys- 
tem, but  found  it  unsatisfactory  for  several 
reasons:  (1)  Babies  and  mothers  frequently 
kept  each  other  awake  at  night.  (2)  Ventila- 
tion at  night  was  not  satisfactory.  (3)  It 
was  impossible  to  prevent  visitors  from 
handling  the  baby,  thus  running  the  risk  of 
infection.  When  the  visitors  were  limited  to 
the  husband  only,  the  mother  was  not  happy 


and  the  grandparents  and  other  close  rela- 
tives complained.  (4)  Babies  kept  in  the 
mother’s  room  were  not  permitted  to  be 
brought  back  to  the  nursery.  Not  only  was 
it  necessary  to  supply  complete  baby  bath 
facilities  for  each  baby,  but  also  scales  had 
to  be  provided. 

EXERCISE  AND  MASSAGE 

After  the  patient  awakens  she  should  be 
encouraged  to  turn  on  her  side  from  time  to 
time.  She  should  be  shown  how  to  give  her- 
self a friction  massage  of  the  fundus  and 
instructed  to  do  this  for  five  minutes  three 
times  a day. 

Chin  to  chest  exercises  six  to  eight  times 
after  each  nursing  are  ordered  after  the  sec- 
ond day.  The  patient  is  requested  to  be  on 
her  abdomen  one  hour  each  morning  and 
afternoon  after  the  third  day.  No  leg  lifting 
or  sitting  up  exercises  are  advised  until  the 
lochia  ceases  to  be  red. 

The  morning  of  the  first  day  the  patient 
is  allowed  to  swing  her  feet  over  the  side  of 
the  bed  and  sit  upright  for  fifteen  minutes. 
During  the  afternoon  she  is  allowed  to  sit 
in  a chair  for  half  an  hour.  On  the  morning 
of  the  second  day  she  is  allowed  to  walk  to 
the  bathroom  with  the  assistance  of  a nurse. 
Thereafter  she  has  bathroom  privileges  and 
is  told  that  she  may  sit  up  as  she  is  able  at 
longer  intervals  and  walk  about  the  room 
and  halls,  but  is  advised  not  to  tire  herself. 
These  patients  are  not  dismissed  until  the 
seventh  day. 

I have  been  following  this  routine  for 
more  than  a year,  and  it  has  proved  much 
more  satisfactory  than  the  old  routine  of 
four  days  or  more  in  bed.  There  is  an  in- 
crease of  lochia  the  first  day  the  patient 
gets  out  of  bed.  The  amount  is  less  there- 
after in  those  patients  who  get  up.  Involu- 
tion is  faster.  Phlebitis  and  circulatory  dis- 
turbances are  less  frequent.  There  is  much 
less  constipation.  Multiparas  who  had  been 
kept  in  bed  eight  or  nine  days  following  pre- 
vious deliveries  and  who  now  follow  the  new 
routine  are  enthusiastic  about  it  and  state 
that  they  feel  much  better  on  leaving  the 
hospital.  They  also  look  much  better.  This 
routine  is  followed  not  because  of  a short- 
age of  help  or  beds  but  because  it  gives  bet- 
ter results  and  offers  many  advantages. 
After  the  second  day  patients  need  little  bed- 
side care.  They  get  their  own  drinking  water 
and  go  to  the  bathroom  as  necessary,  report- 
ing to  the  nurse  for  record.  Thus  the  nurses 
can  give  more  time  to  patients  during  labor 
and  the  first  days  postpartum. 

Included  in  the  group  of  patients  who  fol- 
lowed the  new  routine  were  14  delivered  by 
cesarean  section.  They  were  allowed  to  get 
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up  the  same  as  the  patients  who  had  birth 
canal  deliveries.  The  results  were  equally 
satisfactory.  Patients  who  had  perineal  re- 
pair complained  less  of  discomfort  from  the 
“stitches,”  and  healing  was  not  delayed  as 
the  result  of  getting  out  of  bed  on  the  second 
day.  My  experience  with  early  puerperal 
ambulation  substantiates  the  reports  of 
Waters,5  Rosenblum,  Gordon  and  Meinkoff,4 
Hanley,3  and  Guerriero.2 

Unless  there  is  some  definite  indication, 
vaginal  examination  or  cervical  inspection  is 
not  made  until  the  end  of  the  sixth  week. 
Cervical  and  perineal  repairs  are  made  at 
the  time  of  delivery  and  the  condition  of 
the  perineum  is  reported  daily  by  the  nurse. 

When  the  patient  is  dismissed  from  the 
hospital,  she  is  given  directions  about  leg 
lifting,  sitting  up  exercises,  and  the  off-side 
bed  position.  For  the  latter,  the  face  is  down; 
the  thighs  and  lower  legs  rest  on  the  bed, 
separated  enough  to  allow  air  to  pass  into  the 
vagina ; the  trunk  is  over  the  side  of  the  bed ; 
and  the  head  rests  on  the  floor. 

This  position  should  be  taken  for  at  least 
five  minutes  morning  and  evening.  The  ex- 
ercises should  be  increased  daily  unless  the 
lochia  becomes  bright  red,  and  in  this  case 
all  exercise  is  to  be  temporarily  reduced  or 
discontinued.  The  off-side  bed  position  is  not 
discontinued.  The  patient  is  asked  not  to 
climb  stairs  for  three  weeks  following  de- 
livery, and  then  she  may  be  about  the  house 
the  fourth  week. 

Patients  are  requested  to  come  to  the  of- 
fice six  weeks  after  delivery.  At  this  time 
the  blood  is  checked  and  a pelvic  examina- 
tion is  made.  Treatment  and  advice  is  given 
as  indicated.  If  all  is  well,  they  need  not  re- 
turn until  the  end  of  six  months,  at  which 
time  they  are  again  rechecked  and  advised  to 
have  pelvic  checks  at  least  once  a year  there- 
after. 

SUMMARY 

1.  Postpartum  hemorrhage  should  be 
prevented  if  possible.  In  case  of  excessive 
blood  loss,  properly  matched  blood  should  be 
given  promptly.  The  patient  should  be  sup- 
ported with  plasma  and  other  parenteral 
fluids  until  blood  is  available. 

2.  The  patient  should  be  kept  under  close 
observation  until  she  has  recovered  from  the 
anesthesia  and  sedation.  No  tight,  wide 
binder  should  be  used  on  the  abdomen. 

3.  Management  of  the  mother’s  breasts 
and  the  baby’s  feeding  should  be  such  that 
there  are  no  breast  complications  and  the 
baby  is  gaining  satisfactorily  and  at  least 
back  to  birth  weight  on  his  tenth  day. 

4.  Mothers  who  are  out  of  bed  daily  be- 
ginning on  the  first  day  postpartum  recu- 


perate more  quickly.  Involution  is  more  rapid 
and  the  patients  are  stronger  and  look  better 
on  the  seventh  day  postpartum. 

5.  This  routine  gives  the  nurses  more  op- 
portunity to  take  care  of  patients  in  labor 
and  those  in  their  first  days  postpartum. 

6.  The  patient  should  be  properly  in- 
formed about  exercises,  off-side  bed  posi- 
tion, and  activities  for  the  next  several 
weeks. 

7.  Any  necessary  repairs  of  the  cervix 
and  perineum  should  be  made  immediately 
postpartum.  If  this  is  done  a cervical  inspec- 
tion offers  no  advantage  to  the  patient  until 
the  end  of  six  weeks  postpartum,  at  which 
time  she  should  be  checked. 

8.  Arrangements  should  be  made  for 
proper  pediatric  care. 

9.  An  Rh  factor  determination  of  the 
baby’s  blood,  especially  in  girls,  should  be 
done  and  recorded  in  the  first  week  of  life. 
If  the  test  is  Rh  negative,  it  should  be  re- 
checked in  about  three  months  because  blood 
characteristics  are  not  well  developed  in  the 
first  few  days  of  life. 
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SECONDARY  INFECTIONS  RESULTING  FROM 
ANTIBIOTIC  THERAPY 

Secondary  infections,  which  are  an  important  as- 
pect of  treatment  with  antibiotic  drugs,  may  result 
from  upsetting  the  natural  balance  of  microbes  in 
the  throat  and  respiratory  system,  say  two  New 
York  physicians. 

Writing  in  the  September  11  issue  of  The  Journal 
of  the  American  Medical  Association,  Emanuel  Ap- 
plebaum,  M.  D.,  and  William  A.  Leff,  M.  D.,  of  the 
Fourth  Medical  (New  York  University)  Division, 
Bellevue  Hospital,  New  York  City,  describe  2 pa- 
tients treated  with  penicillin  for  pneumonia. 

Penicillin  therapy  resulted  in  improvement  of 
pneumonia  symptoms  and  disappearance  of  the 
microbes  which  caused  the  disease,  but  this  im- 
provement was  followed  by  the  emergence  of  a sec- 
ondary infection  caused  by  a different  type  of 
microbe.  Symptoms  of  the  new  infection  disap- 
peared when  the  patients  received  streptomycin,  the 
physicians  report.  In  both  cases  during  the  admin- 
istration of  streptomycin  the  original  infection  re- 
turned, necessitating  supplementation  with  pen- 
icillin. 

“The  mechanism  by  which  the  new  infection  oc- 
curs is  not  clear,”  they  say,  “but  may  be  due  to  a 
disturbance  in  the  degree  of  bacterial  antagonism 
which  is  normally  present.  It  is  possible  that  the 
removal  of  bacteria  with  a specific  antibiotic 
causes  insensitive  organisms  to  increase  not  only 
in  number  but  also  in  virulence.” 
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REPAIR  OF  RECURRENT  PROLAPSUS 
UTERI 

D.  R.  KNAPP,  M.  D. 

KERRVILLE,  TEXAS 

Twenty  years  ago  I suggested  a simple 
expedient  for  repairing  cases  of  recurrent 
prolapsus  uteri.1  During  the  intervening 
years,  in  the  course  of  many  pelvic  opera- 
tions, I have  used  the  method  only  three 
more  times,  but  when  indicated  it  is  so 
needed  and  so  simple  that  I venture  to  re- 
port it  again. 

It  is  almost  unnecessary  to  review  the  fac- 
tors involved,  since  if  pelvic  operations  are 


Fig.  1.  Drawing-  showing  the  change  in  the  relationship  of 
the  cervical  stump  and  ureter.  [After  Knapp  : Prolapse  following 
Hysterectomy ; New  Technic  for  Its  Repair,  Northwest  Med.  27 : 
226-228  (May)  1928.] 

properly  done,  only  one  patient  in  thousands 
will  have  that  complete  thinning  out  of  tis- 
sues which  challenges  the  physician’s  in- 
genuity to  build  a permanent  support.  Prob- 
ably the  absolutely  essential  factors  in  pre- 
venting prolapse  are  only  two.  One  is  to  have 
a reasonably  good  perineum  with  repair  of 
cystocele  and  rectocele.  The  second  is  equally 
or  more  important,  and  involves  the  anchor- 

Read  before  the  Section  on  Obstetrics  and  Gynecology,  State 
Medical  Association  of  Texas,  Annual  Session,  Houston,  April 
28,  1948. 


ing  of  the  so-called  cardinal  ligaments,  which 
are  heavy  fibers  in  the  base  of  the  broad 
ligament,  to  the  cervical  stump,  to  the  vagin- 
al vault,  or  to  each  other.  This  procedure  has 
been  known  for  years  but  even  yet  is  neg- 
lected by  some  operators.  In  hysterectomy 
the  suture  which  catches  the  uterine  arteries 
in  many  cases  catches  some  of  the  fibers  of 


Fig.  2.  Drawing  showing  the  fold  of  peritoneum  from  inside 
the  abdomen.  [After  Knapp  : Prolapse  following  Hysterectomy  ; 
New  Technic  for  Its  Repair,  Northwest  Med.  27:226-228  (May) 
1928.] 

the  cardinal  ligaments,  which  makes  it  wise 
to  include  this  area  in  anchoring  the  tissues 
to  the  cervix  or  to  the  vaginal  vault. 

If  prolapse  has  occurred  after  one  opera- 
tion, whether  as  the  result  of  faulty  tech- 
nique or  of  the  patient’s  condition,  there  is 
usually  extremely  thin  tissue  each  side  of 
the  vaginal  vault.  The  need  of  repair  in  these 
cases  has  caused  the  devising  of  many  op- 
erations. Such  cases  are  admittedly  well 
treated  by  closing  or  almost  closing  the 
vagina  to  build  a support  from  below,  but 
for  a woman  who  does  not  want  this  done, 
and  it  should  not  be  done  on  .young  women, 
the  common  practice  has  been  some  form  of 
attachment  to  the  muscles  of  the  abdominal 
wall.  It  is  needless  to  discuss  these  operations 
except  to  say  that  they  result  in  distortion 
and  leave  the  patient  in  continual  distress. 

The  first  patient  who  presented  this  severe 
problem  to  me  had  been  operated  upon  for 
prolapse  previously.  The  prolapse  had  re- 
turned as  an  inverted  cone,  with  the  bladder 
following  the  anterior  wall  into  the  cone.  It 
was  evident  that  without  almost  closing  the 
vagina  the  result  would  be  poor  if  I followed 
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ordinary  methods.  There  was  no  tissue  offer- 
ing support  on  one  side  and  the  other  was 
little  better.  I proceeded  as  for  repair  of 
cystocele  with  a median  incision,  separating 
the  vaginal  wall  well  to  each  side.  The  tis- 
sues between  the  apex  and  the  pelvic  wall 
were  pushed  up  carefully  so  that  the  ureter 
would  not  be  injured.  Dissection  was  all  done 
bluntly  for  the  same  reason.  The  little  nubbin 
of  tissue  at  the  apex  was  then  carried  to  the 
weaker  side  and  sewed  to  the  pelvic  wall 
with  two  hard  chromic  sutures  (fig.  1). 

This  maneuver  was  later  studied  on  the 
cadaver  and  found  to  appear  as  suitable  as 
it  has  proved  to  be  in  practice.  A fold  is 
created  on  one  side  of  the  pelvic  floor  as 
shown  in  figure  2.  The  thin  tissue  of  the  oth- 
er side  is  made  tight  and  slopes  downward, 
directing  the  pelvic  pressure  toward  the  an- 
chored side.  The  ureter  lies  above  with  per- 


Fig.  3.  Drawing  showing  the  relatively  small  change  in  posi- 
tion of  the  cervix  in  one  operation,  with  the  cervix  anchored 
to  the  wall.  [After  Knapp : Prolapse  following  Hysterectomy ; 
New  Technic  for  Its  Repair,  Northwest  Med.  27:226-228  (May) 
1928.] 

haps  a slight  outward  pull  but  no  kinking. 
The  actual  displacement  of  the  stump  itself 
is  less  than  would  be  expected,  not  much 
over  2 inches  at  most,  and  seemed  to  be  1.5 
inches  in  2 cases  (fig.  3). 

After  the  fixation  the  rest  of  the  repair 
must  be  varied  to  suit  the  case.  In  the  first 
case  a somewhat  better  perineal  body  was 
also  built,  but  the  vaginal  size  was  not 
altered.  The  repair  remained  in  perfect 
shape  for  twenty  years. 


The  prolapse  in  the  second  case  had  ap- 
parently recurred  because  no  work  had  been 
done  on  the  pelvic  floor.  The  prolapse  was 
more  extensive  but  the  tissues  were  better. 
There  was  a cervical  stump.  The  side  of 
this  stump  to  be  fixed  was  denuded,  and  the 
mucous  membrane  of  the  vagina  was  ad- 
justed to  it.  After  this  it  was  possible  to  get 
good  tissue  from  each  side  to  place  between 
bladder  and  vagina.  There  was  a hernia  into 
the  posterior  cul-de-sac.  The  peritoneum 
was  separated  and  pushed  up  so  that  perineal 
repair  was  made  directly  on  the  rectum. 

In  the  third  case,  which  was  of  a woman 
over  60,  the  vagina  was  made  small  in  addi- 
tion to  the  anchoring. 

The  fourth  operation  was  performed  in  a 
neglected  primary  prolapse.  After  doing  a 
hysterectomy  there  were  found  insufficient 
tissues  to  hold  the  pelvic  floor  firmly,  and 
the  cervix  was  anchored  to  the  wall. 

I see  no  contraindications  to  the  operation 
suggested  here  and  much  in  its  favor.  Not 
one  of  the  patients  has  shown  any  sign  of 
recurrence.  None  has  felt  any  pulling  or 
distress.  Coitus  has  been  possible  without 
pain. 

REFERENCE 

1.  Knapp,  D.  R. : Prolapse  following  Hysterectomy ; New 
Technic  for  Its  Repair,  Northwest  Med.  27:226-228  (May)  1928. 

ABSTRACT  OF  DISCUSSION 

Dr.  Allen  McMurrey,  Houston:  It  is  not  Dr. 
Knapp’s  intention  in  presenting  this  operation  to 
divulge  some  novel  surgical  procedure,  but  rather 
to  present  a practical  and  at  the  same  time  simple 
step  to  deal  with  a distressing  condition.  The  re- 
pair of  prolapse  is  by  no  means  a new  subject;  how- 
ever, it  is  a subject  which  has  never  been  entirely 
settled  and  to  which  from  time  to  time  are  added 
suggestions  which  improve  the  results  to  be  expected 
from  recognized  procedures.  I am  certain  that  Dr. 
Knapp’s  recommendations,  if  utilized  properly,  will 
materially  add  to  the  various  operations  that  are 
now  followed. 

The  majority  of  gynecologists  and  surgeons  fall 
into  the  practice  of  utilizing  one  operation  to  try 
to  correct  all  degrees  and  types  of  prolapse.  This 
usually  results  in  a low  percentage  of  cures.  For 
many  years  it  has  been  contended  that  a patient  with 
this  malady  is  a great  deal  more  fortunate  if  her 
surgeon  exercises  unusual  knowledge  in  arriving  at 
the  proper  operation  to  be  performed  to  alleviate 
her  disability,  than  if  he  exercises  superb  skill  or 
dexterity  in  performing  the  operation.  Of  course 
the  ideal  situation  would  be  to  have  a combination 
of  both,  which  the  patient  is  entitled  to  have. 

The  cause  of  prolapse  is  generally  conceded  to  lie 
in  the  stretching  and  loss  of  tone  of  the  supports  of 
the  organ,  together  with  the  injury  to  the  tissues 
formed  in  the  vaginal  canal.  There  is  another  factor 
which  is  often  overlooked,  congenital  weakness,  for 
occasionally  the  condition  is  seen  in  a nulliparous 
and  sometimes  virginal  woman.  This  is  a partic- 
ularly difficult  type  with  which  to  deal,  and  the 
usual  steps  for  cure  often  prove  of  no  avail. 

From  the  standpoint  of  the  operator  there  are 
approximately  five  different  types  of  prolapse: 

1.  The  old,  debilitated,  poor  surgical  risk  patient 
with  any  type  of  prolapse.  This  patient  is  best 
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treated  by  some  mechanical  device  such  as  a pessary. 
This  group  becomes  proportionately  smaller  as  the 
physician’s  experience  becomes  broader  in  dealing 
with  this  problem. 

2.  The  patient  with  a moderate  degree  of  pro- 
lapse but  presenting  a large  cystocele.  This  patient 
is  more  readily  relieved  by  Watkin’s  interposition 
operation. 

3.  The  most  common  type,  the  relatively  young 
woman  in  the  childbearing  age  who  is  anxious  to 
retain  the  powers  of  procreation.  If  this  type  is  to 
be  relieved  by  surgery,  the  Fothergill  operation  will 
prove  more  successful. 

4.  The  patient  with  procidentia  where  the  whole 
uterus  protrudes  from  the  vagina.  This  patient  is 
more  readily  relieved  by  a vaginal  hysterectomy  fol- 
lowed by  a good  anterior  and  posterior  vaginal  wall 
repair. 

5.  The  elderly  patient  with  no  objection  to  the 
permanent  closure  of  the  vagina  who  has  prolapse 
of  any  degree.  The  Le  Fort  operation  is  an  ex- 
cellent procedure  in  this  case.  This  operation  has 
a great  deal  more  virtue  than  is  usually  conceded 
by  some  gynecologists.  One  advantage  of  extreme 
importance  is  that  it  is  the  least  shocking  of  any 
of  the  procedures  used  for  the  cure  of  prolapse. 

As  already  stated,  while  I am  not  familiar  with 
Dr.  Knapp’s  operation  by  name,  I can  readily  see 
where  it  would  be  a definite  adjunct  in  any  of  these 
operations. 
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Texas  Neuropsychiatric  Association.  Dr.  M.  J.  Cooper,  San  An- 
tonio, President  ; Dr.  David  Wade,  604  Capital  National  Bank 
Bldg.,  Austin,  Secretary. 

Texas  Orthopedic  Association,  San  Antonio,  May  2,  1949.  Dr. 
Ruth  Jackson,  Dallas,  President;  Dr.  Margaret  Watkins,  3629 
Fairmount  St.,  Dallas,  Secretary. 

Texas  Pediatric  Society,  San  Antonio,  October,  1949.  Dr.  John 
Glen,  Houston,  President;  Dr.  James  Walker,  3616  Tulsa  Way, 
Fort  Worth,  Secretary. 

Texas  Public  Health  Association,  San  Antonio,  February  20-23, 
1949.  Dr.  Austin  E.  Hill,  San  Antonio,  President  ; Mr.  Earle 
W.  Sudderth,  Dallas  County  Health  Department,  Court  House, 
Dallas,  Executive  Secretary. 

Texas  Radiological  Society,  Fort  Worth.  January  7-8,  1949. 
Dr.  L.  M.  Garrett,  Corpus  Christi,  President ; Dr.  R.  P. 
O’Bannon,  650  Fifth  Ave.,  Fort  Worth,  Secretary. 

Texas  Railway  and  Traumatic  Surgical  Association,  San  Antonio, 
May  2,  1949.  Dr.  Denman  C.  Hucherson,  Houston,  President; 
Dr.  W.  F.  Parsons,  First  National  Bank  Bldg.,  Fort  Worth, 
Secretary. 

Texas  Rheumatism  Association.  Dr.  Howard  C.  Coggeshall,  Dal- 
las, President;  Dr.  J.  Paul  Thomas,  Medical  Arts  Bldg.,  Dallas, 
Secretary. 

Texas  Society  for  Mental  Hygiene,  Dallas,  March  3-5,  1949.  Dr. 
Ozro  T.  Woods,  Dallas,  President ; Mrs.  Elizabeth  F.  Gardner, 
1617  Watchhill  Road,  Austin  21,  Executive  Secretary. 

Texas  Society  of  Anesthesiologists.  Dr.  J.  C.  Youngblood,  Hous- 
ton, President ; Dr.  H.  C.  Slocum,  928  Strand,  Galveston, 
Secretary. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  San  An- 
tonio, May  2,  1949.  Dr.  Alvin  Baldwin,  Dallas,  President ; Dr. 
Carl  Giesecke,  1602  Nix  Professional  Bldg.,  San  Antonio, 
Secretary. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Fort 
Worth,  December  3-4,  1948.  Dr.  S.  N.  Key,  Sr.,  Austin,  Presi- 
dent; Dr.  John  L.  Matthews,  929  Nix  Professional  Bldg.,  San 
Antonio,  Secretary. 

Texas  Society  of  Pathologists,  Dallas,  January  30,  1949.  Dr. 
W.  W.  Coulter,  Sr.,  Houston,  President;  Dr.  C.  T.  Ashworth, 
604  Medical  Arts  Bldg.,  Fort  Worth,  Secretary. 

Texas  State  Urological  Society,  Temple.  Dr.  Michael  K. 
O’Heeron,  Houston,  President;  Dr.  E.  O.  Bradfield,  Scott  and 
White  Clinic,  Temple,  Secretary. 

Texas  Surgical  Society,  Houston,  April  5-6,  1949.  Dr.  E.  P. 
Bunkley,  Stamford,  President ; Dr.  Truman  G.  Blocker,  927 
Strand,  Galveston,  Secretary. 

Texas  Tuberculosis  Association.  Dr.  Elliott  Mendenhall,  Dallas, 
President;  Miss  Pansy  Nichols,  700  Brazos,  Austin,  Executive 
Secretary. 

DISTRICT 

Second  District  Society.  Dr.  R.  B.  G.  Cowper,  Big  Spring,  Presi- 
dent; Dr.  Carl  Uthoff,  Big  Spring,  Secretary. 

Third  District  Society,  Amarillo,  April  12-13,  1949.  Dr.  C.  E. 
High,  Pampa,  President ; Dr.  Kenneth  Flamm,  Amarillo,  Sec- 
retary. 

Fourth  District  Society,  San  Angelo,  October,  1949.  Dr.  J.  C. 
Young,  Coleman,  President;  Dr.  Charles  F.  Bailey,  Ballinger, 
Secretary. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July,  1949. 
Dr.  D.  R.  Knapp,  Kerrville,  President ; Dr.  Charles  Tennison, 
Nix  Professional  Building,  San  Antonio,  Secretary. 

Seventh  District  Society.  Dr.  David  Wade,  Austin,  President; 

Dr.  Joe  W.  Bailey,  1411  San  Antonio  St.,  Austin,  Secretary. 
Eighth,  Ninth  and  Tenth  Districts  Society.  Dr.  T.  O.  Woolley, 
Orange,  President;  Dr.  James  Greenwood,  Jr.,  518  Medical 
Arts  Bldg.,  Houston  2,  Secretary. 

Eleventh  District  Society.  Dr.  Lynn  Hilburn,  Henderson,  Presi- 
dent ; Dr.  C.  B.  Young,  929  S.  Confederate,  Tyler,  Secretary. 
Twelfth  District  Society.  Dr.  R.  R.  White,  Temple,  President; 

Dr.  H.  F.  Connally,  Jr.,  Amicable  Bldg.,  Waco,  Secretary. 
Thirteenth  District  Society,  Mineral  Wells,  November  11-12,  1948. 
Dr.  Fred  Harrell,  Olney,  President;  Dr.  S.  W.  Wilson,  Medical 
Arts  Bldg.,  Fort  Worth,  Secretary. 


Fourteenth  District  Society,  Ennis,  January  11,  1949.  Dr.  W.  I. 
Southerland,  Sherman,  President;  Dr.  John  Bagwell,  Medicai 
Arts  Building,  Dallas,  Secretary. 

Fifteenth  District  Society.  Dr.  W.  S.  Terry,  Jefferson,  President; 
Dr.  James  Harris,  Marshall,  Secretary. 

CLINICS 

Dallas  Southern  Clinical  Society,  Dallas,  March  14-17,  1949. 
Miss  Betty  Elmer,  Medical  Arts  Bldg.,  Dallas  1,  Executive 
Secretary. 

International  Post-Graduate  Medical  Assembly  of  Southwest 
Texas,  San  Antonio,  January  25-27,  1949.  Dr.  John  J.  Hinehey, 
643  Moore  Bldg.,  San  Antonio  5,  Secretary. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference 
Wichita  Falls,  October  19,  1949.  Dr.  Charles  H.  Brown, 
Wichita  Falls,  Program  Chairman. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City, 
1949.  Muriel  R.  Waller,  512  Medical  Arts  Bldg.,  Oklahoma 
City  2,  Executive  Secretary. 

Post  Graduate  Medical  Assembly  of  South  Texas,  Houston,  De- 
cember 7-9,  1948.  Dr.  E.  Trowbridge  Wolf,  229  Medical  Arts 
Bldg.,  Houston,  Secretary. 


TEXAS  PEDIATRIC  SOCIETY 
The  Texas  Pediatric  Society  held  its  fall  clinical 
meeting  in  Dallas,  October  15-16,  with  a registra- 
tion of  196.  The  meeting  was  under  the  auspices  of 
district  2 of  the  society.  Two  out-of-state  physicians 
and  four  Dallas  physicians  were  guest  speakers  and 
were  presented  with  fountain  pens  and  engraved 
electric  clocks  by  the  society  at  a dinner  dance  the 
evening  of  October  15.  Wives  of  the  physicians  par- 
ticipated in  the  evening’s  entertainment  and  in  a 
luncheon  that  day. 

Dr.  John  Glen,  Houston,  succeeded  Dr.  C.  B.  Alex- 
ander, San  Antonio,  as  president;  Dr.  John  E. 
Ashby,  Dallas,  was  named  president-elect;  Dr.  James 
Walker,  Fort  Worth,  secretary;  Dr.  W.  H.  Brad- 
ford, Dallas,  treasurer;  and  Dr.  Robert  Moore,  Dal- 
las, councilor  of  district  2.  It  was  decided  to  hold 
the  1949  meeting  in  October  in  San  Antonio. 

The  scientific  program  was  as  follows: 

October  15 

Dr.  Byron  York,  Houston,  presiding 
Intestinal  Obstruction  in  Early  Infancy — Dr.  W.  W.  Zuelzer, 
Professor  of  Pediatric  Research,  and  Director  of  Laboratory 
and  Anemia  Clinic,  University  of  Michigan  Medical  School, 
Detroit. 

Certain  Aspects  of  Protein  Deprivation — Dr.  A.  A.  Weech,  Pro- 
fessor of  Pediatrics,  University  of  Cincinnati,  and  Director, 
Children’s  Hospital  Research  Foundation,  Cincinnati.  Ohio. 
Cerebral  Palsy  Center  in  Dallas— Dr.  Margaret  Watkins,  In- 
structor in  Orthopedic  Surgery,  Southwestern  Medical  College, 
and  Medical  Director,  Dallas  Cerebral  Palsy  Center,  Dallas. 
Diagnosis  of  Hematologic  Problems  in  Infancy  and  Childhood — 
Dr.  W.  W.  Zuelzer. 

Dr.  Thomas  McCrummen,  Austin,  presiding 
Endocrine  Disorders  in  Childhood — Dr.  Arthur  Grollman,  Pro- 
fessor of  Medicine  and  Pharmacology,  Southwestern  Medical 
College,  Dallas. 

Respiratory  Failure  in  Newborn — Dr.  W.  W.  Zuelzer. 
Hypocalcemia  in  Infancy — Dr.  A.  A.  Weech. 

October  16 

Dr.  L.  O.  Godley,  Fort  Worth,  presiding 
Newer  Trends  in  Management  of  Burns — Dr.  Carl  Moyer,  Pro- 
fessor of  Experimental  Surgery,  Southwestern  Medical  College, 
Dallas. 

Recent  Advances  in  Antibiotic  Therapy — Dr.  Andres  Goth,  As- 
sociate Professor  of  Pharmacology,  Southwestern  Medical  Col- 
lege, Dallas. 

Pathology  and  Complications  of  T’ancreatic  Fibrosis — Dr.  W.  W. 
Zuelzer. 

Psychogenic  Factors  in  Anorexia  and  Other  Behavior  Problems 
— Dr.  A.  A.  Weech. 


TEXAS  ASSOCIATION  OF  OBSTETRICIANS 
AND  GYNECOLOGISTS 
The  nineteenth  annual  meeting  of  the  Texas  Asso- 
ciation of  Obstetricians  and  Gynecologists  was  held 
in  Houston,  October  15-16  with  eighty-two  members 
and  forty-five  visitors  present. 

The  association  elected  Dr.  Herbert  Beavers,  Fort 
Worth,  as  president-elect;  Dr.  J.  N.  Burditt,  Abi- 
lene, vice-president;  and  Dr.  George  F.  Adam,  Hous- 
ton, secretary.  Dr.  Julius  Mclver,  Dallas,  succeeded 
to  the  presidency.  The  1949  meeting  will  be  held  in 
Dallas. 
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The  scientific  program,  for  which  the  guest  speak- 
ers were  Dr.  Bayard  Carter,  professor  of  obstetrics 
and  gynecology  at  Duke  University,  Durham,  N.  C., 
and  Dr.  Andrew  A.  Marchetti,  professor  of  obstetrics 
and  gynecology  at  Georgetown  University  Medical 
Center,  Washington,  D.  C.,  was  as  follows: 

October  15 

Myomectomy  in  Pregnancy,  Case  Report — Dr.  Erwin  O.  Strass- 
man,  Houston. 

New  Procedure  for  Correction  of  Urinary  Stress  Incontinence — 
Dr.  Andrew  A.  Marchetti,  Washington,  D.  C. 

Colpocleisis — Dr.  Arthur  Faris  and  Dr.  Allen  McMurrey,  Hous- 
ton. 

Evaluation  of  Culdoscopy — Dr.  C.  Alsworth  Calhoun,  Houston. 
Luncheon  with  questions  answered  by  Dr.  Andrew  A.  Marchetti, 
Washington,  D.  C. 

Carcinoma  of  Cervix  Uteri — Dr.  Bayard  Carter,  Durham,  N.  C. 
Effect  of  Hysterectomy  on  Carcinoma  of  Cervix — Dr.  John  Wall, 
Houston. 

Recent  Advances  in  Radiotherapy — Dr.  Gilbert  Fletcher,  Hous- 
ton. 

Gynecological  Aspects  of  Low  Back  Pain — Dr.  Roy  L.  Grogan, 
Fort  Worth. 

Early  Clinical  and  X-Ray  Diagnosis  of  Fetal  Malformations — 
Dr.  John  Walter  Jones,  Texarkana. 

Cocktail  Party  and  Dinner:  Treatment  of  Premature  Separation 
of  Normally  Implanted  Placenta — Dr.  Bayard  Carter,  Dur- 
ham, N.  C. 

October  16 

C.  R.  Hannah  Lecture — Dr.  Willard  R.  Cooke,  Galveston. 
Surgical  Aspects  of  Sterility  in  the  Female — Dr.  Denton  Kerr, 
Houston. 

Adolescent  Primigravida — Dr.  Andrew  A.  Marchetti,  Washing- 
ton, D.  C. 

Carcinoma  of  Vulva — Dr.  Bayard  Carter,  Durham,  N.  C. 

The  program  on  October  16  was  held  at  the  Baylor 
University  College  of  Medicine  Auditorium,  and  Dr. 
Walter  H.  Moursund,  Sr.,  dean  of  the  college,  wel- 
comed the  visitors. 


PSYCHIATRISTS  TO  MEET  IN  DALLAS 

The  Southern  Psychiatric  Association  will  hold  its 
tenth  annual  meeting  December  6-7  in  Dallas  with 
Hotel  Adolphus  as  headquarters.  Physicians  of 
Texas,  especially  psychiatrists  and  neurologists,  in- 
cluding those  associated  with  the  Veterans  Adminis- 
tration and  the  military  services,  have  been  given  a 
cordial  invitation  to  attend  by  Dr.  Arthur  J. 
Schwenkenburg,  Dallas,  chairman  of  the  arrange- 
ments committee. 

No  registration  fee  will  be  charged  for  the  pro- 
gram, which  will  feature  several  distinguished 
guests  from  throughout  the  Unied  States  and  pa- 
pers by  members  from  various  southern  states. 

Dr.  Guy  F.  Witt,  Dallas,  is  president  of  the  asso- 
ciation. 


LIBRARY  NOTES 


PACKAGE  SERVICE 

The  package  library  consists  of  collections  of  reprints 
and  other  periodical  material  on  various  subjects,  pre- 
pared for  lending  to  members  of  the  Association.  Re- 
quests for  packages  should  be  addressed  “Library,  State 
Medical  Association  of  Texas,  700  Guadalupe  Street, 
Austin,  Texas.”  Twenty-five  cents  in  stamps  should  be 
enclosed  with  the  request  to  cover  postage  and  part  of 
the  expense  of  collecting  the  material.  Packages  are 
allowed  to  remain  in  the  hands  of  the  borrower  for 
14  days. 


ACCESSIONS 

The  following  additions  were  made  to  the  Library 
during  October: 

Reprints  received,  1,351. 

Journals  received,  272. 

Books  received,  12. 

Psychiatry  in  General  Practice,  by  Thorner,  and 
A.  M.  A.  Interns’  Manual,  by  A.  M.  A.,  from  W.  B. 
Saunders,  Philadelphia. 

The  Commonsense  Psychiatry  of  Dr.  Adolf  Meyer, 
by  Lief  (editor),  and  A Textbook  of  General  Physi- 
ology, by  Mitchell,  from  McGraw-Hill  Book  Com- 
pany, New  York. 


Virus  Diseases  of  Man,  by  Rooyen  and  Rhodes, 
from  Thomas  Nelson  & Sons,  New  York. 

The  Venous  Pulse  and  Its  Graphic  Recording , by 
Groedel,  from  Brooklyn  Medical  Press,  New  York. 

Occupational  Medicine  Source  Book,  by  Licht 
(editor)  ; Manual  of  Urology,  fourth  edition,  by  Le- 
Comte;  and  District  Nursing,  by  Merry  and  Irven, 
from  Williams  & Wilkins,  Baltimore. 

Technique  of  Treatment  for  the  Cerebral  Palsy 
Child,  by  Egel,  from  C.  V.  Mosby,  St.  Louis. 

A Brief  History  of  the  South  Carolina  Medical 
Association,  by  Waring,  from  South  Carolina  Med- 
ical Association,  Charleston. 

Manual  for  Medical  Records  Librarians,  second 
edition,  by  Huffman,  from  Physicians’  Record  Com- 
pany, Chicago. 

SUMMARY  OF  SERVICE 

Local  users  and  visitors,  36.  Borrowers  by  mail,  47. 
Items  consulted,  598.  Packages  mailed,  49. 

Items  borrowed,  126.  Items  mailed,  387. 

Total  number  of  items  consulted  and  loaned,  1,111. 


MOTION  PICTURE  FILM  LIBRARY 

Motion  picture  films  on  medical  subjects,  16  mm.,  both 
silent  and  sound,  some  in  color,  and  suitable  for  either 
medical  or  lay  audiences,  are  available  for  loan  to  county 
medical  societies,  hospital  staffs,  or  individual  physi- 
cians, on  request.  Borrowers  will  be  required  to  pay  only 
the  cost  of  shipment  of  the  films,  by  express,  with  in- 
surance, and  for  any  damage  to  films  while  in  the  hands 
of  the  borrower. 

Requests  for  films  should  be  addressed  to  “Motion 
Picture  Film  Library,  State  Medical  Association  of  Texas, 
700  Guadalupe  Street,  Austin,  Texas.”  A list  of  avail- 
able films,  with  descriptions,  will  be  furnished  on  request. 


The  following  motion  picture  films  were  loaned  by 
the  Film  Library  during  October: 

Adolescence,  Introduction  to  (Mead  Johnson) — - 
Drs.  Hyslop  and  Hyslop,  Del  Rio. 

Anesthesia,  Novocain,  in  Obstetrics  (Winthrop 
Chemical  Company) — Dr.  G.  A.  Burgess,  McAllen. 

Anesthesia,  Regional  (Winthrop  Chemical  Com- 
pany)— Drs.  Kelly  and  Kelly,  Pampa. 

Appendicitis  in  Childhood  (Mead  Johnson) — Scott 
and  White  Hospital,  School  of  Nursing,  Temple. 

As  Others  See  Us  (American  Hospital  Associa- 
tion)— Braekenridge  Hospital,  School  of  Nursing, 
Austin,  and  Drs.  Hyslop  and  Hyslop,  Del  Rio. 

Blood  Transfusion  (British  Information  Services) 
— Pre-Medical  Association,  Southwestern  Univer- 
sity, Georgetown,  and  Drs.  Hyslop  and  Hyslop,  Del 
Rio. 

Breech  Extraction  with  Forceps  (Mead  Johnson) 
— Kelly  and  Kelly  Clinic,  Pampa,  and  Hamlin  Me- 
morial Hospital  Staff,  Hamlin. 

Bronchial  Asthma  (Fougera  & Company) — Drs. 
Hyslop  and  Hyslop,  Del  Rio. 

Chest  Disease,  Surgery  in  (British  Information 
Services) — Braekenridge  Hospital,  School  of  Nurs- 
ing, Austin,  and  Drs.  Hyslop  and  Hyslop,  Del  Rio. 

Daily  Battle  (National  Foundation  for  Infantile 
Paralysis) — Victoria  Hospital,  School  of  Nursing, 
Victoria. 

Empyema,  The  Treatment  of  (Mead  Johnson)  — 
Braekenridge  Hospital,  School  of  Nursing,  Austin. 

Eyes  for  Tomorrow  (Hurst  Hospital  & Clinic)  — 
O’Donnell  Parent-Teacher’s  Association,  Lamesa. 

Eyes,  Your  Children’s  (British  Information  Serv- 
ices) — N o r d h e i m Parent  - Teacher’s  Association, 
Nordheim. 

Folvite  in  Anemia  (Lederle  Laboratories) — Dr. 
C.  H.  Godard,  Bastrop. 

Forty  Billion  Enemies  ( Westinghouse) — Harris 
Hospital,  School  of  Nursing,  Fort  Worth. 

Golden  Glory  (Standard  Brands) — Health  Edu- 
cation Group,  San  Antonio. 

Heart  Disease,  Oxygen  Therapy  in  (Linde  Air 
Products) — Braekenridge  Hospital,  School  of  Nurs- 
ing, Austin,  and  Drs.  Hyslop  and  Hyslop,  Del  Rio. 
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Human  Fertility  (Ortho-Products  Inc.) — Drs. 
Kelly  and  Kelly,  Pampa,  and  F.  A.  Orgain  Memorial 
Hospital,  Bastrop. 

Hypodermic  Syringes  and  Needles:  Their  Care 
and  Function  (Becton,  Dickinson  & Co.) — Dr.  J.  E. 
Johnson,  Lamesa,  and  Drs.  Hyslop  and  Hyslop,  Del 
Rio. 

Hysterectomy  (Mead  Johnson) — Dr.  G.  A.  Bur- 
gess, McAllen. 

Infantile  Paralysis,  Orthopedic  Treatment  of 
(Mead  Johnson)  — Victoria  Hospital,  School  of 
Nursing,  Victoria. 

Lesions  of  Vulva,  Vagina  and  Cervix  (Dr.  Karl 
John  Karnaky) — Tacoma  General  Hospital,  School 
of  Nursing,  Tacoma,  Wash. 

Mastoid  Surgery  (Dr.  Louis  Daily) — Drs.  Hyslop 
and  Hyslop,  Del  Rio. 

Mechanism  of  Cell  Division  (War  Department)  — 
Pre-Medical  Association,  Southwestern  University, 
Georgetown. 

Modern  Nutrition  (E.  R.  Squibb  & Son) — F.  A. 
Orgain  Memorial  Hospital,  Bastrop. 

Nasal  Sinusitis  (Fougera  & Company) — Drs.  Hys- 
lop and  Hyslop,  Del  Rio. 

Normal  Delivery  (Mead  Johnson) — Hamlin  Me- 
morial Hospital  Staff,  Hamlin,  Brooks-Duval-Jim 
Wells  Counties  Medical  Society,  Alice. 

Premature  Infant,  The  Care  of  (Mead  Johnson)  — 
Brooks-Duval-Jim  Wells  Counties  Medical  Society, 
Alice. 

Roentgen  Pelvimetry  (Mead  Johnson) — Brooks- 
Duval-Jim  Wells  Counties  Medical  Society,  Alice. 

Spontaneous  Delivery  (Mead  Johnson) — Hamlin 
Memorial  Hospital  Staff,  Hamlin. 

Stitch  in  Time  (Sears-Roebuck) — Nordheim  Par- 
ent-Teacher’s Association,  Nordheim. 

Sutures  Since  Lister  (Johnson  & Johnson) — Kelly 
and  Kelly  Clinic,  Pampa. 

TB,  This  Is  (Texas  Tuberculosis  Association)  — 
O’Donnell  Parent-Teacher’s  Association,  Lamesa. 

Trichomonal  and  Monilial  Vaginitis  (Searle  Co.) 
— Braekenridge  Hospital  Staff,  Austin. 

Tuberculosis,  Diagnostic  Procedure  in  (Texas 
Tuberculosis  Association) — Drs.  Hyslop  and  Hyslop, 
Del  Rio. 

Urinary  Antisepsis,  Progress  in  (Mead  Johnson) 
— Drs.  Hyslop  and  Hyslop,  Del  Rio. 

Uterosalpingography  (Fougera  & Company)  — 
Drs.  Hyslop  and  Hyslop,  Del  Rio,  and  Dr.  N.  L. 
Schiller,  Austin. 

Uterosalpingography,  Serial  (Fougera  & Com- 
pany)— Drs.  Hyslop  and  Hyslop,  Del  Rio. 

Varicose  Veins,  Treatment  of  (Searle  Co.) — Tar- 
rant County  Medical  Society,  Foi~t  Worth. 

Varicose  Veins  and  Their  Complications  (Becton, 
Dickinson  & Company) — Drs.  Hyslop  and  Hyslop, 
Del  Rio,  and  Dr.  N.  L.  Schiller,  Austin. 

Vitamins,  and  Some  Deficiency  Diseases  (Lederle 
Laboratories) — Dr.  N.  L.  Schiller,  Austin. 

When  Bobby  Goes  to  School  (Mead  Johnson)  — 
Medical  Auxiliary,  Lufkin;  Parent-Teacher’s  Coun- 
cil, McKinley  School,  Amarillo;  and  Bellville  Par- 
ent-Teacher’s Association,  Bellville. 

X-Ray  Routine  Admission  in  General  Hospitals 
(Texas  Tuberculosis  Association) — Dr.  N.  L.  Schil- 
ler, Austin. 

X-Ray,  Technic  of  Group  Services  (Texas  Tuber- 
culosis Association) — Dr.  N.  L.  Schiller,  Austin. 


BOOK  REVIEWS 

’Ophthalmology  in  the  War  Years.  Volume  II.  By 
Meyer  Wiener,  M.D.  Cloth,  977  pages.  Price  $16. 
Chicago,  Year  Book  Publishers,  1948. 

This  second  volume  completes  the  review  of  oph- 
’Reviewed  by  William  E.  Vandever,  M.D.,  El  Paso. 


thalmic  literature  produced  during  the  last  war,  and 
embraces  much  that  was  not  contained  in  the  first 
volume.  The  stress  of  war  conditions  did  not  permit 
all  of  value  to  be  published  until  hostilities  ceased. 

This  is  truly  a monumental  work.  The  author  is 
eminently  fitted  for  such  a vast  undertaking.  The 
thirty-seven  co-authors  are  authorities  in  the  special 
fields  of  their  writings,  and  a great  amount  of  work 
has  been  done  by  each.  The  bibliographic  references 
alone  number  7,082. 

The  preface  states  that  it  is  hoped  this  volume, 
along  with  the  first,  will  be  of  value  not  only  to  those 
who  did  not  find  time  to  read  all  of  the  available 
literature  during  the  war  years  and  to  those  who 
were  unable  to  obtain  it,  but  to  those  who  wish  to 
delve  quickly  into  the  recent  literature  when  writing 
a paper  or  preparing  an  address  or  who  wish  to  have 
a resume  of  advances  in  all  branches  of  ophthalmol- 
ogy during  the  period  of  the  war  and  up  to  June, 
1946. 

This  hope  has  been  accomplished  in  a gratifying 
manner  and  the  two  volumes  truly  are  an  encyclo- 
pedia of  the  world’s  ophthalmic  literature  from  1940 
to  1946. 

'Human  Physiology.  By  F.  R.  Winton,  M.D.,  D.Sc., 
and  L.  E.  Bayliss,  Ph.D.  Cloth,  592  pages,  illus- 
trated, third  edition.  Price  $7.  Philadelphia  and 
Toronto,  The  Blakiston  Company,  1948. 

This  brief  text  is  a concise,  lucid  presentation  of 
the  essentials  of  human  physiology.  The  over-all  or- 
ganization of  the  preceding  edition  has  been  largely 
preserved  but  certain  sections  have  been  completely 
rewritten.  In  other  instances,  only  those  changes 
necessary  to  bring  the  text  up  to  date  have  been 
made.  Subject  matter  is  presented  in  a well  inte- 
grated and  readable  manner,  and,  despite  the  large 
number  of  contributors  to  the  text,  it  is  free  of 
repetition  or  important  omissions.  Emphasis  is  on 
physiologic  principles  rather  than  on  their  applica- 
tion. 

The  apportionment  of  space  to  the  various  sub- 
divisions of  the  subject  is  about  as  in  the  preceding 
edition,  representing  a fairly  good  balance,  though 
one  might  wish  to  see  certain  sections  such  as  those 
on  circulation  and  respiration  expanded  somewhat 
with  perhaps  relatively  less  space  devoted  to  muscle, 
nerve,  central  nervous  system,  and  special  senses. 
This  is,  of  course,  entirely  a matter  of  opinion. 

For  a book  of  this  length,  a remarkable  amount  of 
information  is  presented  with  clarity,  and  cross  ref- 
erences are  frequently  used  when  concepts  expound- 
ed elsewhere  in  the  text  are  introduced.  In  general, 
oversimplification  and  dogmatism  are  not  serious 
faults,  though  the  authors  at  times  present  consider- 
able factual  material  without  citing  the  experimental 
evidence. 

sWar,  Politics,  and  Insanity.  By  C.  S.  Bluemel, 
M.A.,  M.D.,  F.A.C.P.,  M.R.C.S.  (Eng.).  Cloth, 
121  pages.  Price  $2.  Denver,  World  Press,  Inc., 
1948. 

This  volume  is  addressed  to  the  general  public,  not 
primarily  to  the  medical  profession.  It  reviews  va- 
rious theories  of  the  origin  of  wars  and  presents  the 
author’s  view  that  wars  are  brought  about  largely 
through  irresponsible  leadership.  He  sees  certain 
combined  personality  traits  revealed  in  militant  lead- 
ers throughout  world  history;  these  traits  are  ag- 
gressiveness and  obsessive-compulsive  reaction.  The 
latter  reaction  he  defines  as  a pathologic  persis- 
tence. 

He  sketches  the  careers  of  several  national  leaders 
of  the  pi'esent  and  the  past,  both  peaceful  and  war- 
like, showing  that  they  have  various  degi’ees  and  pro- 

-Reviewed  by  Robert  W.  Lackey.  Ph.D.,  Dallas. 

3Reviewed  by  James  P.  Molloy,  M.D.,  Houston. 
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portions  of  aggressiveness  and  pathologic  persis- 
tence. The  most  benign  of  the  leaders  are  those  who 
are  less  characterized  by  aggressiveness  and  those 
who  are  mentally  sound.  The  most  dangerous  are  the 
most  aggressive  and  psychotic. 

The  author  has  unearthed  a wealth  of  interesting 
material  about  several  national  leaders.  The  ex- 
cesses of  feeling  and  the  distortion  of  thinking- 
shown  by  some  of  their  utterances  are  really  re- 
markable. He  finds  the  world  suffering  from  poor 
leadership.  This  he  attributes  largely  to  the  rela- 
tively passive  tendency  of  the  majority,  and  the 
dominance  and  aggressiveness  of  a few  who,  even  in 
democracies,  manage  to  get  into  positions  of  power. 

He  believes  that  our  own  so-called  representative 
government  fails  to  give  true  representation.  He 
proposes  a completely  different  structure  of  govern- 
ment for  our  nation  and  for  the  occupied  countries  of 
Europe  as  they  will  be  emerging  into  self-rule  again. 
This  government  will  be  built  upon  the  choice  of  a 
group  of  intelligent,  mature,  trained  leaders,  free 
from  personality  distortions,  all  of  them  having 
university  education,  and  having  had  special  courses 
to  fit  them  for  their  great  responsibilities.  The 
views  of  this  larger  group  of  “Senior  Citizens”  will 
be  finally  expressed  by  the  “Cabinet,”  consisting  of 
five  members.  Their  decrees  will  be  final.  He  feels 
that  if  all  the  world  were  to  be  ruled  by  selective 
governments,  composed  of  normal  men,  there  would 
surely  be  peace. 

Several  questions  arise  in  the  mind  of  the  re- 
viewer. Will  all  aggressive  men  be  excluded  by  the 
plan  of  selection  ? Is  the  preliminary  choice  and 
screening  in  the  best  hands  when  it  is  to  be  done 
by  the  faculties  of  universities  ? Is  it  possible  to 
establish  a ruling  group  which  may  not  in  time  work 
for  its  own  advantage? 

^Control  of  Pain  with  Saddle  Block  and  Higher 
Spinal  Anesthesia.  By  J.  H.  Walton,  M.D.  Cloth, 
48  pages,  illustrated.  Summit,  N.  J.,  Ciba  Phar- 
maceutical Products,  Inc. 

Any  one  interested  in  doing  saddle  block  and 
spinal  anesthesia  with  nupercaine  will  find  this  little 
book  of  value.  It  is  concise,  the  technique  is  easy  to 
follow,  and  the  illustrations  are  good.  The  advan- 
tages and  disadvantages  of  these  types  of  anesthesia 
are  well  given. 

“Successful  Marriage.  By  Morris  Fishbein,  M.D., 
and  Ernest  W.  Burgess,  Ph.D.  Cloth,  515  pages. 
Price  $3.50.  Garden  City,  N.  Y.,  Doubleday  & 
Company,  1947. 

Here  is  a book,  written  by  a formidable  list  of  the 
most  distinguished  group  of  specialists  on  the  sub- 
ject of  marriage  and  its  problems.  There  is  not  one 
phase  of  the  problems  of  a successful  marriage  that 
has  been  omitted.  The  new  profession  of  marriage 
counseling,  as  brought  out,  involves  physiologic, 
psychologic,  and  sociologic  problems,  which  the  prac- 
titioner of  today  is  called  upon  to  serve.  It  is  a read- 
able book,  written  with  exceptional  frankness,  in- 
cluding the  moral  aspects  of  marriage.  The  chapters 
on  fertility,  pregnancy,  and  the  birth  of  the  baby 
are  exceedingly  good,  are  clear,  and  will  answer 
many  questions  the  newly  married  couple  usually 
ask  their  physician. 

Dr.  Richard  Jenken’s  chapter  on  behavior  prob- 
lems, if  followed,  would  do  much  to  curtail  juvenile 
delinquency  resulting  from  inadequate  marital  ad- 
justments. To  date,  this  is  one  of  the  finest  books 
written  on  this  subject,  unique  in  its  presentation, 
and  understandable  to  the  average  layman.  It  will  be 
worth  while  for  every  doctor  to  recommend  this  ex- 
cellent book,  not  only  to  the  prospective  bride  and 
bridegroom,  but  to  their  parents  as  well. 

4Reviewed  by  Marvin  E.  Adams,  M.D.,  Fort  Worth. 

^Reviewed  by  Harold  B.  Mindell,  M.D.,  Fort  Worth. 


“Adolescent  Sterility.  By  M.  F.  Ashley  Montagu, 
M.D.  Cloth,  148  pages.  Price  $3.50.  Springfield, 
111.,  Charles  C.  Thomas  Publishers,  1946. 

In  an  excellent  monograph  composed  of  118  pages 
of  text,  10  pages  of  appendix,  13  pages  of  bibliog- 
raphy, and  6 pages  of  index,  the  author,  a noted 
anatomist  and  anthropologist,  has  brought  together 
the  evidence  from  scientific  sources  supporting  his 
thesis  that  for  an  appreciable  period  after  puberty 
there  is  both  a relative  sterility  (failure  of  concep- 
tion) and  a relatively  large  reproductive  loss  from 
spontaneous  abortions  and  stillbirths  in  females  of 
several  mammalian  species,  including  man.  More- 
over, maternal  behavior  is  found  to  be  defective  in 
very  young  mothers. 

The  author  attempts  to  explain  the  how  and  why 
of  this  infertile  period,  and  evidence  is  presented 
which  indicates  that  the  capacity  to  produce  mature 
ova  (nubility)  is  not  attained  until  some  time  after 
the  appearance  of  the  first  estrus  or  menarche.  A 
discussion  of  the  hormonal  control  of  ovulation  fol- 
lows. Also,  the  apparent  inconsistency  of  human 
precocious  puberty  and  conception  is  discussed,  with 
emphasis  upon  physiologic,  rather  than  chronologic, 
age.  The  period  between  puberty  and  nubility  is 
called  the  “adolescent  sterility  interval,”  a period  in 
development  not  heretofore  recognized.  Thus,  the 
period  of  adolescence  is  made  up  of  this  interval  and 
of  the  period  of  nubility  and  this  is  followed  by  the 
period  of  maturity,  marked  by  the  cessation  of 
growth.  Duration  of  the  sterility  interval  in  the 
mouse,  monkey,  chimpanzee,  and  man,  in  that  order, 
would  appear  to  be  one  month,  one  to  twelve  months, 
four  months  to  more  than  two  years,  and  one  month 
to  seven  years.  Variability  is  the  rule.  Exceptional 
cases  of  conception  before  menarche  (that  is,  no 
adolescent  sterility  interval)  are  on  record. 

6Reviewed  by  J.  K.  Lamar,  Ph.D.,  Galveston. 
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Contributions  to  this  department  will  be  appreciated. 
News  should  be  of  general  medical  interest,  such  as  public 
health  activities,  new  hospitals,  personal  items  of  more 
than  local  value,  etc.  News  for  a particular  number  of 
the  Journal  should  be  in  the  hands  of  the  Editor  not 
later  than  the  fifteenth  of  the  preceding  month. 


The  Texas  Club  of  Internists  met  in  Ann  Arbor, 
Mich.,  October  11-16,  for  a scientific  program  fur- 
nished by  the  staff  of  the  Department  of  Internal 
Medicine  of  the  University  of  Michigan  Medical 
School.  A variety  of  medical  subjects  were  covered 
in  lectures,  clinics,  and  conferences. 

The  San  Antonio  Obstetrical  and  Gynecological 
Society  was  reactivated  October  6 when  interested 
physicians  met  in  called  session.  Offcers  were  elected 
as  follows:  Drs.  Eugene  Chapman,  president;  Kent 
Hunt,  first  vice-president;  C.  D.  Henry,  second  vice- 
president;  and  John  W.  Worsham,  secretary-treas- 
urer. It  was  decided  to  hold  meetings  on  the  first 
Monday  of  each  month  at  the  Bexar  County  Medical 
Library.  Membership  is  open  “to  all  those  interested 
in  improving  the  standards  of  maternity  care  and 
the  treatment  of  conditions  peculiar  to  women.” 

The  Waco  Pediatrics  Society,  the  first  medical 
specialty  organization  in  Waco’s  history,  was  or- 
ganized in  September,  according  to  the  Waco  News- 
Tribune.  Dr.  M.  C.  Carlisle  was  elected  president; 
Dr.  F.  William  Hoehn,  secretary.  Ultimate  aim  of 
the  organization  was  said  to  be  construction  of  a 
children’s  hospital  in  Waco.  Other  purposes  are 
(1)  to  work  for  the  improvement  of  pediatrics,  (2) 
to  make  suggestions  for  improved  hospital  service, 
(3)  to  stimulate  interest  in  the  prevention  and  con- 
trol of  contagious  diseases,  (4)  to  attempt  to  form- 
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ulate  a plan  for  better  care  of  indigent  children, 
and  (5)  to  act  as  a unit  to  disseminate  pediatrics 
information  to  medical  meetings. 

Dr.  Chester  U.  Callan,  Rotan  general  practitioner, 
was  presented  in  the  October  9 issue  of  The  Satur- 
day Evening  Post  as  an  example  of  the  type  of  rural 
physician  needed  so  badly  throughout  the  nation 
today.  Already  appreciative  of  Dr.  Callan  and  want- 
ing to  show  their  satisfaction  with  the  publicity 
given  to  him  by  the  Post,  the  people  of  Rotan  set 
aside  October  8 as  “Doc  Callan  Day,”  according  to 
the  Abilene  Reporter-News.  An  hour  program  for 
which  stores  closed  paid  tribute  to  the  physician, 
with  Dr.  Tate  Miller,  Dallas,  President  of  the  State 
Medical  Association  as  chief  speaker.  A dinner  for 
Dr.  Callan  and  out  of  town  guests  and  dedication  of 
the  high  school  football  game  to  him  that  evening 
were  other  high  points  of  the  day.  Abilene  Christian 
College,  of  which  Dr.  Callan  is  a graduate  and  trus- 
tee, had  a program  and  luncheon  in  his  honor  Oc- 
tober 19. 

The  University  of  Texas  Medical  Branch  has  re- 
cently received  a number  of  gifts,  according  to  the 
Galveston  News,  among  them  $1,800  from  Anheuser- 
Busch,  Inc.,  St.  Louis  for  support  of  a fellowship 
for  research  in  the  study  of  protein  nutrition  in 
surgical  cases;  $150  from  the  Screwman’s  Benevo- 
lent Association,  Galveston,  for  cancer  research; 
and  $75  from  the  Galveston  Branch  of  the  American 
Association  of  University  as  the  first  of  three  an- 
nual donations  to  cover  tuition  of  one  student  in 
the  John  Sealy  College  of  Nursing. 

Dr.  George  R.  Herrmann,  professor  of  medicine 
at  the  Medical  Branch,  was  guest  teacher  at  the 
continuation  courses  in  medicine  of  the  University 
of  California  Medical  School,  San  Francisco,  Octo- 
ber 3-5,  and  at  the  University  of  California  at  Los 
Angeles  Medical  School  postgraduate  courses  in 
medicine  and  cardiology.  He  also  lectured  at  hos- 
pitals in  Sawtelle  and  Van  Nuys  during  his  ti’ip. 

Dr.  Truman  G.  Blocker,  Jr.,  professor  of  surgery 
at  the  Medical  Branch,  participated  in  a panel  dis- 
cussion on  the  surgical  specialties  at  the  meeting  of 
the  American  College  of  Surgeons  in  Los  Angeles  in 
October. 

PERSONALS 

Dr.  Charles  H.  Harris,  Fort  Worth,  was  honored 
by  Texas  Christian  University  at  its  seventy-fifth 
anniversary  convocation  September  20  with  the 
award  of  an  honorary  doctor  of  laws  degree,  reports 
the  Albany  News. 

Dr.  C.  J.  Koerth,  since  August  1 director  of  the 
San  Antonio  tuberculosis  control  division,  has  been 
appointed  hospital  administrator  for  the  Gonzales 
Warm  Springs  Foundation,  according  to  the  San 
Antonio  Light. 

Dr.  T.  S.  Edwards,  Knox  City,  was  honored  Oc- 
tober 17  when  a new  wing  of  the  Knox  County 
Hospital  which  has  been  named  for  him  was  for- 
mally opened  and  dedicated,  states  the  Fort  Worth 
Star-Telegram.  Dr.  Edwards  was  instrumental  in 
establishing  the  hospital  and  has  served  continu- 
ously as  chief  of  its  surgical  staff. 

Dr.  A.  J.  Cox,  retired  Ennis  physician  who  now 
resides  at  the  Masonic  Home,  Arlington,  was  award- 
ed a fifty-year-member  emblem  and  life  member- 
ship in  the  Ennis  Masonic  Lodge  on  October  13, 
according  to  the  Ennis  News. 

Dr.  Robert  E.  Windham,  San  Angelo  eye,  ear, 
nose,  and  throat  specialist  and  vice-president  of 
the  State  Medical  Association,  has  retired  from 
practice  because  of  ill  health  resulting  from  severe 
injuries  received  in  an  automobile  accident  about 
two  years  ago,  informs  the  San  Angelo  Standard. 


BIRTHS 

To  Dr.  and  Mrs.  David  Bennett,  Orange,  a son, 
September  2. 
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Bastrop  County  Society 
October  7,  1948 

(Reported  by  Charles  M.  Hoch,  Secretary) 

Socialized  Medicine — G.  V.  Brindley,  Temple. 

Members  of  the  Bastrop  County  Medical  Society 
and  their  wives  were  guests  of  Dr.  and  Mrs.  W.  E. 
Wood  and  Dr.  and  Mrs.  Joe  V.  Fleming  at  a turkey 
dinner  October  7 in  the  Wood  home,  Elgin.  Sixteen 
persons  were  present  for  the  affair,  which  featured 
an  address  by  G.  V.  Brindley,  Temple,  President- 
Elect  of  the  State  Medical  Association.  Dr.  Brindley 
pointed  out  that  socialization  'of  medicine  has  been 
utilized  in  other  countries  as  the  first  phase  in 
bringing  about  socialization  of  other  industries  and 
professions  and  that  reports  from  New  Zealand  and 
England  indicate  a deterioration  of  medical  service 
with  considerably  greater  cost  than  anticipated. 

Mrs.  Brindley  gave  two  readings,  and  J.  G.  Bry- 
son, Bastrop,  recited  a poem,  as  well  as  comment- 
ing on  Dr.  Brindley’s  talk.  Dr.  Fleming  brought  out 
the  desperate  shortage  of  nurses  and  suggested  a 
plan  to  train  “vocational  nurses”  in  the  essentials 
of  bedside  nursing  without  the  necessity  of  fulfilling 
the  usual  requirements  of  “registered  nurses.” 

Dr.  and  Mrs.  Ai’thur  E.  Moon,  Temple,  were  pres- 
ent as  guests. 

Brazoria  County  Society 

September  30,  1948 

(Reported  by  A.  O.  McCary,  Secretary) 
Psychopathologic  Conditions  of  Childhood — Hamilton  Ford,  Gal- 
veston. 

Only  two  members  of  the  Brazoria  County  Med- 
ical Society  were  absent  when  the  society,  the  asso- 
ciate dentist  members,  and  wives  met  September  30 
in  Angleton.  Following  dinner,  Hamilton  Ford,  Gal- 
veston, discussed  psychopathologic  conditions  of 
childhood.  The  women  then  retired  to  a separate 
room  for  an  auxiliary  meeting,  and  the  society  had 
a business  session. 

A resolution  was  drafted  by  the  society  volun- 
teering the  help  of  its  members  to  the  county  health 
unit  until  a director  can  be  secured.  Another  resolu- 
tion offered  the  cooperation  of  the  society  to  the 
county  health  unit  in  the  immunization  of  indigents 
and  the  treatment  of  venereal  diseases  in  indigents 
until  a director  has  been  obtained.  The  society  voted 
to  recommend  to  the  county  commissioners  court 
that  Dr.  Joe  S.  Montgomery,  Angleton,  be  appointed 
county  physician. 

Cherokee  County  Society 

Penicillin  in  Local  Infections — J.  H.  Liles,  Jacksonville. 

Diseases  Peculiar  to  Women — John  Travis.  Jacksonville. 
Round-Table  Discussion : Advances  in  Treatment  of  Infectious 

Diseases — T.  H.  Cobble,  Rusk,  Leader. 

Cherokee  County  Medical  Society  met  recently  in 
Rusk  for  the  program  outlined.  The  society  dis- 
cussed a plan  worked  out  by  the  ambulance  associa- 
tion with  the  approval  of  the  society,  according  to 
which  ambulances  would  carry  additional  first  aid 
equipment. 

Colorado- Fayette  Counties  Society 
September  28,  1948 

(Reported  by  C.  I.  Shult,  Secretary) 

M.  D.  Anderson  Hospital  for  Cancer  Research — R.  Lee  Clark, 

Houston. 

Following  a dinner  at  which  auxiliary  members 
were  also  present,  the  Colorado-Fayette  Counties 
Medical  Society  on  September  28  in  Eagle  Lake 
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heard  a discussion  of  the  M.  D.  Anderson  Hospital 
for  Cancer  Research  by  its  director,  R.  Lee  Clark, 
Houston.  Dr.  Clark  explained  the  purposes  of  the 
hospital  and  the  procedure  for  admitting  patients. 
He  also  reported  on  studies  made  at  the  hospital. 

Dallam-Hartley-Sherman-Moore  Counties  Society 

October  5,  1948 

Peptic  Ulcers  (motion  picture) — Courtesy  of  John  Wyeth  and 
Sons,  Philadelphia. 

Dallam-Hartley-Sherman-Moore  Counties  Medical 
Society  met  in  Dumas  on  October  5 with  ten  mem- 
bers present.  The  physicians  had  dinner  and  viewed 
the  motion  picture  named.  W.  J.  Mencarow,  Dalhart, 
was  elected  to  membership. 

Dallas  County  Society 

September  23,  1948 

(Reported  by  W.  W.  Fowler,  Secretary) 

Diabetes  Mellitus — Informal  discussion  opened  by  Arthur  Groll- 
man,  Dallas,  and  closed  by  E.  P.  Joslin,  Boston. 

E.  P.  Joslin,  Boston,  guest  of  the  Dallas  Southern 
Clinical  Society,  participated  in  an  informal  dis- 
cussion and  question  and  answer  period  on  diabetes 
mellitus  held  by  Dallas  County  Medical  Society  on 
September  23.  The  discussion  was  opened  by  Arthur 
Grollman,  Dallas. 

Hanes  M.  Fowler  was  elected  to  membership  upon 
application;  James  T.  Downs  III  upon  transfer  from 
Galveston  County. 

Denton  County  Society 
October  7,  1948 

The  importance  of  a tuberculosis  ward  in  the  new 
Flow  Memorial  Hospital  was  discussed  by  members 
of  Denton  County  Medical  Society  in  Denton  on 
October  7,  with  David  Thomas,  vice-president,  pre- 
siding. The  society  voted  to  ask  the  hospital  building 
committee  to  include  room  for  Denton  County’s  tu- 
berculous patients.  The  society  accepted  an  invita- 
tion of  the  local  tuberculosis  association  to  be  honor 
guests  at  a dinner  October  25  for  directors,  seal 
sale  chairmen,  and  office  staff. 

P.  M.  Girard,  Dallas,  was  guest  speaker. 

El  Paso  County  Society 
September  21,  1948 

Cancer  of  the  Lung — Robert  Shaw,  Southwestern  Medical  Col- 
lege, Dallas. 

The  regular  meeting  of  El  Paso  County  Medical 
Society  was  moved  forward  one  week  to  September 
21  so  that  members  could  hear  a talk  by  Robert 
Shaw,  professor  of  thoracic  surgery  at  Southwestern 
Medical  College,  Dallas,  who  was  in  El  Paso  to 
participate  in  an  informal  discussion  and  case  pres- 
entation of  lung  tumors  for  the  El  Paso  Tumor 
Clinic  that  day.  Dr.  Shaw  addressed  the  medical 
society  on  cancer  of  the  lung. 

Grayson  County  Society 
October  12,  1948 

(Reported  by  Robert  W.  Duncan,  Secretary) 

Diagnosis  and  Treatment  of  Anemias — Richard  A.  Dathe,  Dallas. 

Twenty-two  members  and  guests  of  Grayson 
County  Medical  Society  met  October  12  in  Denison. 
Richard  A.  Dathe,  Dallas,  discussed  the  anemias. 

The  society  approved  a one  day  pediatric  clinic 
for  exceptional  children  to  be  held  in  the  county  by 
the  State  Health  Department. 

Jefferson  County  Society 
October  11,  1948 

(Reported  by  E.  Mittendorf,  Executive  Secretary) 
Advances  Made  in  Surgery  Since  Advent  of  World  War  II — 
Charles  B.  Odom,  Associate  Professor  of  Surgery,  Louisiana 
State  University  Medical  School,  New  Orleans. 

Unipolar  Leads  in  Electrocardiography — B.  B.  Elster,  Port 
Arthur. 

Jefferson  County  Medical  Society,  meeting  Octo- 
ber 11  in  Port  Arthur,  heard  a talk  on  advances  in 


surgery  since  the  beginning  of  World  War  II  by 
Charles  B.  Odom,  New  Orleans,  formerly  personal 
physician  to  General  George  S.  Patton,  and  another 
by  a member  of  the  society. 

T.  B.  Sappington,  Jr.,  Port  Arthur,  was  elected 
to  membership  upon  application,  and  Sidney  Miller, 
David  W.  Quick,  Jr.,  and  George  G.  Dill,  all  of 
Beaumont;  Frank  B.  Boyle,  Port  Arthur;  and  Or- 
ville J.  Richardson,  Groves,  upon  transfer. 

An  amendment  to  the  by-laws,  providing  for  an 
increase  in  dues  from  $36  to  $50  to  take  care  of 
the  increase  of  $15  in  State  Medical  Association 
dues,  was  presented  and  will  receive  final  action  at 
the  annual  meeting  December  13.  Dwight  E.  Curry 
and  Dan  H.  Byram,  Port  Arthur,  were  appointed  to 
make  arrangements  for  the  annual  meeting,  which 
will  be  held  in  Port  Arthur. 

The  committee  on  economics  made  a preliminary 
report  indicating  that  a long  range  plan  for  an  aid 
fund  would  be  submitted  at  an  early  date. 

Announcement  was  made  by  L.  C.  Powell,  Beau- 
mont, that  arrangements  had  been  completed  for  a 
meeting  in  Beaumont  on  November  8 to  which  mem- 
bers of  all  societies  in  District  10  would  be  invited. 
G.  V.  Brindley,  Temple,  President-Elect  of  the  State 
Medical  Association,  and  representatives  from  the 
Council  on  Medical  Defense  and  the  Committee  on 
Public  Relations  of  the  State  Association  will  speak. 

Lamar  County  Society 
October  7,  1948 

(Reported  by  Thomas  E.  Hunt,  Jr.,  Secretary) 

Influence  of  Fear  on  the  Body — T.  W.  Buford,  Pattonville. 

Fifteen  members  and  one  guest  were  present  for 
the  October  7 dinner  meeting  of  Lamar  County  Med- 
ical Society  in  Paris.  The  program  consisted  of  a 
discussion  of  the  influence  of  fear  on  the  body, 
presented  by  T.  W.  Buford.  Dr.  Buford  pointed  out 
that  thought  can  produce  organic  disease  and  can 
intensify  a diseased  condition  already  present.  He 
admitted  that  there  are  normal  fears,  but  said  that 
exaggerated  fears  are  harmful.  He  suggested  that 
old  people  should  not  be  frightened  unnecessarily. 
The  fear  of  being  unsuccessful  in  their  work  is 
common  among  young  doctors  beginning  to  practice, 
Dr.  Buford  said,  and  such  fear  should  be  treated  to 
avoid  peptic  ulcers  and  similar  conditions. 

Society  members  failed  to  approve  an  offer  from 
the  State  Health  Department  to  carry  out  a mass 
blood  testing  survey  in  the  county. 

James  C.  Strong  discussed  a communication  from 
C.  J.  Koerth,  San  Antonio,  member  of  the  Com- 
mittee on  Tuberculosis  of  the  State  Medical  Asso- 
ciation, requesting  that  each  county  medical  society 
endorse  a routine  chest  roentgenogram  of  each 
patient  admitted  to  a hospital. 

Tarrant  County  Society 
October  5,  1948 

(Reported  by  W.  P.  Higgins,  Jr.,  Secretary) 
Retrolental  Fibroplasia — C.  Keith  Barnes,  Fort  Worth. 

Discussion — A.  E.  Jackson  and  C.  R.  Lees,  Fort  Worth. 
Irritable  Colon  Syndrome — Frank  Bynum,  Fort  Worth. 

Discussion — Ivan  H.  Readinger,  Fort  Worth. 

Treatment  of  Varicose  Veins  (motion  picture) — Courtesy  of  G. 

D.  Searle  Co. 

The  program  outlined  was  presented  when  sixty- 
three  members  and  two  visitors  of  Tarrant  County 
Medical  Society  met  October  5 in  Fort  Worth. 

C.  W.  Braselton,  Jr.,  R.  B.  Holst,  J.  B.  Johnson, 
and  H.  H.  Womack,  Jr.,  were  elected  to  membership 
upon  application;  Dolphus  E.  Compere  and  Edgar 
W.  Spackman  upon  transfer. 

John  J.  Andujar  moved  that  “a  committee  of 
three  be  appointed  to  investigate  the  feasibility  of 
uniform  automobile  identification  for  physicians 
and  to  report  back  at  some  future  meeting.”  The 
motion  was  seconded  by  Mai  Rumph  and  carried. 
The  president  appointed  the  committee  with  Dr. 


556 


TEXAS  STATE  JOURNAL  OF  MEDICINE 


November, 


Andujar  as  chairman  and  Bert  Ball  and  Dr.  Rumph 
as  members. 

October  19,  1948 

(Reported  by  W.  P.  Higgins,  Jr.,  Secretary) 

Addison’s  Disease — W.  N.  Jenkin,  Fort  Worth. 

Discussion — E.  L.  Etier,  Jr.,  James  K.  Norman,  and  Robert 
H.  Mitchell,  Fort  Worth. 

Placenta  Previa — R.  J.  Rimmer,  Fort  Worth. 

Discussion — G.  V.  Morton,  Fort  Worth. 

Tarrant  County  Medical  Society  met  October  19 
in  Fort  Worth  with  sixty-nine  members  and  four 
visitors  present.  The  program  outlined  was  pre- 
sented. 

C.  Zeno  Holt  and  J.  C.  Abell,  Jr.,  were  elected  to 
membership  upon  application  and  D.  0.  D.  Ware 
was  accepted  upon  transfer  from  the  Clay-Mon- 
tague-Wise  Counties  Medical  Society. 

The  secretary,  W.  P.  Higgins,  Jr.,  stated  that  it 
had  been  suggested  that  E.  P.  Hall,  Sr.,  who  is 
no  longer  in  active  practice  and  is  one  of  the  two 
surviving  charter  members  of  the  society,  be  nom- 
inated for  honorary  membership.  Dr.  Higgins  moved 
that  Dr.  Hall  be  elected  to  honorary  membership. 
The  motion  was  seconded  by  Sim  Hulsey  and  car- 
ried. 

The  president  reported  that  an  organization  is 
attempting  to  sell  signs  bearing  statements  against 
socialized  medicine.  He  said  that  the  purchase  of 
such  signs  is  strictly  an  individual  affair. 

J.  W.  Eschenbrenner  invited  members  of  the  so- 
ciety to  attend  the  November  meeting  of  the  Eye, 
Ear,  Nose,  and  Throat  Society,  at  which  L.  A. 
Watson,  president  of  the  Maico  Company,  Minne- 
apolis, will  speak  on  “Audiometry  and  Deafness.” 

A proposed  amendment  to  the  by-laws  of  the 
society  was  read  preliminary  to  action  at  the  next 
meeting.  The  amendment  provided  that  “annual 
membership  dues  shall  be  $50  for  each  member 
maintaining  an  office  in  Fort  Worth,  and  $43  for 
each  member  maintaining  an  office  outside  the  city 
limits.  Annual  dues  for  intern  members  shall  be 
$4.  Annual  dues  for  junior  members  shall  be  $43.” 

Tom  Green-Eight  County  Society 

September  7,  1948 

(Reported  by  C.  A.  Kunath,  Secretary) 

A business  meeting  was  held  by  Tom  Green-Eight 
County  Medical  Society  in  San  Angelo  on  September 
7,  with  thirty-seven  members  in  attendance. 

Several  physicians  participated  in  a discussion  of 
the  proposal  that  physicians  of  the  county  assist  in 
the  care  of  military  personnel  at  Goodfellow  Field 
on  a part-time  civil  service  basis.  The  discussion 
centered  around  the  question  of  whether  remunera- 
tion for  such  services  should  be  on  an  hourly  or  a 
fee  basis.  It  was  decided  to  request  a medical  officer 
to  present  the  problem  at  a future  meeting  of  the 
society  so  that  action  by  the  members  as  a whole 
might  be  taken. 

The  secretary  reported  a balance  of  $772  in  the 
bank  but  enumerated  several  rather  heavy  expendi- 
tures anticipated  for  the  near  future.  He  also  re- 
ported that  contributions  to  the  Texas  Physicians 
Committee  to  date  total  $795. 

Victor  Schulze,  chairman  of  the  committee  in 
charge,  distributed  a revision  of  the  constitution 
and  by-laws  for  members  of  the  society  to  study. 
He  requested  that  suggested  changes  be  submitted 
to  the  committee  in  writing,  so  that  modifications 
in  line  with  those  suggestions  might  be  incorporated 
in  the  version  to  be  presented  at  the  next  meeting 
for  discussion  and  action. 

Floyd  T.  Mclntire,  chairman  of  the  hospital  com- 
mittee, reported  slow  progress  on  the  plan  for 
building  an  addition  to  St.  John’s  Hospital.  He  said 
that  medical  members  of  the  building  committee 
were  attempting  to  revive  interest  in  the  project 
among  various  civic  organizations. 


James  N.  White,  chairman  of  the  cancer  com- 
mittee, reported  on  activities  of  the  Cancer  Informa- 
tion Bureau,  established  in  the  court  house  with  a 
full-time  advisor  in  charge. 

F.  Leon  Hutchins  and  Richard  E.  Elvins  reported 
on  work  of  the  board  of  health.  Dr.  Elvins  an- 
nounced that  the  State  Health  Department  wishes 
to  carry  on  a chest  survey  with  portable  x-ray  units 
next  year,  similar  to  the  survey  done  this  year.  He 
promised  to  supervise  personally  the  publicity  given 
to  such  a survey  so  that  it  would  be  in  keeping  with 
the  wishes  of  the  society.  On  this  basis,  George  L. 
Nesrsta  moved  that  the  society  approve  the  project. 
The  motion  was  seconded  by  Perry  J.  C.  Byars  and 
carried. 

R.  E.  Windham  reviewed  the  work  of  the  special 
committee  on  the  coming  presidential  campaign.  A 
brochure  urging  the  support  of  Thomas  E.  Dewey 
had  been  prepared  and  mailed  to  each  county  med- 
ical societv  in  the  state  and  to  other  allied  organi- 
zations. 

Gordon  F.  Madding  pointed  out  that  the  public 
relations  committee  had  a number  of  items  to  sug- 
gest to  the  society  and  that  the  committee  would 
like  to  devote  an  entire  meeting  in  the  near  future 
to  public  relations  problems. 

H.  M.  Anderson  made  announcements  concerning 
the  coming  meeting  of  the  Texas  Tuberculosis  Asso- 
ciation to  be  held  in  San  Angelo,  and  invited  mem- 
bers of  the  society  to  attend  the  sessions. 

Webb-Zapata-Jim  Hogg  Counties  Society 

October  5,  1948 

(Reported  by  M.  Vails,  Secretary) 

Members  of  the  Webb-Zapata-Jim  Hogg  Counties 
Medical  Society  met  October  5 in  Laredo  with  the 
secretary,  M.  Vails,  presiding.  An  informal  discus- 
sion of  local  matters  was  held,  including  the  an- 
nouncement that  two  weekly  indigent  x-ray  clinics 
instead  of  one  would  be  held  by  the  Laredo-Webb 
County  Health  Unit. 

Albert  C.  King  was  accepted  as  a member  on 
transfer  from  Bexar  County  Medical  Society  and 
James  Reitman  on  transfer  from  the  Alexandria, 
Virginia,  Medical  Society. 

Third  District  Medical  Society 

October  5-6,  1948 

(Reported  by  Kenneth  R.  Flamm,  Secretary) 

October  5 
Medical  Section 

R.  C.  Douglas,  Lubbock,  Chairman 
Cardiac  Arrhythmia — David  Marcley,  Amarilo. 

Discussion — William  H.  Gordon,  Lubbock. 

Management  of  Arthritic  Patient — Ben  R.  Buford,  Dallas. 

Discussion — Sam  Arnett,  Lubbock. 

Anemias  in  Childhood — R.  D.  Johnson,  Ochsner  Clinic  and 
Tulane  University  School  of  Medicine,  New  Orleans. 
Discussion — Arthur  Jenkins,  Lubbock. 

Texas  Cancer  Control  Progress — R.  Lee  Clark,  M.  D.  Anderson 
Hospital  for  Cancer  Research.  Houston. 

Discussion — A.  G.  Barsh,  Lubbock. 

Lupus  Erythematosus — J.  H.  Lamb,  Oklahoma  City. 

Discussion — Chris  Mansell,  Lubbock. 

Convulsive  Disorders — M.  L.  Towler,  University  of  Texas  School 
of  Medicine,  Galveston. 

Discussion — R.  C.  Sloan.  Lubbock. 

Recent  Advances  in  Treatment  of  Leukemic  Disorders  in  Child- 
hood— R.  D.  Johnson,  New  Orleans. 

Discussion- — M.  H.  Benson,  Lubbock. 

Eye,  Ear,  Nose,  and  Throat  Section 

P.  W.  Malone,  Big  Spring,  Chairman 

New  Orbital  Implants — Weldon  O.  Murphy,  Amarillo. 

Discussion — George  H.  Wood,  Jr.,  Big  Spring. 

Laryngeal  Obstruction — George  S.  McReynolds,  University  of 
Texas  School  of  Medicine.  Galveston. 

Discussion — James  T.  Hall.  Lubbock. 

Tuberous  Sclerosis — Paul  W.  Miles,  Department  of  Ophthal- 
mology, Washington  University,  St.  Louis. 

Discussion — C.  E.  High,  Pampa. 

Some  Common  Problems  of  the  Nasopharynx  and  Their  Treat- 
ment— P.  W.  Malone,  Big  Spring. 

Discussion — Frank  B.  Duncan,  Amarillo. 

Recent  Trends  in  Ophthalmology — Paul  W.  Miles,  St.  Louis. 
Discussion — Ben  B.  Hutchinson,  Lubbock. 
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Obstructive  Lesions  of  Esophagus — George  S.  McReynolds,  Gal- 
veston. 

Discussion- — Ralph  B.  Payne,  Amarillo.. 

October  6 

Obstetrics  and  Gynecology  Section 
Olan  Key,  Lubbock,  Chairman 

Breech  Presentation  and  Delivery — Orville  N.  Hooker,  Amarillo. 

Discussion — Allen  T.  Stewart,  Lubbock. 

Nutrition  of  Expectant  Mother  and  Expectant  Newborn — Wil- 
liam F.  Guerriero,  Southwestern  Medical  College,  Dallas. 
Discussion — Clarence  Mast,  Lubbock. 

Revised  Prenatal  Information  and  Instruction — Herman  L. 
Gardner,  Baylor  University  College  of  Medicine,  Houston. 
Discussion — M.  M.  Ewing,  Lubbock. 

Relation  of  Diseases  of  Female  Reproductive  Organs  to  Lower 
Bowel — Robert  J.  Rowe,  Southwestern  Medical  College,  Dallas. 
Discussion — Joe  Harris,  Lubbock. 

Surgical  Section 
D.  D.  Cross,  Lubbock,  Chairman 

Some  Prime  Considerations  in  Procedure  of  Gastric  Resection — 
Samuel  D.  Weaver. 

Discussion — A.  B.  Goldston,  Amarillo. 

Pelvic  Pain — William  F.  Guerriero,  Southwestern  Medical  Col- 
lege, Dallas. 

Discussion — E.  L.  Dye,  Plainview. 

Continued  Mistakes  in  Gynecology — Herman  L.  Gardner,  Baylor 
University  College  of  Medicine,  Houston. 

Discussion — J.  H.  Morris,  Lubbock. 

Management  of  Obstructive  Lesions  of  Colon  and  Rectum — 
Robert  J.  Rowe,  Southwestern  Medical  College,  Dallas. 
Discussion — John  Hogan,  Big  Spring. 

The  Third  District  Medical  Society  met  in  a two 
day  scientific  meeting  in  Lubbock,  October  5-6.  The 
program  outlined  above  was  presented  for  130  phy- 
sicians. 

Members  of  the  district  auxiliary  joined  the  med- 
ical societies  for  luncheon  on  October  5 and  for  a 
dinner  and  dance  that  evening. 

The  next  meeting  of  the  Third  District  Society 
will  be  held  in  Amarillo,  April  12-13. 

Fourth  District  Society 

October  12,  1948 

The  Fourth  District  Medical  Society  met  in  Bal- 
linger on  October  12  for  the  following  program: 

Invocation — Rev.  Lawrence  Gilbert,  Pastor,  First  Presbyterian 
Church,  Ballinger. 

Address  of  Welcome — E.  C.  Grindstaff,  County  Judge,  Runnels 
County. 

Early  Diagnosis  of  Pulmonary  Tuberculosis — H.  M.  Anderson, 
San  Angelo. 

Discussion — O.  H.  Chandler,  Ballinger. 

Postoperative  Adhesions,  Causes,  Preventions,  and  Treatment — 
Gordon  Madding,  San  Angelo. 

Discussion — Asher  McComb,  San  Antonio. 

Diagnostic  Problems,  Upper  Gastro-Intestinal  Bleeding  with 
Illustrative  Cases — F.  M.  Spencer,  San  Angelo. 

Discussion — Joe  Kopecky,  San  Antonio. 

Medical  Defense  and  the  Damage  Suit  Industry — L.  B.  Jackson, 
San  Antonio. 

Luncheon. 

This  Is  Your  Heart,  Doctor — Joe  Kopecky,  San  Antonio. 
Intestinal  Obstruction — Asher  McComb,  San  Antonio. 

Recent  Advances  in  Treatment  of  Heart  Disease — Joe  Kopecky, 
San  Antonio. 

Surgical  Aspects  of  Peptic  Ulcer — Asher  McComb,  San  Antonio. 
Business  Meeting. 

In  the  evening  a banquet  for  members  of  the 
society  and  ladies  was  held  with  Tate  Miller,  Dallas, 
President  of  the  State  Medical  Association,  as 
speaker. 

The  next  meeting  of  the  society  will  be  held  in 
San  Angelo  in  October,  1949. 

Eleventh  District  Society 
October  22,  1948 

(Reported  by  C.  B.  Young,  Secretary) 

Acute  Abdomen — Paul  B.  Stokes,  Crockett. 

Discussion — E.  H.  Caldwell,  Tyler,  and  L.  L.  Travis,  Jack- 
sonville. 

Furunculosis — J.  H.  Lyles,  Jacksonville. 

Discussion — Fred  Felder,  Palestine,  and  Paul  Rockwell, 
Athens. 

Saddle  Block  Anesthesia  in  Obstetrics — R.  H.  Looney,  Hen- 
derson. 

Discussion — C.  E.  Willingham,  Tyler,  and  R.  Q.  Hunter, 
Palestine. 

Management  of  Sudden  Arterial  Occlusions — Ben  Wilson,  Tyler. 
Discussion — Harold  Roosth,  Tyler,  and  George  Hilliard,  Jack- 
sonville. 


Luncheon  : Address — Carl  Moyer,  Southwestern  Medical  College, 
Dallas. 

Business  Meeting 

Juvenile  Diabetes — Jabez  Galt,  Dallas. 

Discussion — J.  W.  Birdwell,  Tyler,  and  J.  M.  Travis,  Jack- 
sonville. 

Water  Balance — Carl  Moyer,  Dallas. 

Approximately  fifty  physicians  attended  the  au- 
tumn meeting  of  the  Eleventh  District  Medical  So- 
ciety, held  October  22,  in  Tyler.  The  scientific  pro- 
gram outlined  was  presented. 

Carl  Moyer,  Dallas,  was  guest  speaker  for  the 
luncheon,  which  was  held  jointly  with  the  Woman’s 
Auxiliary  and  the  Tyler  Kiwanis  Club. 

During  a business  meeting  T.  M.  Jarmon,  Tyler, 
member  of  the  Council  on  Medical  Defense  of  the 
State  Medical  Association,  spoke  on  medical  defense, 
and  officers  were  elected.  Lynn  Hilburn,  Henderson, 
was  named  president;  E.  G.  Faber,  Tyler,  vice- 
president;  C.  B.  Young,  Tyler,  secretary-treasurer; 
and  Harvey  Bell,  Palestine;  John  Dean,  Crockett; 
and  Paul  A.  Rockwell,  Athens,  directors. 
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Officers  of  the  Woman’s  Auxiliary  to  the  State  Medical  Asso- 
ciation of  Texas : President,  Mrs.  S.  M.  Hill,  Dallas ; President- 
Elect,  Mrs.  Joseph  B.  Foster,  Houston;  First  Vice-President  (Or- 
ganization), Mrs.  O.  W.  Robinson.  Paris;  Second  Vice-Presi- 
dent (Physical  Examination),  Mrs.  Robert  F.  Thompson,  El 
Paso:  Third  Vice-President  (Hygeia),  Mrs.  J.  C.  Terrell, 
Stephenville ; Fourth  Vice-President  (Program),  Mrs.  Edward  W. 
Coyle,  San  Antonio ; Corresponding  Secretary,  Mrs.  Cecil  O. 
Patterson,  Dallas  ; Recording  Secretary,  Mrs.  R.  E.  Clark,  Mem- 
phis ; Treasurer,  Mrs.  V.  M.  Longmire,  Temple ; Publicity  Sec- 
retary, Mrs.  H.  S.  Renshaw,  Fort  Worth;  Parliamentarian,  Mrs. 
J.  C.  Sharp,  Corpus  Christi. 
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Bexar  County  Auxiliary  met  for  luncheon  in  San 
Antonio  on  October  8 with  Mrs.  Samuel  M.  Hill, 
Dallas,  President  of  the  State  Auxiliary,  and  Dr. 
C.  B.  Alexander,  San  Antonio,  president  of  Bexar 
County  Medical  Society,  as  speakers.  Mrs.  Hill  dis- 
cussed the  State  Auxiliary  program,  and  Dr.  Alex- 
ander spoke  on  “Child  Development  and  the  Grid 
Technique.” 

Mrs.  B.  H.  Passmore,  president  of  the  Bexar 
County  Auxiliary,  presided  over  the  meeting,  which 
also  honored  Mrs.  Frank  N.  Haggard,  San  Antonio, 
who  had  recently  been  made  an  honorary  life  mem- 
ber of  the  National  Auxiliary  board.  Out-of-town 
guests  who  hold  State  Auxiliary  positions  other 
than  Mrs.  Hill  were  Mesdames  A.  B.  Pumphrey, 
Fort  Worth,  legislative  chairman;  S.  F.  Harrington, 
Dallas,  school  of  instruction  chairman;  W.  R. 
Thompson,  Fort  Worth,  special  advisor;  W.  Frank 
Armstrong,  Fort  Worth,  chairman  of  postwar  plan- 
ning; and  L.  L.  Keyser,  Fredericksburg,  Fifth  Dis- 
trict councilwoman. 

Mrs.  Roy  C.  Giles  introduced  ten  new  members. 

The  new  members  were  honored  with  a barbecue 
supper  October  12  given  jointly  for  the  auxiliary 
and  the  medical  society.  Mrs.  Herbert  Hill  was 
social  chairman  and  Mrs.  Brad  Oxford  was  chair- 
man for  the  party.  Assisting  were  Mesdames  B.  E. 
Fischer,  chairman  of  decorations,  and  John  Marvin 
Smith,  Jr.,  chairman  of  refreshments. — Mrs.  C.  C. 
Shotts. 

Cass-Marion  Counties  Auxiliary  met  jointly  with 
the  medical  society  for  a chicken  barbecue  supper 
in  the  garden  of  the  home  of  Dr.  and  Mrs.  Ernest 
Grumbles,  Atlanta,  on  September  15,  with  Atlanta 
physicians  as  hosts.  Twenty-four  were  present  for 
the  meal,  following  which  the  auxiliary  met  in  the 
home  of  Mrs.  Grumbles  to  hear  reports  from  State 
Auxiliary  officers  which  were  read. 

Cherokee  County  Auxiliary  held  its  first  fall  meet- 
ing in  Rusk  on  September  28  with  Mesdames  C.  M. 
Pearce  and  G.  C.  Lovelace  as  hostesses.  Mrs.  George 
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Hilliard,  president,  presided  at  a business  meeting 
held  following  dinner.  Mrs.  Kay  B.  Urban,  an 
auxiliary  member,  was  presented  by  Mrs.  L.  L. 
Travis,  program  chairman,  in  a program  of  orig- 
inal verse. 

Dallas  County  Auxiliary  had  an  executive  board 
meeting  October  5 in  the  home  of  Mrs.  Marvin  P. 
Knight,  Dallas.  The  membership  chairman,  Mrs. 
Charles  N.  LaDue,  reported  the  election  of  nine  new 
members.  Mrs.  Ben  E.  Harrison,  volunteer  place- 
ment chairman,  announced  that  forty-four  hours 
had  been  given  at  the  Health  Museum  and  in  dis- 
tributing poliomyelitis  folders.  Mrs.  Eugene  L.  Aten, 
parentcraft  chairman,  reported  that  nineteen  fath- 
ers and  mothers  had  completed  a course  in  parent- 
craft.  Mrs.  W.  B.  Carrell  said  that  four  boxes  had 
been  sent  to  externs  in  Europe. 

The  first^of  the  series  of  lectures  of  the  South- 
western Medical  Lectureship,  for  which  Mrs.  S.  F. 
Harrington  is  chairman,  was  announced  for  October 
25,  with  Dr.  Eugene  A.  Stead,  Jr.,  professor  of 
medicine  at  Duke  University,  Durham,  N.  C.,  as 
speaker  on  “The  Effects  of  Anxiety  on  the  Circula- 
tion.” 

A contribution  of  $50  to  the  Community  Chest 
was  authorized. 

Members  of  the  Dallas  County  Auxiliary  gave 
$365  for  Woodlawn  Hospital,  the  philanthropic  proj- 
ect for  the  month,  at  a silver  shower  October  6 
held  in  connection  with  a morning  coffee  at  the 
home  of  Mrs.  Speight  Jenkins,  Dallas,  honoring 
Mrs.  G.  F.  Goff,  president  of  the  auxiliary.  Greet- 
ing guests  at  the  door  were  Mesdames  Oscar  M. 
Marchman  and  John  M.  Pace.  Mesdames  Jenkins; 
Goff;  Gordon  B.  McFarland,  the  president-elect; 
Samuel  M.  Hill,  State  President;  and  Edward  H. 
Cary,  honorary  life  member,  were  in  the  receiving 
line. 

In  charge  of  the  large  silver  bowl  for  gifts  to  the 
hospital  were  Mesdames  F.  E.  Gessner,  Ramsay  H. 
Moore,  and  W.  B.  Carrell. 

Assisting  with  serving  were  Mesdames  H.  Leslie 
Moore,  Robert  E.  Winn,  Robert  S.  Sparkman, 
Charles  H.  Warren,  William  F.  Mengert  Everett  C. 
Fox,  Earl  L.  Loftis,  J.  M.  Pickard,  U.  P.  Hackney, 
and  Harry  B.  Sowers.  Members  of  the  executive 
board  were  in  the  house  party. — Mrs.  Harry  B. 
Sowers  Publicity  Chairman. 

Ector-Midland-Martin-Howard-Andrews-Glasscock 
Counties  Auxiliary  has  lost  a member  in  the  death 
on  October  9,  1948,  of  Mrs.  Carl  J.  Uthoff,  Big 
Spring.  Mrs.  Uthoff  was  vice-president  of  the  Altar 
and  Rosary  Society  of  St.  Thomas  Catholic  Church 
and  secretary  of  the  American  Legion  Auxiliary  at 
Big  Spring.  She  collaborated  with  her  husband  in 
writing  many  of  the  medical  papers  he  has  had  pub- 
lished. She  is  survived  by  her  husband,  Dr.  Uthoff; 
two  sons,  Tony  Edward  and  Carl  J.,  II;  and  two 
daughters,  Peggy  Jo  and  Kathyleen  Lorraine. 

Galveston  County  Auxiliary  held  its  first  meeting 
of  the  year  at  a luncheon  October  19  in  Galveston 
at  which  newcomers  were  welcomed.  Arrangements 
for  the  luncheon  were  made  by  Mrs.  Dick  P.  Wall 
and  Mrs.  William  C.  Levin,  and  Mrs.  Charles  Lank- 
ford was  in  charge  of  decorations. 

Mrs.  Martin  L.  Towler,  who  was  named  president- 
elect last  March,  is  serving  as  president,  replacing 
Mrs.  Erie  E.  Wilkinson,  who  moved  from  Galveston. 
Mrs.  Paul  B.  de  Mesquita  has  been  made  president- 
elect and  is  also  serving  as  treasurer,  to  which  office 
she  was  elected  last  spring. — Mrs.  Martin  L.  Towler, 
President. 

Harris  County  Auxiliary  officers  entertained  with 
a tea  September  27  at  the  home  of  Mrs.  Charles  B. 
Sanders,  Houston.  A business  meeting  was  also 
held.  Approximately  250  members  were  present  for 
this  first  meeting  of  the  year,  for  which  Mrs.  Lyle 


J.  Logue  was  chairman.  Mesdames  Carlos  R.  Hamil- 
ton, Paul  W.  Best,  Burt  B.  Smith,  Thomas  J. 
Vanzant,  J.  Griffin  Heard,  Thomas  L.  Royce,  Harvey 
L. -Kincaid  and  George  W.  Waldron,  assisted  Mrs. 
Logue  and  Mrs.  Sanders  as  hostesses. 

A news  letter  distributed  by  the  Harris  County 
Auxiliary  to  its  members  reports  that  the  members 
have  assisted  the  Junior  Chamber  of  Commerce  in 
selling  tickets  to  a football  game,  the  proceeds  of 
which  went  to  the  poliomyelitis  fund,  and  have  con- 
tributed $166.86  to  the  Autrey  Memorial  School. 
A $300  fund  set  up  by  the  auxiliary  two  years  ago 
to  assist  a nursing  student  has  been  made  available 
to  a student  at  Herrmann  Hospital. — Mrs.  Thomas 

L.  Royce,  Publicity  Secretary. 

Kerr -Kendall -Gillespie -Bandera  Counties  Auxil- 
iary met  for  luncheon  at  the  home  of  Mrs.  S.  E. 
Thompson,  Kerrville,  on  October  7,  with  Mrs.  Samuel 

M.  Hill,  Dallas,  State  President,  and  Mrs.  Charles 
Livingston,  Legion  county  president,  as  honorees. 
Mrs.  Livingston  presided  and  twenty-six  members, 
ten  of  whom  were  new,  were  present.  Also  present 
were  the  following  state  officers:  Mesdames  W.  R. 
Thompson,  Fort  Worth,  special  advisor;  Frank 
Armstrong,  Fort  Worth,  postwar  planning  chair- 
man; A.  B.  Pumphrey,  Fort  Worth,  legislative 
chairman;  S.  F.  Harrington,  Dallas,  school  of  in- 
struction chairman. 

The  flowers  for  the  luncheon  were  presented  in 
honor  of  Mrs.  H.  H.  Gallatin,  the  auxiliary’s  first 
president. 

Dr.  S.  E.  Thompson  spoke  to  the  auxiliary  of  the 
Gonzales  Warm  Springs  Foundation  and  urged  sup- 
port of  it.  Mrs.  Hill  and  the  other  state  officers 
talked  of  the  auxiliary  program  and  projects.- — Mrs. 
D.  E.  Packard,  Secretary. 

Liberty-Chambers  Counties  Auxiliary  held  a busi- 
ness meeting  October  14  at  the  home  of  Mrs.  E.  R. 
Richter,  Dayton.  Ten  members  were  present. 

Orange  County  Auxiliary  held  a recent  meeting 
at  the  home  of  Mrs.  G.  Y.  Swickard,  Orange,  with 
fourteen  present.  Mrs.  C.  B.  Shaddock,  president, 
conducted  the  business  session. — Mrs.  M.  E.  White. 

Smith  County  Auxiliary  met  recently  at  the  home 
of  Mrs.  Leland  R.  Rhine,  Tyler,  with  Mesdames 
Masters  H.  Moore  and  R.  E.  G.  Baldwin  as  co- 
hostesses. Twenty-three  members  and  one  guest 
were  in  attendance  for  the  business  meeting  and 
the  coffee  hours  which  followed. 

The  auxiliary  endorsed  the  plan  proposed  last 
year  to  finance  the  furnishing  of  a room  in  the 
new  city  hospital  and  accepted  that  plan  as  its 
project  for  the  year. 

Mrs.  Howard  Bryant,  president,  presided  at  the 
silver  service,  and  Mrs.  Lawrence  Neill  assisted 
in  the  dining  room  when  refreshments  were  served. 
— Mrs.  Irvin  Pope,  Jr. 

Tarrant  County  Auxiliary  for  its  first  meeting  of 
the  season  held  a luncheon  in  Fort  Worth  on  Oc- 
tober 8 honoring  the  president,  Mrs.  J.  Franklin 
Campbell.  Dr.  Edgar  S.  Ezell,  who  was  introduced 
by  Mrs.  Burgess  Sealy,  program  director  for  the 
day,  spoke  on  “Recent  Trends  in  Psychiatry.” — 
Mrs.  H.  S.  Renshaw. 


DEATHS* 


Dr.  Arthur  Scott  Bronson,  San  Antonio,  Texas, 
died  September  25,  1948,  of  heart  disease. 

Born  January  1,  1879  in  Metropolis,  111.,  the  son 
of  Dr.  Joseph  Edward  and  Mary  Minerva  (Scott) 
Bronson,  Dr.  Bronson  received  his  early  education 

•An  obituary  ordinarily  will  not  be  published  more  than  four 
months  after  date  of  death.  Cooperation  in  reporting  deaths  of 
physicians  and  in  furnishing  appropriate  biographical  material 
promptly  is  solicited. 


1948 


DEATHS 
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in  Illinois.  He  was  graduated  from  Park  College, 
Missouri,  and  from  the  Homeopathic  Medical  Col- 
lege of  Missouri,  St.  Louis,  in  1901.  From  his  grad- 
uation until  1907  he  engaged  in  general  practice  in 
the  Cherokee  section  of  Oklahoma.  He  then  moved 
to  Albuquerque,  N.  Mex.,  to  practice  with  his  father 
until  1912,  when  he  went  to  El  Paso,  limiting  his 
practice  to  eye,  ear,  nose,  and  throat.  He  spent  seven 
months  in  Chicago  in  1923,  taking  training  in  his 
specialty,  and  returned  to  San  Antonio,  where  he 
was  active  until  his  death.  He  was  on  the  staffs  of 
Robert  B.  Green,  Santa  Rosa,  and  Medical  and 
Surgical  Hospitals. 

Throughout  his  professional  career  in  Texas  Dr. 
Bronson  was  a member  of  the  State  Medical  Asso- 
ciation and  American  Medical  Association,  first 
through  El  Paso  County  Medical  Society  and  then 
through  Bexar  County  Medical  Society.  He  was  a 
diplomate  of  the  American  Board  of  Otolaryngol- 
ogy, a charter  member  and  past  president  of  the 
San  Antonio  Eye,  Ear,  Nose,  and  Throat  Society, 
and  a member  of  the  Pan  American  Medical  Asso- 
ciation. He  was  a member  of  the  Madison  Square 
Presbyterian  Church,  serving  as  elder  and  director, 
and  was  a member  of  the  Masonic  Order.  Dr.  Bron- 
son devised  many  ingenious  methods  and  instru- 
ments in  the  field  of  his  specialty. 

Surviving  Dr.  Bronson  are  his  wife,  the  former 
Miss  Sarah  Ellen  Salter  of  Kirkwood,  111.,  whom 
he  married  July  29,  1908,  in  Albuquerque;  a daugh- 
ter, Mrs.  A.  Robert  Nowlin,  San  Antonio;  a son,  the 
Rev.  Joseph  E.  Bronson,  Columbus,  Ohio;  one  sis- 
ter, Mrs.  Julia  Ehlers,  Kingman,  Ariz.;  and  two 
brothers,  Glbert  E.  Bronson,  Richmond,  Calif.,  and 
Frank  E.  Bronson,  Fresno,  Calif. 

Dr.  Matthew  Elmer  Campbell,  Abilene,  Texas,  died 
October  15,  1948,  of  hardening  of  the  arteries. 

The  son  of  Alexander  and  Caroline  (Griffin) 
Campbell,  Dr.  Campbell  was  born  October  24,  1868, 
at  Greenfield,  Mo.  He  came  to  Texas,  however,  when 
he  was  17  years  old.  While  working  in  a drug  store 
several  years  later,  he  decided  to  become  a doctor  of 
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medicine  and  in  1899  was  graduated  from  Barnes 
Medical  College,  St.  Louis.  Dr.  Campbell  did  general 
practice  in  a number  of  towns  in  Texas,  including 
Copeville,  Pyron,  Sterling  City,  Stanton,  Big  Spring, 


and  Bonham,  until  1918,  when  he  spent  a year  in 
postgraduate  study  at  Tulane  University,  New  Or- 
leans, and  returned  to  Abilene  to  specialize  in  eye, 
ear,  nose,  and  throat.  During  the  early  months  of 
World  War  II,  Dr.  Campbell  served  as  medical  ex- 
aminer for  Selective  Service.  In  November,  1942, 
he  collapsed  from  overwork  and  never  fully  re- 
covered. 

Throughout  his  professional  career  Dr.  Campbell 
was  a member  of  the  State  Medical  Association  and 
American  Medical  Association.  He  was  a member 
of  Ector  - Midland  - Martin  - Howard  - Andrews  - Glass- 
cock Counties  Medical  Society,  then  Fannin  County 
Medical  Society,  and  more  recently  Taylor-Jones 
Counties  Medical  Society.  In  1946  he  was  elected 
to  honorary  membership  in  the  State  Medical  Asso- 
ciation. He  was  a member  of  the  Baptist  Church 
and  a student  of  the  Bible. 

Dr.  Campbell  married  Miss  Melvia  Poteet  at 
Copeville  on  June  12,  1889.  He  is  survived  by  his 
wife  and  one  daughter,  Mrs.  Elta  Campbell  Roberts, 
Abilene.  A son,  James  Percy  Campbell,  died  in  in- 
fancy and  a daughter,  Miss  Willie  Beatrice  Camp- 
bell, died  in  1934. 

Dr.  David  Wesley  Clark  died  October  5,  1948,  at 
his  home  in  Vega,  Texas,  of  apoplexy. 

Dr.  Clark  was  born  October  29,  1868,  in  Gallatin, 
Tenn.,  the  son  of  Charles  and  Martha  (Brown) 
Clark.  He  was  graduated  from  the  Medical  De- 
partment of  Vanderbilt  University,  Nashville,  in 
1892,  and  served  an  internship  at  the  New  Orleans 
Polyclinic  and  a residency  at  Baylor  Hospital,  Dal- 
las. Dr.  Clark  practiced  for  four  years  near  Gal- 
latin before  coming  to  Texas.  He  had  practiced  in 
Montague  for  twenty-two  years,  at  Iowa  Park  for 
four  years,  in  Farwell  for  thirteen  years,  and  at 
Vega  for  ten  years.  He  served  twelve  years  each 
as  health  officer  of  Montague  County  and  Oldham 
County.  He  retired  four  years  ago  because  of  ill 
health. 

Dr.  Clark  was  a member  throughout  most  of  his 
professional  career  of  the  State  Medical  Associa- 
tion and  the  American  Medical  Association.  He 
was  a member  first  through  Montag:ue  County 
Medical  Society,  then  through  Wichita  County 
Medical  Society,  and  more  recently  through  Randall- 
Deaf  Smith-Parmer-Castro-Oldham  Counties  Medi- 
cal Society,  of  which  he  was  president  in  1939.  He 
had  been  secretary  of  the  Montague  County  Society. 
Dr.  Clark  was  elected  to  honorary  membership  in 
the  State  Medical  Association  in  1939.  He  was 
chairman  of  the  local  infantile  paralysis  organiza- 
tion at  the  time  of  his  death.  He  was  a member  of 
the  Methodist  Church,  having  been  a steward  for 
fifty-five  years.  He  was  also  a member  of  the 
Masonic  Lodge. 

Surviving  Dr.  Clark  are  his  wife,  the  former  Miss 
Anna  Covey,  whom  he  married  October  24,  1906,  in 
Montague,  and  one  brother,  Fulton  B.  Clark,  Bir- 
mingham, Ala. 

Dr.  Eugene  Vernon  Powell,  Sr.,  Waco,  Texas, 
died  of  coronary  occlusion  October  18,  1948. 

Dr.  Powell,  the  son  of  William  and  Mary  (Riodan) 
Powell,  was  born  August  2,  1891,  in  Galveston, 
Texas.  He  attended  the  public  schools  in  Temple 
and  Cleburne,  and  was  graduated  from  the  Cleburne 
High  School  in  1908.  His  medical  education  was 
obtained  at  the  University  of  Texas  School  of  Medi- 
cine, Galveston,  from  which  he  was  graduated  in 
1914.  He  also  attended  the  Army  Medical  School 
and  Cornell  University,  specializing  in  radiology. 
Dr.  Powell  served  a year’s  internship  at  John  Sealy 
Hospital,  Galveston,  and  a residency  at  the  Rocke- 
feller Institute  from  1920  to  1923.  He  was  asso- 
ciated with  the  radiology  departments  at  Mt.  Sinai 
Hospital,  New  York,  from  1921  to  1927;  King’s 
Daughters  Hospital,  Temple,  from  1927  to  1939;  the 
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Terrell  Clinic,  Fort  Worth,  from  1939  to  1942;  Hill- 
crest  and  Providence  Hospitals,  Waco,  from  1942  to 
1946;  and  Veterans  Hospital,  Waco,  from  1946  un- 
til the  time  of  his  death. 

From  1915  through  1917  and  again  from  1927 
until  his  death  Dr.  Powell  was  a member  of  the 
State  Medical  Association  and  the  American  Medi- 
cal Association.  He  was  a member  successively  of 
Harris,  Dallas,  Bell,  Tarrant,  and  McLennan  Coun- 
ties Medical  Societies.  At  the  time  of  his  death  he 
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was  a member  of  the  Twelfth  District  Medical  So- 
ciety. In  1930  he  was  secretary  and  in  1936  chair- 
man of  the  Section  on  Radiology  and  Physiotherapy 
of  the  State  Medical  Association.  He  was  presi- 
dent of  the  Bell  County  Medical  Society  in  1935. 
He  was  a member  of  the  American  Roentgen  Ray 
Society,  Radiological  Society  of  North  America, 
American  College  of  Radiology,  and  Texas  Radio- 
logical Society.  He  was  a charter  member  of  the 
American  Roentgen  Ray  Society  and  the  Texas 
Radiological  Society,  and  served  a term  as  president 
of  the  latter  organization.  He  was  a diplomate  of 
the  American  Board  of  Radiology.  He  had  also 
been  a member  of  the  Inter-City  (Fort  Worth  and 
Dallas)  Radiological  Society;  the  New  York  Roent- 
gen Society  of  which  he  had  been  secretary  and 
vice-president;  and  the  New  York  Gastroenterolo- 
gical Society.  He  was  also  a member  of  Phi  Beta  Pi. 

Dr.  Powell  was  one  of  the  first  physicians  to 
practice  radiology  in  Texas.  He  received  acclaim  in 
the  1930’s  for  his  use  of  roentgen  therapy  of  pneu- 
monia and  he  contributed  much  to  the  study  of 
cancer. 

On  April  2,  1920,  in  New  York,  Dr.  Powell  mar- 
ried Miss  Constance  von  Bieberstein,  who  died  in 

1945.  He  is  survived  by  a second  wife,  the  former 
Miss  Doris  Daniel,  whom  he  married  August  31, 

1946,  in  Temple;  two  sons,  Dr.  E.  V.  Powell,  Jr., 
Jackson,  Miss.,  and  Egan  C.  Powell,  Cleveland;  one 
daughter,  Mrs.  David  A.  Rich,  Rochester,  N.  Y. ; 
and  one  brother,  Claude  H.  Powell,  Millington,  Tenn. 

Dr.  John  William  McMahan,  who  practiced  medi- 
cine in  San  Antonio,  Texas,  for  approximately  a 
quarter  of  a century,  died  September  17,  1948,  in 
Escondido,  Calif.,  where  he  had  moved  two  years 
ago  upon  his  retirement. 


A native  of  Rochester,  Ind.,  Dr.  McMahan  was 
born  in  1870.  He  attended  high  school  in  Rochester 
and  was  graduated  in  pharmacy  at  Purdue  Uni- 
versity, LaFayette.  His  medical  degree  was  ob- 
tained from  the  Central  College  of  Physicians  and 
Surgeons,  Indianapolis,  in  1897.  Dr.  McMahan  came 
to  San  Antonio  in  1917  as  a member  of  the  resi- 
dent medical  staff  of  Fort  Sam  Houston.  Following 
the  war  he  practiced  in  Bee  County  and  at  Junction 
before  returning  to  San  Antonio  in  1926  to  estab- 
lish the  Prospect  Hill  Clinic. 

Dr.  McMahan  had  been  a member  of  the  State 
Medical  Association  and  American  Medical  Asso- 
ciation through  Bee  County  Medical  Society,  and 
at  the  time  of  his  retirement  in  1946  he  was  a mem- 
ber through  Bexar  County  Medical  Society.  He 
was  a member  of  the  Elks  Club.  His  hobby  was 
oil  painting,  and  his  landscapes  of  Texas  cactus 
and  blue  bonnets  have  hung  in  numerous  exhibits. 

Dr.  McMahan  is  survived  by  his  wife  and  five 
sons,  John  McMahan,  Econdido;  Walter,  Richard, 
and  Harry  McMahan,  Los  Angeles;  and  Edwin 
McMahan,  New  Kensington,  Pa. 

Dr.  Joseph  Henry  Kozar,  Somerville,  Texas,  died 
August  16,  1948,  of  coronary  thrombosis  at  the 
home  of  his  daughter  in  Smithfield. 

The  son  of  Joseph  Henry  and  Anna  (Krupicka) 
Kozar,  Dr.  Kozar  was  born  September  7,  1869,  at 
Privetice,  County  of  Rokycan,  Bohemia,  where  he 
received  his  early  education.  He  emigrated  to  the 
United  States  in  1884  and  became  a naturalized 
citizen  in  1894.  He  attended  the  Cleveland  College 
of  Physicians  and  Surgeons  of  Western  Reserve 
University,  from  which  he  received  a doctor  of 
medicine  degree  in  1897.  He  remained  in  Cleveland 
to  practice  until  1901,  when  he  moved  to  Burleson 
County,  Texas,  where  he  was  actively  engaged  in 
practice  in  Snook  and  other  small  communities  until 
shortly  before  his  death. 

A member  of  the  State  Medical  Association  and 
American  Medical  Association  through  Burleson 
County  Medical  Society  off  and  on  since  1910,  Dr. 
Kozar  had  been  an  honorary  member  of  the  State 
Medical  Association  since  1943.  He  was  a Presby- 
terian and  a Woodman  of  the  World.  He  was  in 
service  with  the  United  States  Army  from  1889 
until  1892. 

Dr.  Kozar  was  preceded  in  death  July  2,  1937, 
by  his  wife,  the  former  Miss  Nellie  Grace  Hanson, 
of  Cleveland,  Ohio,  whom  he  married  April  26, 
1905,  in  Somerville,  Texas.  He  is  survived  by  a 
daughter,  Mrs.  Harold  A.  Smith,  Smithfield;  a son, 
Leland  J.  Kozar,  Fort  Worth;  and  two  grandsons. 

Dr.  Crawford  L.  Vines,  Kilgore,  Texas,  died  Sep- 
tember 16,  1948,  from  a cerebral  hemorrhage. 

Dr.  Vines  was  born  in  Eldorado,  Ark.,  March  5, 
1883,  the  son  of  the  Rev.  W.  and  Terza  Vines.  His 
medical  education  was  obtained  from  Memphis  Hos- 
pital Medical  College,  Memphis,  Tenn.,  from  which 
he  was  graduated  in  1910.  He  served  an  intern- 
ship at  Charity  Hospital,  New  Orleans,  and  re- 
turned to  Arkansas  to  practice.  He  was  at  Crossett 
from  1913  until  1919,  at  Pine  Bluff  from  1919  until 
1928,  and  at  Eldorado  from  1928  until  1934.  He 
then  moved  to  Kilgore,  where  he  was  in  practice 
until  the  time  of  his  death. 

A member  of  the  American  Medical  Association, 
Dr.  Vines  had  held  continuous  membership  in  the 
Gregg  County  Medical  Society  and  State  Medical 
Association  of  Texas  since  coming  to  this  state  in 
1935.  He  was  a member  of  the  Methodist  Church 
and  a Mason.  He  had  served  as  a medical  examiner 
for  Selective  Service. 

Surviving  Dr.  Vines  are  his  wife,  the  former  Miss 
Evelyn  Cash,  whom  he  married  November  3,  1922, 
in  Little  Rock,  Ark.,  and  one  sister,  Mrs.  Bell 
Patterson,  Eldorado  Ark. 
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Medical  Department  Shortage  in  the 
Armed  Forces. — “One  of  the  most  critical 
shortages  in  our  entire  military  establish- 
ment is  that  facing  the  Army  Medical  De- 
partment,” is  a statement  from  the  Office  of 
the  Surgeon  General  of  the  Department  of 
the  Army  in  a recent  pamphlet  entitled  “A 
Program  to  Meet  the  Urgent  Manpower  Re- 
quirements of  the  Army  Medical  Depart- 
ment.” 

This  shortage  and  that  which  exists  in  the 
medical  departments  of  the  Air  Force  and 
Navy  have  been  emphasized  in  editorials  ap- 
pearing in  The  Journal  of  the  American 
Medical  Association  and  other  medical  pe- 
riodicals and  was  highlighted  at  various  con- 
ferences and  meetings  held  preceding  and 
during  the  interim  session  of  the  American 
Medical  Association  at  St.  Louis  the  early 
part  of  this  month.  It  was  in  an  effort  to  pre- 
vent such  a shortage  that  the  House  of  Dele- 
gates of  the  A.M.A.  at  the  annual  session  in 
June  of  this  year  passed  the  following  reso- 
lution : 

“Resolved,  that  the  state  and  county  medi- 
cal societies  be  urged  by  the  action  of  the 
House  of  Delegates  of  the  American  Medical 
Association  to  exert  every  effort  in  their 
communities  to  insure  that  a sufficient  num- 
ber of  available  physicians  be  encouraged  to 
volunteer  to  serve  their  nation  during  this 
period  of  emergency.” 

The  Army  Medical  Department  points  out 
that  the  gravity  of  this  shortage  stems  from 
the  fact  that  only  highly  trained  professional 
people  can  supply  this  demand  and  that 
physicians,  dentists,  and  nurses  are  especial- 


ly needed,  but  that  other  Army  Medical  De- 
partment personnel  is  also  urgently  required. 
If  such  a shortage  were  allowed  to  develop,  it 
would  become  a serious  threat  to  the  national 
defense  program,  as  it  is  provided  in  the 
Selective  Service  Act  of  1948  that  “no  per- 
son shall  be  inducted  until  adequate  pro- 
vision shall  have  been  made  for  medical 
care.” 

Many  of  the  men  who  served  during  World 
War  II  have  been  bitter  in  their  criticism 
of  the  manner  in  which  members  of  the  medi- 
cal profession  were  utilized,  and  some  of 
these  faults  were  so  obvious  that  military 
leaders  have  already  taken  steps  to  bring 
about  their  correction.  Some  of  the  main  ob- 
jections related  to  the  employment  of  doctors 
and  dentists  in  work  that  was  administrative 
rather  than  professional  and  to  the  wastage 
of  physicians  by  maintaining  in  close  contact 
medical  installations  of  the  Army,  the  Navy, 
and  the  Air  Forces  with  complete  staffs  of 
specialists  who,  in  many  instances,  did  not 
have  enough  real  work  to  occupy  their  time. 
These  three  military  services  have  been  en- 
deavoring to  cooperate  and  trying  to  over- 
come the  objections  mentioned. 

As  a result  of  worldwide  surveys  of  pro- 
fessionally trained  men  in  the  armed  forces 
made  by  the  Inspector  General’s  depart- 
ment, it  has  been  decided  that  Medical 
Service  Corp  officers  will  be  used  wherever 
possible  to  replace  physicians  and  dentists  in 
nonprofessional  positions.  There  has  also 
been  a definite  effort  on  the  part  of  the 
armed  services  to  abolish  waste  of  profes- 
sional personnel  so  far  as  possible  by  com- 
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bining  certain  medical  activities  and  elim- 
inating others.  In  the  Canal  Zone  and  in  oth- 
er military  establishments  existing  medical 
facilities  are  being  used  to  serve  members  of 
the  three  divisions  of  the  armed  forces.  An 
announcement  has  been  made  that  this  effort 
will  be  continued  and  expanded. 

The  suggestion  that  civilian  physicians  be 
employed  on  a part-time  basis  by  the  armed 
forces  and  remunerated  as  contract  physi- 
cians for  the  aid  they  give  as  physicians  in 
the  care  of  military  personnel  has  been  con- 
sidered favorably  by  the  Army,  and  we  are 
able  to  announce  that  physicians  who  wish 
to  participate  and  to  whom  the  income  is  not 
the  significant  factor  might  do  well  to  com- 
municate with  the  Surgeon  General  of  the 
United  States  Army  at  Washington,  D.  C.,  as 
to  the  possibility  of  offering  their  services. 
The  Army  and  Navy  and  Air  Force  are  fur- 
ther cooperating  in  an  endeavor  to  economize 
their  personnel  by  using  air  evacuation  as  a 
replacement  for  ship  evacuation  of  the 
wounded,  thus  reducing  the  number  of  at- 
tending medical  personnel  needed  to  man 
hospital  shops  which  would  otherwise  be 
utilized. 

It  has  been  pointed  out  that  the  procure- 
ment programs  of  the  Army  and  Navy  have 
fallen  far  short  of  producing  the  required 
professional  personnel  and  that  unless  the 
rate  of  procurement  of  officers  is  rapidly 
and  substantially  increased  and  maintained 
President  Truman  may  conceivably  insist  on 
a draft  of  doctors,  a provision  that  Congress 
did  not  include  in  the  selective  service  act. 
Most  young  men  who  have  given  military 
service  are  not  inclined  to  volunteer,  but 
there  are  thousands  of  young  men  who  were 
educated  at  government  expense  in  the  Army 
Specialized  Training  and  Navy  V-12  pro- 
grams and  who  did  not  render  actual  mili- 
tary service,  who  owe  an  obligation  to  the 
government  and  to  the  people  of  the  United 
States.  It  is  these  and  other  patriotic  Ameri- 
can physicians  who  must  heed  the  call  to 
voluntary  military  service  if  the  needs  of 
the  armed  forces  are  to  be  met  without  a 
special  draft  of  doctors. 

Quantity  and  Cost  of  Medical  Care. — That 

there  is  no  grave  shortage  of  physicians  in 
the  United  States  and  that  the  quantity  of 
medical  care  available  to  the  American  pub- 
lic is  more  adequate  and  the  cost  of  this  care 
less  expensive  than  certain  propagandists 
have  tried  to  make  the  people  of  this  nation 
believe,  are  logical  conclusions  which  may  be 
drawn  from  a series  of  bulletins  prepared  by 
the  Bureau  of  Medical  Economic  Research 
of  the  American  Medical  Association  under 
the  direction  of  Frank  G.  Dickinson,  Ph.  D. 


These  and  other  conclusions  and  the  sum- 
mary of  the  results  obtained  in  the  study 
carried  on  by  this  bureau  are  brought  out  in 
a recent  letter  from  Dr.  Dickinson  to  Dr. 
James  C.  Sargent,  chairman  of  the  A.M.A. 
Council  on  National  Emergency  Medical 
Service. 

Approximately  4 per  cent  of  the  consumer 
budget  of  the  nation  is  for  medical  care, 
leaving  96  per  cent  for  other  than  medical 
care.  The  American  public  spends  50  per  cent 
more  for  alcoholic  beverages  than  for  medi- 
cal care,  also  50  per  cent  more  for  recreation. 
This  is  the  decision  of  147,000,000  citizens 
living  in  a free  society.  The  total  consumer 
expenditures  for  various  medical  care  items 
has  declined  slightly ; the  percentage  spent 
for  physicians  has  declined  sharply,  Dr. 
Dickinson  concluded. 

In  1929,  32  cents  of  the  dollar  spent  for 
medical  care,  on  the  average,  went  to  physi- 
cians, and  in  1947  it  was  25  cents  out  of  a 
dollar.  For  dentists  the  figure  fell  from  16  to 
14  cents.  Increasingly  American  people  are 
offered  opportunity  to  normalize  expendi- 
tures for  medical  care  and  approach  4 per 
cent,  the  national  average,  by  paying  month- 
ly premiums  to  various  insurance  plans, 
chiefly  American  Hospital  Association  and 
American  Medical  Association  sponsored 
plans.  People  are  getting  much  more  today 
for  the  medical  care  dollar.  Life  expectancy 
at  birth  has  changed  from  49  years  in  1900 
to  67  in  1947.  This  is  part  of  the  triumphant 
story  of  medical  progress. 

If  the  price  index  of  an  economic  good  or 
service  in  a given  year  is  high  in  relation  to 
the  general  price  index  for  that  year,  eco- 
nomists reason  that  the  supply  of  the  goods 
or  service  is  short,  or  demand  excessive,  or 
both.  On  the  other  hand,  if  the  price  index  is 
low  in  relation  to  the  general  price  index,  the 
supply  is  great,  the  demand  weak,  or  both. 

Prices  of  medical  care  are  part  of  the 
prices  used  in  computing  the  Consumers 
Price  Index  of  the  U.  S.  Bureau  of  Labor 
Statistics.  In  1947  the  medical  care  index 
was  131.6;  the  general  price  index  159.2. 
These  figures  are  computed  by  using  the 
1935-1939  prices  as  100.  Hence  the  smaller 
rise  in  medical  care  prices  strongly  indicates 
to  an  economist  that  the  supply  of  medical 
care  materials  and  personnel  must  have  been 
relatively  great  in  1947  or  the  demand  mod- 
erate or  both.  Other  factors  enter  in  but  the 
favorable  behavior  of  medical  care  prices 
with  reference  to  prices  of  all  goods  and 
services  suggests  no  grave  shortage  of  physi- 
sians  in  1947,  according  to  the  A.M.A.  re- 
port. 

The  quantity  of  medical  care  is  dependent 
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on  more  than  the  number  of  physicians  avail- 
able but  includes  in  addition  x-ray  and  lab- 
oratory technicians,  nurses,  and  others  who 
together  with  physicians  form  the  medical 
care  team.  The  quantity  of  care,  however,  has 
increased  faster  than  the  supply  of  physi- 
cians. Because  of  these  technical  assistants 
and  technological  improvements  in  medicine 
and  transportation,  1,000  physicians  in  1948 
can  provide  more  medical  care  than  in  a 
decade  ago. 

The  number  of  physicians  in  the  United 
States  has  increased  17  per  cent  since  1940 
while  the  population  has  increased  12  per 
cent,  and  since  1940  the  population  growth 
has  been  unusually  high.  It  is  difficult  to  be 
precise  about  the  increase  in  the  quantity  of 
medical  care  during  the  last  decade.  Indica- 
tions are  that  the  increase  has  been  some- 
what more  than  four-fifths.  This  would 
indicate  that  contrary  to  some  propagandists, 
there  is  not  a phenomenal  shortage  of  physi- 
cians or  of  medical  care  in  the  aggregate,  Dr. 
Dickinson  indicated. 

During  World  War  II  about  60  per  cent 
of  the  physicians  remained  civilians  and  took 
care  of  the  91  per  cent  of  the  people  who 
stayed  civilian.  The  population  per  physician 
increased  about  50  per  cent.  In  spite  of  this, 
1942  was  a banner  year  in  the  history  of 
American  health. 

In  the  “Ewing  Report’’  on  the  shortage  of 
physicians  based  on  the  so-called  “twelve 
best  states”  method,  150  physicians  per 

100.000  population  is  used  as  the  standard  of 
adequacy.  This  was  the  ratio  in  the  “twelve 
best  states”  in  1940  and  was  set  by  Mr.  Ewing 
as  the  goal  for  1960  for  the  entire  country. 
By  this  type  of  reasoning  there  was  a short- 
age of  38,000  doctors  of  medicine  in  1940  and 
on  the  same  basis  there  will  be  a shortage  of 

42.000  in  1960.  Following  this  process  of 
statistical  determination  applied  to  ail  occu- 
pations, it  appears  that  the  great  shortage 
in  the  United  States  in  1940  was  a shortage 
of  60,000,000  people.  The  use  of  the  “twelve 
best  states”  is  obviously  a pseudoscientific 
measure  of  shortages. 

From  the  standpoint  of  medical  care  the 
nation  is  in  better  condition  than  at  the  out- 
break of  World  War  II.  (1)  We  have  had  the 
experience  of  World  War  II.  (2)  The  supply 
of  physicians  has  increased  faster  than  the 
population.  (3)  The  supply  of  physicians  has 
been  adequate  to  care  for  the  phenomenal 
birth  rate  which  reached  a peak  in  December, 
1946.  (4)  In  general,  the  supply  and  distribu- 
tion of  hospitals  is  better. 

The  foregoing  statements  from  the  sum- 
mary by  Dr.  Dickinson  are  the  results  of 
painstaking  research  and  statistical  studies 


carried  on  in  the  offices  of  the  American 
Medical  Association  and  should  be  of  value 
to  the  physician  as  he  brings  to  the  attention 
of  his  patients  and  others  with  whom  he 
comes  in  contact  the  contributions  American 
medicine  has  made  and  the  need  for  main- 
taining the  high  standards  of  medical  care 
with  which  this  country  has  been  blessed 
through  private  enterprise  and  the  free 
choice  of  physicians. 

Medical  Information  and  Lay  Periodicals. — 

An  increasing  number  of  articles  pertaining 
to  medicine  and  its  related  fields  have  ap- 
peared in  numerous  magazines  and  other 
periodicals  during  the  past  several  years. 

A majority  of  these  articles  are  prepared 
for  lay  consumption  and  are  intended  as  “in- 
terpretations” of  scientific  material.  The 
objectives  of  these  interpretations  are  many 
and  should  be  considered  from  the  viewpoint 
of  the  public,  the  editor,  the  writer,  and 
members  of  the  medical  profession. 

During  the  pre-war  depression,  and  as 
early  as  1930,  the  people  of  this  nation  found 
it  necessary  to  do  everything  possible  to  pre- 
vent illness  of  members  of  the  family  and 
thereby  preserve  a portion  of  the  meager 
family  incomes.  The  subsequent  recognition 
on  the  part  of  the  public  of  its  lack  of  knowl- 
edge in  matters  of  health,  hygiene,  care  of 
the  sick,  and  the  scientific  factors  involved 
led  to  a desire  for  enlightenment.  This  desire 
for  knowledge  created  a demand  which  was 
readily  recognized  by  many  sources  of 
supply. 

In  response  to  the  law  of  “supply  and  de- 
mand” many  magazine  editors  and  publish- 
ers adjusted  the  editorial  range  of  their  pub- 
lications to  include  articles  dealing  with 
various  phases  of  medicine  and  related  sub- 
jects. The  popularity  of  this  type  of  reading 
matter  with  the  lay  public  resulted  in  a 
lucrative  field  of  work  for  those  who  wished 
to  submit  articles  of  this  nature  for  publi- 
cation. 

It  is  a noticeable  fact  that  the  reading  pub- 
lic continues  to  provide  an  active  market  for 
those  magazines  and  other  publications 
which  include  this  type  of  material. 

It  is  not  the  purpose  of  the  medical  pro- 
fession to  discredit  the  intentions  or  efforts 
of  those  who  are  providing  information  for 
the  use  of  the  public,  especially  those  who 
strive  to  raise  the  standards  of  the  people  of 
the  nation  through  sound  principles  of  health 
education.  It  is,  however,  the  desire  of  the 
medical  profession  that  the  information 
which  has  such  easy  access  to  millions  of 
homes  throughout  the  nations  should  be  ac- 
curate and  from  reliable  sources. 

During  the  past  ten  years  the  desire  for 
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accuracy  on  the  part  of  editors,  publishers, 
and  writers  has  resulted  in  closer  cooperation 
with  the  medical  profession.  Many  magazine 
publishers  are  requesting  that  qualified 
physicians  verify  the  accuracy  of  informa- 
tion contained  in  articles  dealing  with  medi- 
cal science  before  those  articles  can  be  ac- 
cepted for  publication. 

This  recognition  of  responsibility  to  their 
readers  is  commendable  and  will  undoubted- 
ly prevent  many  ill  effects  from  poorly  timed 
releases  which  contain  only  partial  informa- 
tion or  half-truths. 

Only  a small  percentage  of  the  population 
is  aware  "that  the  medical  profession  has 
created  a magazine  for  the  layman  which 
should  be  just  as  important  to  American 
homes  as  The  Journal  of  the  American  Medi- 
cal Association  is  to  the  office  of  the  practic- 
ing physician.  This  magazine,  Hygeia,  is  pub- 
lished monthly  by  the  American  Medical 
Association,  at  no  little  expense,  to  serve  as 
an  authentic  interpretation  of  medical  sub- 
jects for  those  who  need  and  wish  to  be  prop- 
erly informed  in  everyday  matters  of  medical 
science  and  its  latest  developments. 

Every  physician  will  do  well  to  encourage 
a wide  distribution  of  Hygeia  among  the 
homes  of  his  patients,  the  schools  of  his  com- 
munity, and  the  public  libraries  in  his  im- 
mediate vicinity. 

News  releases  containing  reliable  informa- 
tion are  prepared  by  the  American  Medical 
Association  and  distributed  by  the  thousands 
each  week  to  newspapers  over  the  nation.  In 
this  manner,  millions  of  readers  gain  concise, 
useful  information  on  medical  science  regu- 
larly. An  occasional  comment  by  telephone, 
or  in  person,  to  the  editor  of  any  newspaper 
carrying  such  items  would  assure  him  of  the 
fact  that  members  of  the  medical  profession 
are  aware  of  his  effort  to  promote  the  wel- 
fare of  his  subscribers  who  are,  after  all,  the 
patients  of  the  physicians  who  practice  with- 
in the  range  of  his  circulation. 

Physicians  should  become  aware  of  the 
vast  amount  of  medical  information  or  mis- 
information which  the  public  is  reading 
every  day  and  should  assist  their  patients  in 
the  choice  of  literature  which  contains  au- 
thentic medical  information. 

Local  Committees  for  the  Annual  Session 

are  mapping  strategy  which  they  hope  will 
make  the  1949  meeting  one  of  the  best  ever 
held.  A number  of  the  committees  are  al- 
ready engaged  in  making  arrangements  for 
the  session,  and  others  are  working  out  plans 
which  will  not  be  activated  until  nearly  time 
for  the  meeting  to  begin  May  3. 

The  “commanding  general”  in  San  An- 
tonio for  all  arrangements  is  Dr.  J.  L.  Coch- 


ran, chairman  of  the  Committee  on  General 
Arrangements  for  the  Annual  Session. 
Members  of  his  committee  are  Drs.  John  L. 
Matthews,  W.  W.  Bondurant,  Jr.,  B.  F. 
Stout,  L.  B.  Jackson,  T.  A.  Pressly,  J. 
Manning  Venable,  T.  H.  Sharp,  and  Walter 
G.  Stuck. 

The  chairmen  of  the  local  committees  co- 
operating with  the  above-named  committee 
are  as  follows : 

Chairmen  of  Local  Committees 

Hotels.- — M.  A.  Childers. 

Information. — W.  S.  Luedemann. 

Finance. — Wilber  F.  Robertson. 

Memorial. — J.  A.  McIntosh. 

Clinical  Luncheon. — Carl  G.  Giesecke. 

Alumni  and  Fraternity. — Daniel  D.  Altgelt. 

Reception. — C.  F.  Lehmann. 

Golf. — Omer  Roan. 

Transportation. — S.  Perry  Post. 

Scientific  Exhibits. — Lawrence  B.  Reppert. 

Technical  Exhibits. — Pat  Nixon,  Jr. 

Halls  and  Lanterns. — Albert  W.  Hartman. 

Publicity. — R.  A.  Miller. 

Woman  Physicians. — Mildred  Ward. 

The  Hotels  Committee  has  announced  that 
all  reservations  will  be  handled  through  the 
committee.  Requests  for  accommodations 
should  be  sent  to  Dr.  M.  A.  Childers,  Alamo 
National  Bank  Building,  San  Antonio,  with 
a listing  of  at  least  three  hotels  in  the  order 
of  preference.  Confirmations  will  be  made 
by  the  hotels.  Each  member  of  the  Associa- 
tion planning  to  attend  the  annual  session 
will  be  responsible  for  securing  his  own  hotel 
reservation  through  the  Hotels  Committee. 
Additional  information  concerning  hotels 
and  the  procedure  to  be  followed  in  obtain- 
ing reservations  will  appear  in  the  January 
issue  of  the  Journal. 

In  choosing  the  most  appropriate  hotel  at 
which  to  stay  during  the  annual  session, 
physicians  should  keep  in  mind  that  general 
meetings,  exhibits,  and  the  Sections  on  Gen- 
eral Practice,  Medicine,  and  Pediatrics  will 
be  housed  in  the  Municipal  Auditorium;  Sec- 
tions on  Surgery  and  Obstetrics  and  Gyne- 
cology will  meet  at  the  Plaza  Hotel ; the  Sec- 
tion on  Eye,  Ear,  Nose,  and  Throat  will  con- 
vene at  the  St.  Anthony  Hotel ; and  the  House 
of  Delegates  and  the  Sections  on  Radiology 
and  Physical  Medicine,  Public  Health,  and 
Clinical  Pathology  will  be  held  at  the  Gunter 
Hotel.  Clinical  luncheons  and  meetings  of  re- 
lated societies  on  the  Monday  preceding  the 
annual  session  have  been  assigned  to  con- 
form insofar  as  possible  to  the  section  assign- 
ments, so  that  physicians  particularly  inter- 
ested in  a specific  field  can  confine  their  ac- 
tivities primarily  to  a central  location.  The 
Woman’s  Auxiliary  will  have  its  head- 
quarters at  the  Menger  Hotel. 

Members  wishing  to  offer  contributions  to 
the  scientific  program  are  urged  to  contact 
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the  appropriate  section  officers  immediately, 
since  the  program  will  be  closed  at  the  mid- 
January  meeting  of  the  Council  on  Scientific 
Work.  Names  of  the  section  officers  appear 
on  page  279  of  the  August,  1948,  Journal. 

Scientific  Exhibits  at  the  1949  Annual  Ses- 
sion will  have  more  space  than  has  been 
available  in  recent  years,  and  because  a 
sizable  group  of  representative  exhibits  is 
anticipated,  the  practice  of  awarding  a cer- 
tificate of  merit  for  the  best  exhibit  sub- 
mitted by  an  individual  and  another  for  the 
best  exhibit  submitted  by  an  institution  is 
being  revived. 

Dr.  X.  R.  Hyde,  906-908  Medical  Arts 
Building,  Fort  Worth,  is  again  serving  as 
chairman  of  the  Committee  on  Scientific  Ex- 
hibits of  the  State  Medical  Association,  with 
Dr.  Lawrence  B.  Reppert,  San  Antonio,  and 
Dr.  Glenn  D.  Carlson,  Dallas,  as  other  mem- 
bers. All  applications  for  exhibit  space  must 
be  sent  to  Dr.  Hyde  no  later  than  March  20. 
Motion  picture  films  cannot  be  accepted  for 
exhibit  unless  approved  by  a reviewing  com- 
mittee of  the  State  Medical  Association,  and 
they  should  be  forwarded  to  the  Association, 
700  Guadalupe  Street,  Austin,  no  later  than 
March  1. 

Renewal  of  the  merit  awards  and  the 
promise  of  almost  unlimited  space  for  ex- 
hibits in  the  Municipal  Auditorium  at  San 
Antonio  should  be  incentive  enough  for  those 
interested  in  scientific  exhibits.  The  commit- 
tee is  eager  to  hear  from  anyone  who  has  or 
will  prepare  an  exhibit  appropriate  for  dis- 
play at  the  annual  session  in  May. 

The  International  Post-Graduate  Medical 
Assembly  of  Southwest  Texas,  scheduled  to 
convene  January  25-27  at  the  Municipal 
Auditorium  in  San  Antonio,  will  present  six- 
teen distinguished  speakers  on  a variety  of 
up-to-the-minute  medical  subjects.  The 
speakers  who  will  participate  are  the  follow- 
ing: 

Dr.  F.  Vincent  Askey,  Instructor  in  Surgery, 
University  of  Southern  California  Medical  School, 
Los  Angeles. 

Dr.  Clarke  H.  Barnacle,  Assistant  Professor  of 
Psychiatry,  University  of  Colorado,  Denver. 

Dr.  Sidney  Farber,  Professor  of  Pathology,  Har- 
vard Medical  School,  Boston. 

Dr.  Ray  F.  Farquharson,  Professor  of  Medicine, 
University  of  Toronto,  Toronto. 

Dr.  Ralph  A.  Fenton,  Professor  Emeritus  of 
Otolaryngology,  University  of  Oregon  Medical 
School,  Portland. 

Dr.  Jack  S.  Guyton,  Associate  Professor  of  Oph- 
tholmology,  Johns  Hopkins  University  School  of 
Medicine,  Baltimore. 

Dr.  F.  W.  Hartman,  Pathologist-in-Chief  and  Di- 
rector of  Laboratories,  Henry  Ford  Hospital,  De- 
troit. 

Dr.  C.  Howard  Hatcher,  Associate  Professor  of 


Surgery,  University  of  Chicago  Medical  School, 
Chicago. 

Dr.  Leon  O.  Jacobson,  Associate  Professor  of 
Medicine,  University  of  Chicago  Division  of  Biolog- 
ical Science,  Chicago. 

Dr.  Robert  R.  Linton,  Assistant  Clinical  Profes- 
sor of  Surgery,  Harvard  Medical  School,  Boston. 

Dr.  Jesus  S.  Lozoya,  Chief  of  the  Department  of 
General  Surgery,  Children’s  Hospital,  Mexico,  D.  F. 

Dr.  James  L.  Poppen,  Neurosurgeon,  Lahey 
Clinic,  Boston. 

Dr.  Jonathan  E.  Rhoads,  Associate  Professor, 
University  of  Pennsylvania  School  of  Medicine, 
Philadelphia. 

Dr.  James  C.  Sargent,  Professor  and  Director  of 
Division  of  Urology,  Marquette  University  School 
of  Medicine,  Milwaukee. 

Dr.  Paul  C.  Swenson,  Professor  of  Radiology, 
Jefferson  Medical  College,  Philadelphia. 

Dr.  Richard  TeLinDe,  Professor  of  Gynecology, 
Johns  Hopkins  University  School  of  Medicine,  Bal- 
timore. 

In  addition  to  lectures  by  the  guest  physi- 
cians, there  will  be  luncheons  with  question 
and  answer  periods,  a clinical-pathological 
conference,  and  scientific  and  commercial 
exhibits.  Entertainment  will  include  a stag 
party  and  ranch  style  dinner  and  a dinner 
dance.  Separate  entertainment  is  planned  for 
wives  of  physicians  attending  the  assembly 
meetings. 

The  registration  fee  of  $20  covers  all 
scientific  features  of  the  meeting,  luncheons, 
and  the  stag  party.  Military  personnel  on  ac- 
tive duty  will  receive  the  same  benefits  for 
$10.  Registration  may  be  completed  in  ad- 
vance by  sending  a check  to  the  assembly, 
P.  O.  Box  2445,  San  Antonio. 

Such  postgraduate  conferences  as  that  to 
be  held  in  San  Antonio  have  long  since 
proved  their  value  to  and  popularity  among 
Texas  physicians.  There  is  no  question  but 
that  doctors  who  attend  the  assembly  session 
will  find  a well-planned  program  of  educa- 
tion and  entertainment. 

The  Journal  Volume  Closes  with  this  issue 
in  accordance  with  the  decision  of  the  Board 
of  Trustees,  approved  by  the  House  of  Dele- 
gates, that  the  publication  year  for  the 
Journal  should  be  identical  with  the  mem- 
bership year  and  fiscal  year  of  the  State 
Medical  Association.  Beginning  with  1949, 
the  Journal  volume  will  begin  with  the  Jan- 
uary issue  and  end  with  the  December  issue. 

Although  the  current  volume  will  be  short 
(only  eight  issues)  and  cannot  be  compared 
satisfactorily  with  the  preceding  volume,  it 
may  be  well  for  the  record  to  indicate  that 
Volume  XLIV  contained  a total  of  1,160 
pages,  of  which  508  pages  were  devoted  to 
advertising  and  652  to  reading  matter.  There 
were  54  pages  of  editorials,  351)4  pages  of 
original  articles,  and  246)4  pages  of  mis- 
cellaneous material.  Ninety  original  articles 
were  published. 
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“Buy  Christmas  Seals.”  To  almost  all  the 
general  public,  and  certainly  to  physicians, 
that  slogan  carries  such  a specific  and  im- 
portant connotation  that  further  explana- 
tion of  it  is  almost  superfluous. 

“Buy  Christmas  Seals”  means  “Buy  bet- 
ter health  through  fighting  tuberculosis.” 

That  this  defi- 
nition is  based 
on  more  than  a 
vain  hope  is 
the  fact  that 
since  1904,  the 
whole  program 
of  the  National 
Tuberculosis 
Association, 
which  is  fi- 
FIGHT  TB  n a n c e d pri- 

Buy  Christmas  Seals  && 

mas  seals,  is  estimated  to  have  helped  reduce 
the  tuberculosis  death  rate  by  80  per  cent. 
Despite  this  record,  tuberculosis  still  kills 
more  people  between  the  ages  of  15  and  44 
than  any  other  disease.  The  fight  must  con- 
tinue and  hundreds  of  thousands  of  Christ- 
mas seals  must  be  purchased  to  help  win 
that  fight. 

Every  penny  spent  for  a Christmas  seal  is 
spent  wisely.  In  Texas,  82  per  cent  of  the 
funds  raised  by  a local  association  this  year 
will  be  retained  for  use  in  its  own  territory, 
13  per  cent  will  be  used  for  the  program  of 
the  Texas  Tuberculosis  Association,  and  only 
5 per  cent  will  be  sent  to  the  national  or- 
ganization. At  each  level,  physicians  assist 
competent  laymen  in  planning  and  executing 
a program  designed  to  stamp  out  tuber- 
culosis. 

Members  of  the  State  Medical  Association, 
their  families,  and  their  friends  need  only  a 
reminder:  “Buy  Christmas  Seals.” 


National  Diabetes  Week,  December  6-12, 
has  focused  attention  on  a disease  the  im- 
portance of  which  has  not,  perhaps,  been 
generally  recognized.  About  1,000,000  per- 
sons suffering  from  diabetes  in  the  United 
States  have  been  identified,  but  surveys  have 
indicated  that  there  are  probably  1,000,000 
more  persons  with  diabetes  who  are  un- 
known, and  the  number  of  sufferers  is 
steadily  increasing.  Diabetes  is  a major 
chronic  disease  which  ranks  eighth  among 
the  causes  of  death.  In  numbers  affected,  it 
is  outranked  only  by  heart  disease  and  its 
related  blood  vessel  and  kidney  disorders, 
and  by  cancer  and  rheumatism.  Yet  diabetes 
is  unique  among  the  diseases  common  in  mid- 
dle and  later  life  in  that  insulin  provides  a 
specific  means  of  control. 


The  American  Diabetes  Association,  a non- 
profit organization  dependent  upon  financial 
support  from  membership  dues  and  dona- 
tions, was  founded  in  1940.  Made  up  largely 
of  physicians,  the  association  now  includes 
1,000  doctors  devoted  to  improving  the  treat- 
ment of  diabetes,  bringing  the  newest  knowl- 
edge of  the  disease  to  all  physicians,  encour- 
aging and  supporting  research  in  the  field, 
and  increasing  knowledge  of  diabetes  among 
the  general  public. 

The  importance  of  discovering  diabetes 
early  when  it  is  mild  and  when  treatment 
which  will  curtail  the  risk  of  crippling  com- 
plications and  the  threat  to  life  can  be  in- 
stituted has  been  stressed.  In  addition,  pro- 
grams of  education  directed  at  both  the  medi- 
cal profession  and  the  general  public  are 
needed  so  that  the  best  methods  of  managing 
diabetes  will  be  more  widely  used  and  pre- 
ventive measures  will  be  followed  routinely. 
Research  aimed  at  discovering  better  insulin 
for  control  of  diabetes  and  the  causes  of  pre- 
mature aging  in  diabetes  is  necessary. 

Realization  by  the  physician  that  diabetes 
presents  a challenge  which  he  can  help  to 
meet  in  his  daily  practice  and  by  financial 
and  moral  support  of  the  American  Diabetes 
Association  and  its  affiliated  organizations 
is  the  first  step  toward  reducing  the  destruc- 
tion for  which  diabetes  is  currently  respon- 
sible. 

State  Medical  Association  Dues  for  the 
coming  year  are  payable  now,  and  will  be- 
come delinquent  January  1.  Physicians  are 
urged  to  settle  with  their  county  medical  so- 
ciety secretaries  at  once  so  that  state  dues 
can  be  forwarded  to  the  central  office 
promptly. 

Perhaps  it  should  be  pointed  out  again 
that  the  House  of  Delegates  at  the  1948  an- 
nual session  voted  to  raise  the  dues  from  $20 
to  $35  to  cover  mounting  expenses.  Delegates 
from  all  the  component  county  societies  who 
were  present  at  the  meeting  seemed  over- 
whelmingly in  favor  of  some  sort  of  advance 
in  dues,  recognizing  the  general  increase  in 
costs  of  all  kinds  and  the  necessity  for  en- 
larging the  activities  of  the  State  Medical 
Association.  Such  arguments  as  were 
brought  to  the  floor  of  the  House  had  to  do 
with  how  much  the  dues  should  be  raised, 
not  whether  the  dues  should  be  raised  or  left 
unchanged.  The  decision  finally  reached  was 
to  set  the  1949  dues  at  the  lowest  amount 
suggested,  with  the  understanding  that  the 
Board  of  Trustees  would  study  the  situation 
carefully  and  make  further  recommendations 
should  additional  financial  support  be  neces- 
sary. 

Checks  should  be  made  payable  to  the 
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State  Medical  Association  of  Texas  and 
mailed  to  700  Guadalupe  Street,  Austin.  Sec- 
retaries of  county  medical  societies  are  re- 
quested not  to  hold  up  payments  until  the 
dues  of  all  members  are  in,  although  at- 
tempts should  be  made  to  secure  as  complete 
immediate  response  as  possible. 

CURRENT  EDITORIAL  COMMENT* 

Tuberculosis,  a Medical  Problem.  — It  is 

agreed  by  all  authorities  on  tuberculosis  and 
its  control  that  the  general  practitioners’  of- 
fices and  the  general  hospitals  are  the  great 
neglected  field  for  case  finding. 

It  has  been  notoriously  difficult  to  interest 
physicians  in  tuberculosis.  It  is  not  known 
how  much  of  this  lack  of  interest  is  due  to 
the  lack  of  knowledge  concerning  the  more 
modern  diagnosis  and  treatment  of  the  dis- 
ease, or  how  much  can  be  laid  at  the  door 
of  medical  schools  and  medical  organizations 
for  their  failure  in  the  past  to  devote  the 
necessary  time  and  effort  to  seeing  that  doc- 
tors are  kept  abreast  of  the  times.  Never- 
theless, there  is  a definite  lack  of  interest  in 
the  subject  of  tuberculosis  by  the  medical 
profession  at  large. 

The  Committee  on  Tuberculosis  of  the 
State  Medical  Association  adopted  fifteen 
major  objectives,  with  a hope  of  assisting 
in  the  improvement  of  the  tuberculosis  situa- 
tion in  Texas.  The  committee  soon  realized 
that  without  the  support  of  a great  majority 
of  the  individual  physicians,  its  efforts  would 
be  handicapped  from  the  start  and  little  or 
no  progress  would  be  made. 

In  order  to  stimulate  further  interest  in 
the  subject  of  tuberculosis  control,  members 
of  the  committee  contacted  the  officers  of 
each  county  medical  society  in  the  state  and 
asked  their  cooperation  by  appointing  a tu- 
berculosis committee  within  their  society. 
The  response  was  gratifying  in  that  seventy- 
three  county  societies  now  have  tuberculosis 
committees.  The  tuberculosis  committee  of 
each  society  was  asked  to  take  the  lead,  from 
a medical  standpoint,  in  an  effort  to  better 
the  tuberculosis  situation  within  its  own 
county  area. 

The  Committee  on  Tuberculosis  also  in- 
vited the  attention  of  the  superintendents 
and  chiefs-of-staff  of  every  hospital  in  Texas 
to  the  importance  of  routine  chest  roentgeno- 
grams of  all  patients  admitted.  It  was  point- 

♦This  department  of  the  Journal  presents  editorial  comments 
on  current  items  pertaining  to  the  science,  art  and  practice  of 
medicine,  contributed  by  members  of  the  State  Medical  Associa- 
tion and  scientists  closely  associated  with  the  medical  profession 
of  Texas.  Invitation  is  hereby  extended  to  any  member  of  the 
State  Medical  Association  of  Texas  to  submit  such  discussions 
for  this  department.  The  discussions  should  not  be  more  than 
500  words  in  length. 


ed  out  that  this  procedure  is  necessary  in  the 
prevention  of  the  spread  of  tuberculosis  with- 
in the  hospitals,  among  the  attendants  and 
employees,  and  that  it  provides  an  added 
routine  aid  to  diagnosis,  not  only  of  tubercu- 
losis but  of  some  seventy-odd  other  diseases 
and  conditions.  The  response  to  the  latter 
plea  has  not  been  satisfactory. 

The  Committee  on  Tuberculosis  will  con- 
tinue in  its  effort  to  create  wider  interest 
in  tuberculosis  control  among  the  physicians 
of  Texas,  as  well  as  officials  of  the  hospitals 
of  Texas.  The  committee  will  also  concern 
itself  with  the  study  and  proposal  of  new 
laws  governing  the  state  tuberculosis  sana- 
toriums  and  raising  their  standards  of  treat- 
ment. An  effort  will  be  made  to  secure  such 
efficiency  in  these  sanatoriums  that  they 
will  be  recognized  for  national  affiliation, 
qualified  to  give  specialized  training  to  phy- 
sicians and  nurses  so  that  there  may  be  an 
increase  in  the  number  of  such  specially 
trained  personnel  for  the  treatment  of  tu- 
berculosis. 

The  committee,  therefore,  makes  a plea 
to  each  physician  of  the  state  to  lend  his 
interest  and  cooperation  in  case  finding,  both 
in  his  own  practice  and  in  the  general  hos- 
pitals of  the  state.  Tuberculosis  can  be  con- 
trolled, but  not  without  the  individual  help 
of  each  physician. 

C.  M.  Hendricks,  M.  D.,  Chairman, 
Committee  on  Tuberculosis, 

State  Medical  Association  of  Texas, 
El  Paso,  Texas. 

1018  Mills  Building. 


PENICILLIN  ALLERGY 

Persons  who  are  to  be  treated  with  penicillin  can 
be  given  a skin  test  which  indicates  whether  they 
may  have  allergic  reactions  to  the  drug,  say  five 
researchers  from  the  Dermatologic  and  Medical 
Services  of  the  Mount  Sinai  Hospital,  New  York. 
Writing  in  the  October  30  issue  of  The  ■ Journal  of 
American  Medical  Association,  Samuel  M.  Peck, 
M.  D.,  Sheppard  Siegal,  M.  D.,  Arthur  W.  Glick, 
M.  D.,  Abner  Kurtin,  M.  D.,  and  Rose  Bergamini, 
B.  A.,  say  that  the  test  is  a guide  to  treatment  even 
in  cases  in  which  penicillin  therapy  must  be  started 
immediately. 

The  researchers  recommend  using  the  delayed  re- 
action type  of  skin  test,  in  which  penicillin  is  in- 
jected just  beneath  the  outer  layer  of  skin.  Redden- 
ing of  the  injection  area  forty-eight  hours  later  in- 
dicates sensitivity  to  penicillin. 

In  a group  of  276  adults  who  had  never  been 
treated  with  penicillin,  15,  or  5.4  per  cent,  reacted 
positively  to  the  penicillin  skin  test  given  by  the 
researchers. 

Patients  who  are  allergic  to  penicillin  can  be  de- 
sensitized by  giving  them  gradually  increasing  doses 
of  the  drug  over  a period  of  several  weeks,  the  re- 
searchers found.  The  desensitization  is  not  always 
permanent,  however. 
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ORIGINAL  ARTICLES 

TUBERCULOSIS  AND  THE  GENERAL 
PRACTITIONER 
R.  B.  HOMAN,  JR.,  M.  D. 

EL  PASO,  TEXAS 

Tuberculosis  is  a medical  enigma.  Since 
1882,  when  Robert  Koch  announced  his  dis- 
covery of  the  tubercle  bacillus,  this  disease 
has  received  profound  laboratory,  pathologic, 
and  clinical  investigation.  As  a result  there 
is  little  that  is  not  known  about  the  tubercle 
and  its  treacherous  manifestations.  Yet  tu- 
berculosis remains  today  the  most  devastat- 
ing of  chronic  infectious  diseases. 

It  is  true  that  progress  has  been  made  in 
the  epidemiology  and  mortality  of  tubercu- 
losis in  America.  In  forty-five  years,  tuber- 
culosis has  dropped  from  the  position  as  the 
leading  cause  of  death  to  that  of  seventh  in 
mortality.  This  represents  an  80  per  cent 
reduction.  In  spite  of  this  record  tubercu- 
losis remains  the  leading  cause  of  death  in 
the  age  group  of  from  15  to  35,  normally 
the  healthiest  years  of  life.  Unlike  cancer, 
for  example,  it  attacks  the  young,  the  strong, 
the  productive  years  of  life.  It  is  no  respecter 
of  racial  or  financial  barriers,  but  it  does 
flourish  in  poverty,  in  the  undernourished, 
in  the  tenements  of  America. 

This  is  the  disease  that  probably  causes 
more  economic  loss  to  America  than  any 
other.  Tuberculosis  is  a chronic  incapacitat- 
ing disease  which  makes  its  victim,  his  fam- 
ily, and  his  community  suffer  economic  and 
social  hardships  impossible  to  estimate  on 
any  accurate  basis.  This  is  the  disease  that 
strikes  fear  into  the  heart  of  any  man.  Peo- 
ple fear  tuberculosis  not  only  as  a disease 
but  as  an  economic  hazard.  Furthermore, 
they  are  aware  that  tuberculosis  is  a dis- 
ease that  is  poorly  handled  medically  and 
sociologically  in  too  many  places  in  America. 

Tuberculosis  has  been  the  cause  of  more 
quackery  than  almost  any  other  disease. 
Every  conceivable  thing  has  at  one  time  or 
another  been  advanced  as  a possible  cure. 
Even  scientists  and  clinicians  have  used 
nearly  every  imaginable  drug  experimental- 
ly, and  still  clutch  to  their  hearts  every  new 
“wonder  drug”  that  alleviates  other  diseases, 
with  the  hope  that  it  will  also  defeat  the 
tubercle.  Such  experimentation  is  the  basis 
of  progress.  However,  the  lay  press  and  so- 
called  “science  writers”  continue  to  add  to 
the  confusion  by  prematurely  publishing 
stories  about  each  astounding  new  “cure”  for 
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tuberculosis.  Is  it  any  wonder  that  tubercu- 
losis is  an  enigma  to  the  public  as  well  as  to 
the  physician? 

It  would  probably  be  well  to  review  our 
knowledge  of  tuberculosis,  its  epidemiology, 
its  diagnosis,  and  its  treatment,  for  there 
are  ways  in  which  this  disease  can  be  con- 
trolled, and  there  are  ways  in  which  it  can 
be  cured.  The  general  practitioner,  the  fam- 
ily doctor,  has  been  and  must  remain  the  key 
figure  in  the  fight  against  this  disease.  With- 
out his  cooperation  in  public  education,  in 
control  programs,  in  case-finding  programs, 
and  in  treatment,  tuberculosis  will  continue 
its  course  of  destruction. 

EPIDEMIOLOGY 

What  do  we  know  about  tuberculosis?  We 
know  that  it  is  infectious  and  a communi- 
cable disease.  We  know  that  50  per  cent  of 
all  cases  can  be  traced  directly  to  a tuber- 
culous contact.  We  also  know  that  every 
open  case  of  tuberculosis  may  directly  in- 
fect an  average  of  nine  other  persons.  In 
short,  we  know  that  every  open  case  of  the 
disease  is  a public  menace,  but  we  do  not 
take  advantage  of  this  knowledge.  In  Texas 
68  per  cent  of  the  tuberculous  deaths  occur 
outside  institutions.  Laws  provide  for  the 
isolation  or  segregation  of  many  more  con- 
tagious, but  certainly  less  serious,  diseases. 
Segregation  of  the  open  case  of  tuberculosis 
should  be  one  of  the  weapons  against  the 
spread  of  this  disease. 

We  also  know  that  tuberculosis  is  an  in- 
sidious disease  that  may  reach  an  advanced 
stage  with  little  symptomatology.  National 
surveys1  have  shown  that  among  patients 
admitted  to  sanatoriums  at  the  present  time, 
60  per  cent  of  the  cases  are  far  advanced, 
30  per  cent  moderately  advanced,  and  only 
10  per  cent  minimal.  Obviously,  these  pa- 
tients should  have  been  diagnosed  and  hos- 
pitalized earlier.  An  occasional  case  picked 
up  in  a routine  physical  examination  will 
not  greatly  lower  the  mortality  rate  of  this 
disease.  There  must  be  some  way  to  find 
early  and  late  cases  in  mass.  Fortunately  we 
have  such  a measure  in  the  mass  roentgen- 
ray  survey.  Mass  surveys  in  industry,  in 
colleges,3  schools,  in  all  hospital  admissions,6 
and  among  the  general  public,  it  is  believed, 
wTould  reverse  the  ratio  of  sanatorium  ad- 
missions to  5 per  cent  far  advanced,  25  per 
cent  moderately  advanced,  and  70  per  cent 
minimal.  We  should  accept  and  demand  mass 
roentgen-ray  surveys  as  a case-finding  pro- 
gram. 

We  know  that  a tuberculous  cavity  is  ex- 
tremely dangerous.  It  naturally  is  the  great- 


1948 


TUBERCULOSIS  IN  GENERAL  PRACTICE— HOMAN 


569 


est  source  of  infection  and  is,  therefore,  dan- 
gerous to  all  contacts  of  the  patient.  Max 
Pinner5  has  again  reminded  that  without 
adequate  treatment  50  per  cent  of  patients 
with  cavities  will  be  dead  in  two  years,  and 
a vast  majority  will  be  dead  in  five  years. 
It  behooves  us  to  find  the  cases  in  an  earlier 
stage  of  the  disease  and  to  institute  adequate 
treatment  in  all  cases. 

We  know  that  adequate  treatment  and  ade- 
quate public  health  protection  require  a suf- 
ficient number  of  hospital  or  sanatorium 
beds.  There  should  be  two  and  one-half  beds 
per  death  from  the  disease  in  any  particular 
census  area.  In  Texas  we  are  woefully  below 
standard  in  this  respect.  In  1947,  with  2,614 
deaths,  there  were  only  2,000  beds.  Likewise 
in  Texas  the  state  sanatoriums  operate  un- 
der laws  adopted  in  1912,  with  limitation  of 
the  period  of  hospitalization  to  nine  months 
and  with  restriction  of  patients  to  the  mini- 
mal or  moderately  advanced  groups  and  ex- 
clusion of  the  far-advanced  case,  the  latter 
obviously  the  greatest  menace. 

The  State  Medical  Association  now  has  a 
standing  Committee  on  Tuberculosis,  which 
has  undertaken  an  extensive  program  for 
the  betterment  of  the  laws  and  facilities  per- 
taining to  the  tuberculosis  problems  in  Texas. 
This  committee  needs  the  whole-hearted  co- 
operation of  the  medical  profession  in  every 
city  and  county  in  the  state.  An  adequate 
treatment  and  control  program  for  Texas 
will  be  expensive  from  a monetary  stand- 
point, but  there  is  nothing  so  valuable  as 
human  life.  Science  has  practically  elimi- 
nated bovine  tuberculosis  in  cattle  and  man. 
We  should  do  no  less  with  the  human  type 
of  the  disease. 

TREATMENT 

Among  all  the  various  treatments  ad- 
vanced the  only  one  that  has  stood  the  test 
of  time  is  rest.  By  this  is  meant  bed  rest 
with  hygienic  and  symptomatic  treatment, 
under  which  some  incipient  and  minimal 
cases  may  effect  a cure,  and  selective  or  in- 
duced rest  which  is  obtained  through  the 
various  forms  of  collapse  therapy. 

Bed  rest  alone  has  limited  indications.  To 
put  a patient  with  an  obviously  open  lesion 
to  bed  and  tell  him  to  stay  there  until  he  gets 
well  borders  on  malpractice.  Close,  frequent 
evaluation  of  even  the  most  incipient  case 
by  roentgen-ray,  laboratory  tests,  and  symp- 
tomatology, and  the  immediate  induction  of 
the  indicated  collapse  measure  is  the  control 
necessary.  Tuberculosis  is  a treacherous  dis- 
ease and  halfway  measures  are  too  often  not 
enough. 


COLLAPSE  THERAPY 

It  is  not  within  the  scope  of  this  paper  to 
enter  into  a discussion  of  the  various  forms 
of  collapse  therapy  and  the  indications  there- 
for. Briefly,  my  indication  for  collapse  either 
unilateral  or  bilateral  is  a persistent  tubercle 
positive  sputum  in  the  minimal  case,  even 
though  the  lesion  appears  small  and  the 
symptoms  are  negligible  or  none.  In  the  more 
advanced  lesions,  with  or  without  cavitation, 
pneumothorax  is  attempted  as  soon  as  pos- 
sible. Ninety  per  cent  of  my  cases  receive 
some  form  of  collapse  therapy. 

Chest  specialists  are  constantly  being  con- 
fronted with  patients  who  refuse  any  form 
of  collapse  therapy  because  the  family  doctor 
advised  against  it.  The  advantages  of  suc- 
cessful collapse  therapy  far  overshadow  any 
possible  risk  or  temporary  discomfort  or 
disfigurement  to  the  patient.  A successful 
collapse  has  the  following  advantages:  (1) 
Early  complete  rest  of  the  diseased  area  and 
thus  an  earlier  cure.  (2)  Reversal  of  the 
sputum  test,  hence  less  likelihood  of  spread 
of  the  disease  to  others.  (3)  Earlier  ambula- 
tion and  rehabilitation.  The  majority  of 
these  patients  can  be  gainfully  employed 
while  receiving  pneumothorax,  for  instance. 
The  economic  advantages  are,  therefore,  of 
great  importance. 

In  the  event  pneumothorax  is  unsuccess- 
ful, too  often  there  is  a hesitancy  on  the  part 
of  the  family  physician  or  the  specialist  to 
advise  a more  radical  collapse  procedure, 
such  as  thoracoplasty.  If  collapse  by  the 
simple  method  was  indicated,  it  is  still  in- 
dicated by  a more  radical  method  in  the  same 
patient.  Particularly  is  this  true  in  a cavity 
case. 

Greater  advance  in  technique  and  safety 
has  been  made  in  thoracic  surgery  in  the  last 
ten  years  than  in  any  other  branch  of  surg- 
ery. Thoracoplasty  should  no  longer  be 
looked  upon  as  a last  resort  measure  and 
one  to  be  avoided  if  possible.  In  properly 
selected  cases,  thoracoplasty  is  not  fraught 
with  the  danger  so  often  ascribed  to  it.  R.  M. 
Lewis4  reported  a statistical  survey  from 
various  chest  surgeons  totaling  3,045  pa- 
tients in  which  68.6  per  cent  are  listed  as 
arrested  or  apparently  arrested  (cured), 
with  an  over-all  mortality  of  15.06  per  cent. 
The  operative  mortality  is  about  5 per  cent 
even  in  the  poor  surgical  risk  that  advanced 
tuberculosis  affords. 

The  indication  for  thoracoplasty  is  a cav- 
ity or  progressive  disease  that  cannot  be 
closed  by  a more  simple  method  of  collapse 
therapy,  barring,  of  course,  certain  contra- 
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indications  for  surgery.  Obviously  not  every 
case  of  the  disease  is  operable,  but  if  the 
physician  remembers  that  50  per  cent  of 
patients  with  cavities  will  be  dead  in  two 
years,  and  an  overwhelming  majority  in  five 
years,  he  will  be  more  likely  to  recommend 
surgical  intervention. 

In  a series  of  53  consecutive  cases  com- 
pleted prior  to  July,  1947,  involving  103 
stages,  I have  had  3 operative  deaths.  Four 
other  patients  have  subsequently  died  of  tu- 
berculosis, giving  an  over-all  mortality  of 
15  per  cent.  Thirty-one  (58  per  cent)  are 
now  completely  well  and  able  to  work.  Seven 
of  the  remaining  cases  are  apparently  ar- 
rested; only  8 remain  with  positive  sputum 
or  progressive  disease.  I am  confident  that 
a majority  of  this  series  would  now  be  dead 
if  they  had  not  had  surgery.  Of  equal  im- 
portance is  the  fact  that  those  who  are  now 
well  are  no  longer  an  economic  liability  and 
are  no  longer  infectious  to  their  families  and 
associates. 

CHEMOTHERAPY 

It  may  now  be  said  definitely  that  “tu- 
berculosis is  vulnerable  to  a chemo-thera- 
peutic  attack.”2  Feldman2  stated  that  “the 
future  possibilities  for  obtaining  a highly 
potent  specific  substance  or  combination  of 
substances  are  promising.”  Most  chemical 
substances  found  experimentally  to  be  ef- 
fective against  the  tubercle  bacillus  have 
been  too  toxic  for  safe  clinical  use.  An  ex- 
ception, of  course,  is  streptomycin,  which, 
while  somewhat  toxic,  has  been  used  suc- 
cessfully in  a sufficient  number  of  cases  to 
prove  its  value. 

The  irreversible  destructive  changes 
wrought  by  tuberculosis  make  the  effect  of 
antibiotic  and  bacteriostatic  chemicals,  such 
as  streptomycin,  much  more  limited  than  in 
less  destructive  disease.  Thus  it  is  that  in 
hard-walled  cavities  and  long-standing  fibro- 
caseose  disease,  streptomycin  has  little  cura- 
tive value.  In  earlier  acute  lesions,  recent 
spreads,  and  in  ulcerative  lesions,  such  as 
in  the  larynx,  the  results  have  been  remark- 
able in  most  instances.  The  use  of  strepto- 
mycin in  conjunction  with  surgical  collapse 
has  been  the'  means  of  rehabilitating  many 
cases  which  would  have  been  considered  in- 
operable before  such  a combination  existed. 
Streptomycin  is  not  a panacea ; it  is  a great 
step  forward. 

Even  in  chemotherapy  it  is  necessary  to 
return  again  to  the  problem  of  early  diag- 
nosis. The  earlier  the  diagnosis,  the  less  de- 
struction, and  the  less  destruction  the  easier 


the  treatment,  be  it  collapse  therapy  or 
chemotherapy. 

SUMMARY 

Tuberculosis  remains  today  the  most  dev- 
astating of  chronic  infectious  diseases.  This 
is  true  in  spite  of  the  fact  that  we  know  the 
etiology  of  the  disease,  we  know  that  it  is 
communicable,  we  know  that  it  can  be  pre- 
vented and  controlled,  and  we  know  that  it 
can  be  successfully  treated.  Early  diagnosis 
with  mass  roentgen-ray  surveys,  segregation 
of  the  open  case  with  adequate  hospital  fa- 
cilities, and  the  prompt  use  of  collapse  ther- 
apy and  chemotherapy,  as  indicated,  will 
bring  this  treacherous  disease  under  control. 

The  success  of  this  program  depends  on 
the  cooperation  and  the  active  interest  of 
the  family  doctor,  who,  of  necessity,  spear- 
heads the  attack  against  all  diseases  of  man- 
kind. 
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ABSTRACT  OF  DISCUSSION 

Dr.  O.  N.  Mayo,  Brownwood:  Dr.  Homan  has 
given  an  interesting  and  up-to-date  discourse  on 
tuberculosis  and  I commend  this  article  to  all  prac- 
titioners of  medicine  for  their  thoughtful  considera- 
tion. 

The  control  of  tuberculosis  may  well  be  divided 
into  the  following  divisions:  (1)  case-finding  or 
discovery  of  the  disease;  (2)  diagnosis — active  and 
infectious,  or  inactive  and  latent;  (3)  treatment — 
medical,  surgical,  or  combined;  and  (4)  prophy- 
laxis. 

In  1895  Roentgen  discovered  the  x-ray  and  since 
that  time  x-ray  study  of  the  chest  has  become  one 
of  the  most  useful  procedures  for  detecting  pul- 
monary tuberculosis,  estimating  the  damage  done 
by  the  disease,  and  guiding  the  clinician  or  surgeon 
in  the  proper  treatment.  During  World  War  II, 
mass  roentgen-ray  examinations  with  4 by  5 inch 
films  was  adopted  by  the  United  States  Army  for 
the  routine  chest  examination  of  all  men  and  women 
inducted  or  separated  from  the  service. 

I had  the  opportunity  while  in  the  Army  in  a 
large  induction  and  separation  center  of  examining 
many  thousands  of  these  small  films.  The  method 
has  proved  satisfactory  and  inexpensive.  The  med- 
ical profession  should  cooperate  wholeheartedly  with 
the  State  Health  Department  and  the  Texas  Tuber- 
culosis Association  in  furthering  this  type  of  exam- 
ination for  all  persons,  especially  those  between  the 
ages  of  15  and  35  years,  in  a systematic  and  thor- 
ough program. 

By  roentgen-ray  examination  of  the  chest  in  the 
induction  stations  of  the  Selective  Service,  more 
than  130,000  men  and  women  with  tuberculosis  were 
found. 
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Chest  surveys  conducted  in  Minnesota,  New  York, 
and  Illinois  show  that  from  4 to  10  per  cent  of 
patients  in  the  hospitals  for  the  mentally  ill  have 
roentgen-ray  evidence  of  re-infectious  type  tuber- 
culosis. 

The  other  case-finding  methods  must  not  be  over- 
looked. Clinical  and  laboratory  examinations  must 
be  made  to  confirm  the  diagnosis.  Tuberculin  test- 
ing of  children  and  young  people  and  also  in  older 
people  should  be  carefully  done,  and  the  reactions 
carefully  evaluated.  It  is  a valuable  procedure.  Tu- 
berculin testing  is  often  helpful  as  a screening  de- 
vice in  unsuspected  cases  and  also  in  border  line 
cases  to  confirm  the  roentgen-ray  or  other  evidences. 

Prophylaxis  in  the  management  of  tuberculosis  is 
important  and  has  been  responsible  to  a great  de- 
gree for  the  decrease  in  the  prevalence  of  this  dis- 
ease. Large  controlled  experiments  are  under  way  in 
which  BCG  is  being  used  as  an  active  immunization 
against  the  disease,  and  preliminary  reports  are  en- 
couraging. 

The  need  for  finding  and  isolating  open  cases  of 
tuberculosis  cannot  be  over  emphasized.  Some  states 
require  immediate  segregation  and  isolation  of  all 
open  cases  as  soon  as  diagnosed. 

Dr.  Homan  has  mentioned  the  shortage  of  sana- 
torium beds.  The  public  should  be  aroused  to  de- 
mand the  construction  and  maintenance  of  necessary 
hospitals  with  modern  facilities  for  treating  patients 
in  all  stages  of  the  disease.  The  public  must  be 
impressed  with  the  importance  of  tuberculosis  as  a 
community  problem.  This  can  be  done  best  by  solicit- 
ing their  participation  in  local  health  and  education 
programs. 


HOSPITAL  ADMISSIONS  INCREASE 

During  1947  one  patient  was  admitted  to  a hos- 
pital in  the  continental  United  States  every  two  sec- 
onds and  a live  baby  was  born  in  a hospital  every 
eleven  seconds,  according  to  the  twenty-seventh  an- 
nual report  of  the  Council  on  Medical  Education  and 
Hospitals  of  the  American  Medical  Association  in  the 
August  14  issue  of  The  Journal  of  the  American 
Medical  Association.  The  figures  reveal  that  in  com- 
parison with  1946  the  number  of  hospital  beds  has 
decreased  from  1,468,714  to  1,425,222  and  the  num- 
ber of  admissions  has  increased  from  15,153,452  to 
15,829,514. 

This  apparent  discrepancy  is  clarified  when  the 
average  length  of  stay  per  patient  in  general  hos- 
pitals is  considered.  In  1946  the  average  patient  re- 
mained 12.9  days  in  a general  hospital;  in  1947  he 
was  discharged  after  11.4  days,  a gain  to  the  patient 
of  a day  and  a half.  The  number  of  patient  days 
has  decreased  from  452,400,710  to  444,288,585. 

The  decrease  in  total  bed  capacity  is  accounted  for 
entirely  in  the  government  group  of  hospitals,  fed- 
eral hospitals  alone  reporting  51,282  beds  less  than 
last  year.  With  admission  to  the  government  hos- 
pitals decreasing  by  nearly  394,000,  admissions  to 
civilian  hospitals  increased  by  more  than  1,000,000 
for  the  second  consecutive  year. 


ENDOCRINOLOGY  AWARD 

The  Ciba  award  of  $1,200  for  meritorious  work 
in  endocrinology  will  again  be  offered  in  1949.  This 
award,  sponsored  by  Ciba  Pharmaceutical  Products, 
Inc.,  Summit,  N.  J.,  will  be  given  in  recognition  of 
the  accomplishment  of  an  investigator,  not  over  35 
years  of  age,  in  the  field  of  clinical  or  preclinical 
endocrinology. 

The  winner  of  the  award  will  be  announced  at  the 
annual  meeting  of  the  Association  for  the  Study  of 
Internal  Secretions,  a special  committee  of  which 
chooses  the  recipient. 


THE  EARLY  TUBERCULOUS 
PULMONARY  LESION  AND  ITS 
MANAGEMENT 
DANIEL  E.  JENKINS,  M.  D. 

HOUSTON,  TEXAS 

A great  many  physicians  have  a tendency 
to  think  of  tuberculosis  always  as  an  ex- 
tremely chronic  disease  in  which  the  patient 
is  subjected  to  a progressive  infection  of 
his  lungs  and  from  which  he  never  quite 
recovers  physically,  mentally,  or  economi- 
cally. Such  a viewpoint  is  often  kindled  by 
the  fact  that  90  per  cent  of  patients  with 
tuberculosis  who  enter  sanatoriums  and  hos- 
pitals in  this  country  are  in  an  advanced 
stage  of  the  disease.  Similarly,  before  the 
development  of  modern  case-finding  meth- 
ods which  employ  the  roentgen  ray,  90  per 
cent  of  the  diagnoses  of  pulmonary  tubercu- 
losis made  in  the  private  physician’s  office 
were  either  moderately  advanced  or  far  ad- 
vanced cases.  Follow-up  studies  on  these  ad- 
vanced cases  reveal  almost  uniformly  that  de- 
spite the  best  of  treatment,  50  per  cent  of 
such  patients  are  dead  before  they  leave  the 
sanatorium,  and  scarcely  half  the  survivors 
last  the  next  five  years.  These  facts,  if  con- 
templated too  narrowly,  are  apt  to  create  a 
pessimism  about  the  disease  which  is  not 
justified.  No  one  will  deny,  however,  that 
these  facts  represent  a deplorable  state  of 
affairs  which  every  physician  should  be  in- 
terested in  correcting. 

It  was  not  many  years  ago  that  much  em- 
phasis was  placed  upon  early  symptoms  and 
physical  signs  of  pulmonary  tuberculosis  in 
an  effort  to  discover  the  disease  in  its  in- 
cipiency.  Today,  it  is  well  known  that  little 
reliance  can  be  placed  upon  symptoms  and 
physical  signs  as  a method  of  detecting  the 
early  lesions  of  pulmonary  tuberculosis,  par- 
ticularly when  these  lesions  are  of  limited 
extent,  as  most  of  them  are.  Dr.  Burns  Am- 
berson  of  Columbia  University,  long  a stu- 
dent of  the  early  phases  of  phthisis,  has 
stated  that  the  greatest  obstacle  to  under- 
standing the  behavior  of  the  early  lesions  of 
pulmonary  tuberculosis  is  their  failure  to 
sicken  the  host.  The  patient  with  an  early 
and  limited  lesion  does  not  come  to  the  phy- 
sician simply  because  he  has  no  complaints. 

The  early  lesions  of  pulmonary  tubercu- 
losis may  be  detected  by  the  roentgen  ray 
while  they  are  still  undetectable  by  other 
methods  of  examination.  The  widespread  ac- 
ceptance of  this  fact  has  led  in  recent  years 
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to  tremendous  enthusiasm  for  obtaining 
chest  roentgenograms  on  large  population 
groups  such  as  the  Army,  the  Navy,  em- 
ployees in  large  industries,  and  admissions 
to  general  hospitals,  schools,  and  colleges. 
Such  large  scale  surveys  have  uncovered  an 
interesting  distribution  of  tuberculosis  in  the 
general  population  in  that  approximately  70 
to  85  per  cent  of  the  disease  which  is  found 
is  in  the  minimal  stage.  This  picture  is  al- 
most the  opposite  to  that  in  hospitals  and 
sanatoriums  in  this  country  where  the  inci- 
dence of  minimal  disease  in  tuberculous  pa- 
tients admitted  is  only  from  10  to  20  per 
cent.  The  reason  for  this  difference  lies  in 
the  fact  that  patients  with  minimal  tuber- 
culosis are  not  being  sent  to  the  sanatoriums 
or  hospitals  for  treatment,  but  there  is  also 
a strong  implication  that  the  minimal  case 
in  many  instances  is  progressing  to  more 
advanced  disease  before  it  is  considered  to 
be  in  the  conventional  stage  for  sanatorium 
acceptance. 

At  this  point  a few  clarifying  definitions 
are  in  order.  An  early  tuberculous  pulmon- 
ary lesion  is  an  area  of  tuberculous  involve- 
ment which  has  recently  made  its  appear- 
ance. This  early  disease  is  usually  a small 
area  of  pneumonia  when  first  detected,  but 
it  is  occasionally  large  and  may  involve  an 
entire  lobe  or  lung.  Obviously  the  only  meth- 
od by  which  the  physician  can  be  certain  of 
the  recency  of  the  lesion  is  by  having  a pre- 
vious normal  chest  roentgenogram  on  the 
same  patient.  In  speaking  of  an  early  lesion, 
the  entire  emphasis  is  upon  recency  of  chron- 
ological development.  A minimal  lesion,  on 
the  other  hand,  occupies  a limited  small  area 
on  the  chest  roentgenogram  and  does  not  con- 
tain a visible  cavity.  There  is  nothing  in  this 
definition  which  refers  to  the  age  of  the 
lesion.  A minimal  lesion,  therefore,  can  be 
either  an  old,  arrested  focus  or  an  early  in- 
filtrate providing  it  is  small  enough  to  be 
classified  as  minimal.  It  is  evident  that  the 
classification  of  minimal  emphasizes  only 
the  extent  of  involvement  and  that  great 
dissimilarity  may  exist  as  to  chronological 
age,  roentgen-ray  appearance,  and  pathologic 
character.  It  is  important  to  keep  these  def- 
initions in  mind  as  otherwise  much  confu- 
sion may  result. 

Much  attention  is  being  focused  upon  the 
minimal  lesion  as  a result  of  its  frequent 
appearance  in  the  mass  chest  surveys  which 
employ  photofluorography  and  the  70  mm. 
microfilming  techniques.  Every  case  of  min- 
imal tuberculosis  discovered  by  such  surveys 
should  be  carefully  studied  to  determine  if 
the  lesion  is  early  or  active,  as  the  manage- 


ment of  an  early  (active)  minimal  lesion 
and  an  old  (inactive)  minimal  lesion  may 
differ  considerably. 

PATHOLOGIC  BEHAVIOR  OF  LESIONS 

The  pathologic  alterations  of  the  early 
lesion  are  important,  and  therein  lies  the 
key  to  its  management.  All  early  lesions  are 
thought  to  have  a productive  tubercle  with 
caseation  at  the  center.  The  periphery  of 
such  lesions,  however,  is  composed  of  exu- 
date as  a rule,  and  not  infrequently  the 
exudative  extension  of  the  lesion  is  respon- 
sible for  almost  the  entire  shadow  cast  on 
the  roentgenogram.  Such  shadows  have  been 
described  as  having  a soft,  “cotton  ball”  ap- 
pearance with  hazy  indistinct  margins  that 
gradually  fade  into  the  surrounding  normal 
lung  parenchyma.  They  may  be  single  or 
multiple,  and  as  a rule  they  are  located  in 
either  an  apical  or  subapical  position. 

The  pathologic  behavior  of  the  early  lesion 
after  its  discovery  is  not  widely  appreciated 
by  the  medical  profession.  Such  a lesion  is 
practically  always  unstable  in  character  and 
should  never  be  regarded  lightly  by  the  clini- 
cian or  the  roentgenologist  simply  because 
of  its  small  size.  It  may  possess  a tendency 
to  progress  rapidly  under  unfavorable  cir- 
cumstances, and  the  physician  should  know 
that  progression  is  the  rule  whenever  he 
fails  to  institute  proper  treatment.  Unfor- 
tunately there  are  many  who  adopt  the  view- 
point that  most  of  these  early  lesions  heal 
without  treatment  and  that  no  more  than 
slight  restriction  of  activity  and  periodic 
roentgen-ray  observation  are  required.  In 
other  words,  why  worry  about  the  early 
lesion  when  there  are  so  many  advanced 
cases  that  need  treatment?  There  is  much 
need  for  an  infinitely  broader  concept  of 
the  disease,  and  it  should  be  kept  in  mind 
that  advanced  pulmonary  tuberculosis  al- 


Table  1. — Duration  of  Roentgen-Ray  Observation  of 
157  Minimal  Lesions  in  Hospital  Employees. 


Total 

One  Ob- 
servation 

Less 

Than 

2 Yrs. 

2-3 

Years 

3-4 

Years 

4-5 

Years 

5-10 

Years 

More 
Than  10 
Years 

157 

100.0% 

14 

8.9% 

29 

18.5% 

16 

10.2% 

13 

8.3% 

12 

7.6% 

48 

30.6% 

25 

15.9% 

ways  has  a beginning,  and  in  the  majority 
of  instances  the  first  manifestation  of  the 
disease  is  the  so-called  small,  early  lesion. 
The  physician  who  is  fortunate  enough  to 
discover  pulmonary  tuberculosis  in  this  early 
stage  and  who  denies  his  patient  prompt  and 
effective  treatment  is  obviously  not  aware 
of  the  potentialities  of  the  disease. 

In  support  of  the  contention  that  the  small 
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early  lesion  is  in  most  instances  progressive 
in  nature,  I would  like  to  call  upon  some  ex- 
periences over  an  eight-year  period  at  the 
University  of  Michigan  Hospital,3  a general 
hospital  of  about  1,000  beds.  In  1932  a case- 
finding program  was  started  among  the  em- 


years.  The  period  of  observation  is  highly 
important  in  studying  tuberculosis  and  is 
given  in  more  detail  in  table  1.  A compre- 
hensive study  of  this  group  of  hospital  em- 
ployees with  minimal  pulmonary  tubercu- 
losis has  been  made,  and  from  the  data  ac- 
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Fig.  1.  A series  of  chest  roentgenograms  of  a Negro  woman. 
The  first,  taken  November  9,  1941,  when  the  woman  was  23 
years  old,  is  negative.  A repeat  roentgenogram  taken  on  August 
17,  1942,  shows  a small  but  definite,  soft  early  minimal  infiltra- 
tion protruding  from  beneath  the  left  clavicle.  The  roentgenogram 
taken  March  23,  1943,  shows  extensive  spread  of  the  tuberculosis 
with  involvement  of  both  lungs. 

cumulated  some  interesting  facts  were  un- 
covered. 

There  was  a total  of  114  employees  with 
minimal  lesions  (table  2)  who,  after  com- 
plete clinical  evaluation,  were  allowed  to 
continue  work  under  observation.  In  89  the 
minimal  lesion  was  discovered  on  the  first 
employment  film  so  that  all  attempts  to 

Table  2. — Minimal  Lesion  Employees  Who  Were 
Allowed  to  Work. 


3-23-4-3 


Total 

Not 

Hospitalized 

Hospitalized 

Later 

Minimal  lesion  present  on  first 

89 

75 

14  (15.7%) 

15  (60.0%) 

as  well  as 

Minimal  lesion  present  on  later 
employment  film  (early  le- 
sion)   

25 

10 

1932  until 

Total 

114 

85 

29  (25.4%) 

1940,  some  5,500  employees  and  applicants 
had,  whenever  possible,  serial  chest  roent- 
genograms. During  this  period,  a total  of 
328  cases  of  pulmonary  tuberculos'is  were 
uncovered,  and  185  cases,  or  56  per  cent  of 
the  total,  were  in  the  form  of  minimal  dis- 
ease. Twenty-eight  applicants  were  refused 
employment,  leaving  157  employees  with 
minimal  disease  who  were  kept  under  roent- 
gen-ray observation  for  a median  of  four 


evaluate  the  risk  of  continued  employment 
were  without  any  exact  knowledge  as  to  the 
age  of  the  lesion.  Only  16  per  cent  of  this 
group  had  subsequently  to  be  hospitalized 
because  of  progression  of  the  lesion.  In  an- 
other group  of  patients,  the  initial  employ- 
ment film  was  normal  and  a tuberculous 
lesion  appeared  on  a later  serial  roentgeno- 
gram, so  that  the  presence  of  an  early  lesion 
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was  undisputed.  Of  these  patients  with 
known  early  lesions,  25  were  allowed  to  con- 
tinue working  under  observation  and  60  per 
cent  had  to  be  treated  with  bed  rest  at  a 
later  date  because  of  progression  of  the  dis- 
ease. Partly  as  a result  of  this  experience, 
the  policy  at  the  University  of  Michigan 
Hospital  is  to  hospitalize  immediately  all  em- 
ployees with  known  early  tuberculosis  and 
all  early  suspects.  With  the  patient  on  bed 
rest,  further  examinations  and  observation 
can  be  carried  out  with  safety,  and  at  the 
same  time  proper  treatment  is  being  given 
at  a period  when  the  probability  of  prevent- 
ing advanced  and  disabling  disease  is  high. 

Dr.  David  Reisner  of  New  York  has  re- 
cently had  the  opportunity  of  observing  for 
as  long  as  a ten-year  period  a rather  im- 
pressive series  of  248  patients  with  early 
lesions,  all  of  which  developed  within  one 
year  of  a normal  chest  roentgenogram.'5  His 
material  was  collected  from  the  various  tu- 
berculosis clinics  of  the  New  York  City  De- 
partment of  Health  through  routine  serial 
chest  roentgen-ray  examinations  of  appar- 
ently healthy  people,  most  of  whom  were 
contacts  of  known  cases  of  tuberculosis.  At 
the  time  tuberculosis  was  discovered,  most 
of  these  early  lesions  were  in  the  minimal 
stage  (76  per  cent  for  whites  and  55  per 
cent  for  nonwhites).  These  patients  with 
early  minimal  tuberculosis  were  then  fol- 
lowed, and  at  the  end  of  five  years,  the 
cumulative  percentage  of  “frank  progres- 
sion” was  found  to  be  nearly  90  per  cent 
for  nonwhites  and  nearly  60  per  cent  for 
whites.  By  “frank  progression,”  Dr.  Reisner 
meant  an  increase  in  the  extent  of  involve- 
ment from  minimal  into  a more  advanced 
stage,  so  that  the  above  figures  would  not 
include  a considerable  number  of  patients 
sustaining  an  increase  in  their  lesion  which 
did  not  exceed  the  confines  of  minimal  dis- 
ease. Finally,  it  should  be  emphasized  that 
the  early  lesions  mentioned  above  progressed 
despite  the  fact  that  about  one-third  of  the 
group  received  sanatorium  care  for  six 
months  or  longer,  the  remainder  receiving 
little  or  no  treatment. 

Dr.  Reisner’s  observations  serve  to  em- 
phasize the  point  that  early  pulmonary  tu- 
berculosis of  limited  extent  should  be  re- 
garded and  handled  as  active,  potentially 
progressive  disease.7  This  point  is  illustrated 
in  figure  1,  which  is  a series  of  chest  roent- 
genograms of  a Negro  woman.  The  first 
roentgenogram,  taken  November  9,  1941, 
when  the  woman  was  23  years  old,  was  nega- 
tive. A repeat  roentgenogram  on  August  17, 
1942,  revealed  a small  but  definite,  soft  early 


minimal  infiltration  protruding  from  beneath 
the  left  clavicle.  This  lesion  was  not  regarded 
seriously  by  the  clinician,  and  the  patient 
was  told  simply  “to  take  it  easy.”  In  a 
roentgenogram  taken  seven  months  later  the 
tuberculosis  was  shown  to  have  spread  exten- 
sively with  involvement  of  both  lungs. 

As  previously  emphasized,  the  diagnosis 
of  the  early  lesion  is  made  primarily  by 
routine  serial  chest  roentgenograms  of 
healthy  people.  Most  of  the  patients  have 
no  history  or  physical  signs  of  disease.  Their 
only  complaint  is  that  they  have  been  told 
that  a “spot”  has  appeared  on  a recent  chest 
roentgenogram.  The  physician  should  always 
make  certain  of  the  tuberculin  reaction,  but 
the  failure  to  obtain  a positive  test  at  the 
time  of  presumptive  diagnosis  should  not  in- 
terfere with  further  diagnostic  studies  and 
observation,  all  of  which  should  ideally  be 
carried  out  with  the  patient  on  bed  rest.  In 
this  way,  the  prolonged  observation  which 
is  so  often  essential  for  sound  clinical  judg- 
ment can  be  continued  with  safety  and  at 
the  same  time  proper  treatment  is  being 
initiated  during  the  early  phase  of  the  dis- 
ease when  the  return  on  the  therapeutic  in- 
vestment is  higher  than  it  is  apt  to  be  at 
any  subsequent  period. 

The  presence  of  tubercle  bacilli  in  the 
sputa  or  gastric  contents  can  be  found  by 
repeated  and  careful  search,  including  cul- 
ture and  guinea  pig  inoculation,  in  as  high 
as  from  50  to  75  per  cent  of  cases  of  early 
disease.  A search  for  the  organism  should 
therefore  always  be  made.  Failure  to  find 
the  tubercle  bacillus,  however,  should  not 
detain  the  physician  from  instituting  and 
continuing  with  prompt  and  thorough  treat- 
ment, providing  the  tuberculin  test  and  the 
behavior  of  the  lesion  on  the  roentgenogram 
are  consistent  with  a diagnosis  of  tubercu- 
losis. 

It  should  be  kept  in  mind  that  this  dis- 
cussion concerns  early  tuberculosis,  a situa- 
tion which  should  be  regarded  as  being  al- 
most synonymous  with  active  tuberculosis. 
Some  of  the  recent  policies  advocated  in 
regard  to  the  handling  of  minimal  tubercu- 
losis, the  age  and  activity  of  which  is  often 
unknown  when  it  is  discovered  on  the  roent- 
genogram, are  not  altogether  applicable  to 
the  early  lesions.2'  4 

TREATMENT 

The  need  for  prompt  and  intensive  treat- 
ment coupled  with  prolonged  follow-up  ob- 
servation of  the  early  lesion  has  been  em- 
phasized. As  a rule,  the  response  to  proper 
management  is  gratifying.  Early  tubercu- 
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losis  is  largely  composed  of  exudate  and  is 
capable  of  undergoing  resolution,  at  least  as 
far  as  the  exudative  component  is  concerned. 
Such  resolution  must  take  place,  however, 
before  necrosis  or  caseation  occurs.  In  the 
latter  event,  large  amounts  of  caseous  tissue 
containing  many  viable  tubercle  bacilli  are 
encapsulated  and  retained  and  always  con- 
stitute a more  serious  threat  to  later  break- 
down and  dissemination  of  the  disease. 
Proper  treatment  in  the  first  few  weeks 
may  direct  the  pathologic  process  toward 
resolution  rather  than  toward  further  casea- 
tion, a step  which  may  be  far  more  important 
than  anything  the  physician  can  do  later.1 

The  necessity  for  prompt  and  thorough 
treatment,  then,  is  based  upon  the  follow- 
ing facts:  (1)  Healing  of  a large  portion 
of  the  lesion  by  resolution  is  possible.  (2) 
If  the  lesion  is  small,  as  it  usually  is,  the 
time  and  expense  involved  in  treatment  is 
greatly  minimized.  (3)  Progression  to  the 
more  advanced  forms  of  the  disease  is  avoid- 
able. (4)  The  patient  is  able,  after  a rela- 
tively short  period  of  treatment,  to  return 
to  a useful  place  in  society. 

The  actual  treatment  methods  used  will 
vary  to  a certain  extent  depending  upon  the 
experience  of  the  physician,  the  availability 
of  sanatorium  or  hospital  beds,  and  the  co- 
operation of  the  patient.  It  is  beyond  the 
scope  of  this  paper  to  weigh  the  merits  of  the 
various  methods  advocated  by  different  au- 
thors. Once  more,  experiences  at  the  Univer- 
sity of  Michigan  Hospital  will  be  called  upon 
to  portray  what  can  be  accomplished  and  to 
stress  the  importance  of  long  periods  of  fol- 
low-up observation  in  evaluating  the  results 
of  treatment. 

Seventy-two  employees  with  minimal  pul- 
monary tuberculosis,  most  of  which  was 
early  disease,  were  treated  with  strict  bed 
rest.3  In  nearly  50  per  cent,  bed  rest  alone 
was  adequate  to  arrest  the  disease.  In  the 
remaining  50  per  cent,  some  form  of  col- 
lapse therapy  was  used  because  the  lesion 
did  not  present  a tendency  to  heal  satisfac- 
torily or  because  in  a few  instances  pro- 
gression was  observed  despite  bed  rest.  The 
policy  of  always  using  temporary  phrenic 
paralysis  as  the  first  collapse  procedure  was 
carried  out  with  amazing  consistency  over 
the  eight  year  period  of  this  study.  Those 
lesions  which  revealed  a tendency  to  pro- 
gress usually  did  so  within  a matter  of  weeks 
after  initiating  bed  rest,  and  in  those  in- 
stances phrenic  paralysis  was  promptly  in- 
stituted so  that  little  or  no  time  was  lost. 

Slightly  less  than  10  per  cent  of  the  pa- 
tients so  handled  came  to  pneumothorax, 


either  because  of  continued  progression  of 
the  lesion  or  because  the  surgeon  was  un- 
able to  paralyze  the  diaphragm.  In  one  in- 
stance the  patient  developed  bronchial  dis- 
ease in  the  face  of  both  phrenic  paralysis 
and  pneumothorax,  an  empyema  ensued,  and 
thoracoplasty  eventually  had  to  be  done  be- 
fore the  disease  was  controlled.  Follow-up 
observation,  which  has  been  as  long  as 
twelve  years,  has  revealed  that  about  20  per 
cent  of  these  patients  returned  to  work  and 
later  had  to  be  readmitted  to  the  hospital 
because  of  relapse.  All  such  relapses  occurred 
within  four  and  one-half  years  of  returning 
to  work  and  most  of  them  within  two  and 
one-half  years.  There  have  been  no  deaths, 
2 patients  were  still  under  treatment  at  the 
close  of  the  study  in  January,  1945,  but  their 
progress  remains  favorable,  and  the  remain- 
der were  healthy  and  working  when  heard 
from  last. 

The  policies  of  treatment*  used  in  the 
group  of  patients  discussed  above  consisted 
of  strict  bed  rest  as  a fundamental  underly- 
ing procedure  in  all  cases.  Bed  rest  was 
continued  until  the  lesion  had  become  stable 
by  roentgenogram,  the  patient  was  bacterio- 
logically  negative,  and  all  evidence  of  activity 
of  the  disease,  such  as  fever,  had  subsided. 
In  most  cases,  all  or  part  of  such  treatment 
was  carried  out  in  the  sanatorium  or  hos- 
pital where  nursing  care  and  freedom  from 
responsibilities  were  available.  When  the 
above  criteria  were  fulfilled,  physical  activ- 
ity was  resumed  gradually.  Periodic  roent- 
genographic  observations  were  carried  out 
at  least  once  per  month,  as  were  examina- 
tions of  the  sputa  or  gastric  contents,  sedi- 
mentation rates,  and  blood  counts,  all  of 
which  gave  useful  information  for  estimat- 
ing the  patient’s  progress.  The  diet  was  well 
rounded,  high  in  protein  and  vitamin  con- 
tent, and  was  supplemented  by  addition  of 
vitamins  A,  C,  and  D,  usually  in  the  form 
of  cod  liver  oil  and  tomato  juice.  The  pol- 
icies concerning  collapse  therapy  have  al- 
ready been  discussed. 

The  use  of  streptomycin  in  the  early  case 
of  pulmonary  tuberculosis  is  clearly  indi- 
cated when  the  extent  of  the  early  process 
exceeds  the  limitations  of  minimal  disease.5'  8 
When  the  early  tuberculous  process  is  mini- 
mal in  extent,  however,  the  Council  on 
Pharmacy  and  Chemistry  has  advised  that 
streptomycin  not  be  used.  The  chief  conten- 
tions against  the  use  of  the  drug  have  been 
that  it  produces  toxic  manifestations  rather 

*These  policies  were  developed  by  Dr.  John  B.  Barnwell,  for 
many  years  director  of  the  Tuberculosis  Unit  at  the  University 
of  Michigan  Hospital  and  at  present  chief  consultant  in  tuber- 
culosis for  the  Veterans  Administration,  Washington,  D.  C. 
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uniformly  in  the  vestibular  portions  of  the 
eighth  cranial  nerve,  and  that  with  its  pro- 
longed use  the  phenomenon  of  bacterial  re- 
sistance is  prone  to  develop.  In  view  of  the 
relatively  good  prognosis  of  early  minimal 
lesions  with  other  methods  of  therapy,  it  has 
been  thought  unwise  to  inflict  these  toxic 
manifestations,  as  well  as  a streptomycin  re- 
sistant bacterial  population,  upon  the  patient. 
It  appears  to  me  that  this  viewpoint  should 
be  challenged,  particularly  in  the  light  of 
more  recent  developments  in  regard  to  strep- 
tomycin therapy. 

There  is  now  reliable  evidence  to  show  that 
reduction*  of  the  dosage  of  streptomycin  to 
1.0  Gm.  a day  or  less  is  equally  as  effective 
as  higher  doses,  and  that  the  incidence  of 
toxic  manifestations  is  considerably  less- 
ened.9 The  recent  addition  of  dihydrostrep- 
tomycin to  the  therapeutic  agenda  also  offers 
promise  of  a streptomycin  product  with  less- 
ened toxicity  for  the  nervous  system.  The 
development  of  bacterial  resistance  is  a 
phenomenon  which  takes  place  as  a rule 
when  streptomycin  therapy  is  continued  be- 
yond six  to  eight  weeks.9  By  discontinuing 
the  drug  at  the  end  of  six  weeks  of  therapy, 
apparently  the  majority  of  patients  are 
spared  the  risk  of  developing  bacterial  re- 
sistance, but  within  this  time  it  is  possible 
to  attain  important  therapeutic  gains  in  the 
treatment  of  early  exudative  tuberculous 
lesions.  The  tendency,  then,  toward  a lesser 
dosage  of  streptomycin  over  a shorter  period 
of  time  with  good  therapeutic  results  is  do- 
ing much  to  challenge  the  present  concept 
regarding  the  use  of  this  drug  in  treating 
early  minimal  pulmonary  tuberculosis.  Final- 
ly, there  has  been  some  feeling  that  giving 
streptomycin  may  alter  the  normally  develop- 
ing immune  response  of  the  patient,  but  fur- 
ther studies  will  have  to  be  made  before 
proof  of  such  an  argument  is  available. 

On  the  other  hand,  there  is  enough  evi- 
dence compiled  by  various  investigators  to 
show  that  streptomycin  is  definitely  indi- 
cated in  the  rapidly  advancing  pneumonic 
form  of  early  pulmonary  tuberculosis,  and 
under  such  circumstances  the  drug  is  often 
life-saving.  It  is  important  to  combine  strep- 
tomycin with  other  established  forms  of 
treatment  or  the  patient  may  relapse  when 
the  drug  is  discontinued  or  when  the  organ- 
isms become  resistant. 

The  problem,  then,  is  how  often  strepto- 
mycin should  be  used  in  cases  of  early  pul- 
monary tuberculosis.  The  indication  is  def- 
initely present  in  the  severe  pneumonic  form 
or  in  the  extensive  hematogenous  type  of 
early  disease.  In  the  early  minimal  lesions, 
it  appears  that  more  careful  study  needs  to 


be  done,  but  the  evidence  for  withholding 
the  drug  seems  to  be  losing  ground.  Why 
should  a useful  weapon  be  withheld  at  a 
time  when  it  may  well  help  to  wield  a de- 
cisive blow,  just  because  the  lesion  fails  to 
measure  a certain  diameter?  No  matter  what 
the  size  of  the  lesion,  if  the  time  required  for 
cure  can  be  shortened  without  the  patient’s 
suffering  toxic  side  effects,  the  drug  is  prob- 
ably worth  a trial.  Careful  clinical  studies 
with  long  periods  of  follow-up  observation 
are  important,  of  course,  if  the  questions  of 
altered  immunity  or  tendency  to  relapse  are 
to  be  answered. 

SUMMARY 

Discovery  and  treatment  of  the  early  le- 
sions of  pulmonary  tuberculosis  are  highly 
desirable  as  methods  of  tuberculosis  control. 
The  pathologic  alteration  in  such  lesions 
lends  itself  well  to  prompt  and  intensive 
treatment,  but  if  the  physician  fails  to  in- 
stitute treatment,  progression  to  advanced 
and  disabling  disease  is  the  rule.  Various 
aspects  of  the  treatment  of  the  early  lesion 
are  discussed. 
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ABSTRACT  OF  DISCUSSION 

Dr.  R.  G.  McCorkle,  San  Antonio:  The  diagnosis 
and  treatment  of  early  pulmonary  tuberculosis  has 
been  the  goal  of  all  physicians,  whether  general 
practitioners  or  chest  specialists.  Since  institution 
of  the  widespread  use  of  the  miniature  film  by  state 
boards  of  health  and  the  tuberculosis  associations, 
early  symptomless  pathologic  lesions  have  been  dis- 
covered" which  could  not  have  been  diagnosed  by 
the  routine  physical  examination. 

The  first  consideration  is,  “Does  this  person  have 
pulmonary  tuberculosis  or  not,  and  if  so,  is  the  dis- 
ease active?”  The  next  step  is  a 14  by  17  inch  film 
of  the  chest  and  then  routine  examinations,  such 
as  sputum  tests,  sedimentation  rate,  and  the  tem- 
perature chart.  If  the  disease  is  active,  the  phy- 
sician tries  to  find  out  the  age  of  the  lesion,  and 
this  calls  for  a careful  past  history  of  illness  and 
an  opinion  from  the  roentgen-ray  diagnostician  as 
to  the  age  of  the  lesion,  that  is,  if  the  lesion  is 
exudative,  chronic  productive,  or  caseous  pneumonic 
or  a mixture  of  these.  If  active,  the  treatment  is  rest, 
fresh  air,  and  nourishing  food,  and  recently,  strep- 
tomycin. 

The  use  of  streptomycin  in  the  unstable  or  stable 
exudative  lesion  will  naturally  bring  on  discussion 
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and  dissension.  Usually  the  early  minimal  active 
exudative  lesion  will  respond  to  bed  rest  over  a 
period  of  time,  but  I believe  that  a quicker  response 
and  clearing  can  be  obtained  if  streptomycin  is 
added.  The  period  of  time  the  drug  should  be  used 
is  a debatable  question,  varying  from  forty-two  to 
one  hundred  twenty  days.  The  dosage  has  decreased 
to  1 Gm.  in  twenty-four  hours.  The  diagnosis  of 
activity  of  an  early  lesion  is  difficult  and  in  some 
cases  takes  time. 

Routine  photofluorography  has  uncovered  exten- 
sive tuberculous  involvement  which  has  not  caused 
symptoms,  if  the  history  given  by  the  patient  can 
be  believed.  Rest,  fresh  air,  and  nourishing  food  plus 
streptomycin  should  be  the  first  line  of  defense,  and 
then  if  no  results  are  achieved,  some  type  of  col- 
lapse therapy. 

INDICATIONS  FOR  PULMONARY 
RESECTION 
G.  V.  BRINDLEY,  JR.,  M.  D. 

TEMPLE,  TEXAS 

In  the  last  few  years  much  progress  has 
been  made  in  the  surgical  treatment  of  pul- 
monary diseases.  The  development  of  new 
operative  procedures  and  refinements  in  an- 
esthesia and  surgical  technique  have  altered 
the  indications  for  surgery  in  the  treatment 
of  many  diseases  involving  the  lungs.  The 
purpose  of  this  paper  is  to  present  some  of 
the  newer  concepts  regarding  the  indications 
for  pulmonary  resection. 

CARCINOMA  OF  LUNG 

One  of  the  most  important  indications  for 
lung  resection  is  pulmonary  malignancy.  The 
frequency  of  this  condition  is  emphasized 
when  it  is  realized  that  large  series  of  au- 
topsy figures  'reveal  that  the  incidence  of 
bronchogenic  carcinoma  is  exceeded  only  by 
cancer  of  the  stomach,  and  the  most  recent 
figures  place  the  relative  incidence  as  being 
practically  equal. 

Etiology  and  Incidence. — About  the  only 
accepted  fact  concerning  the  etiology  of  car- 
cinoma of  the  lung  is  that  chronic  irritation, 
in  many  forms,  seems  to  predispose  the  pa- 
tient to  the  formation  of  malignant  pulmo- 
nary neoplasms.  Because  of  occupational  irri- 
tants, the  incidence  of  pulmonary  cancers 
might  be  expected  to  be  higher  in  the  male, 
and  actually  the  incidence  is  almost  6 males 
to  1 female.  The  two  lungs  are  involved  with 
practically  equal  frequence.  The  age  inci- 
dence is  similar  to  that  for  patients  with 
cancers  in  other  parts  of  the  body,  the  ma- 
jority of  the  patients  being  between  40  and 
60  years. 

Signs  and  Symptoms. — It  is  important  to 
review  some  of  the  signs  and  symptoms  of 
lung  cancers.  Cough  is  the  most  frequent 

From  the  Department  of  Surgery,  Scott  and  White  Clinic. 

Read  before  the  Section  on  Surgery,  State  Medical  Association 
of  Texas,  Annual  Session,  Houston,  April  27,  1948. 


symptom  and  is  present  in  from  70  to  90  per 
cent  of  the  patients.  Since  so  many  people 
without  malignant  pulmonary  disease  also 
have  a cough,  careful  evaluation  of  this 
symptom  must  be  made.  As  pointed  out  by 
Rienhoff,5  change  in  the  nature  of  a cough 
or  development  of  an  unexplained  cough  in 
a patient  who  did  not  cough  previously  is 
especially  significant. 

Hemoptysis  frequently  occurs  and  often 
is  the  symptom  which  causes  the  patient  to 
consult  a physician.  Unless  clinical  examina- 
tions indisputably  establish  the  diagnosis  of 
tuberculosis,  bronchiectasis,  or  lung  abscess, 
hemoptysis  must  be  considered  as  due  to 
intrabronchial  neoplasms  until  this  cause  has 
been  carefully  excluded.  It  should  be  recalled 
that  any  of  the  diseases  just  mentioned  may 
also  be  associated  with  bronchial  carcinoma. 

Occasionally,  vague  thoracic  pain  may  be 
a symptom,  and  in  the  more  peripherally 
located  lesions  pain  may  be  one  of  the  earliest 
symptoms.  Persistent  unexplained  thoracic 
pain  should  always  suggest  pulmonary  can- 
cer to  the  examiner. 

As  mentioned  in  a previous  publication,3 
dyspnea  appears  late  in  the  disease  only 
after  the  neoplasm  has  interfered  with  res- 
piratory function,  either  by  bronchial  ob- 
struction or  by  extension  to  the  pleura  and 
subsequent  pleural  effusion. 

When  the  tumor  involves  the  lower  lobe 
of  the  left  lung,  epigastric  distress  may  occur 
and  occasionally  is  accompanied  by  nausea 
and  vomiting.  Late  symptoms  are  loss  of 
weight  and  strength,  dyspnea,  cyanosis,  and 
symptoms  due  to  metastasis  or  invasion  of 
contiguous  structures. 

Diagnosis. — Roentgenography  of  the  chest 
is  one  of  the  most  important  means  of  ex- 
amination available  and  it  suggests  the  diag- 
nosis in  most  cases.  Bronchoscopy  should 
be  employed  as  a routine  procedure  in  prac- 
tically all  cases  in  which  primary  carcinoma 
of  the  bronchus  is  suspected.  The  lesion  can 
be  visualized  and  a biopsy  specimen  taken 
in  from  50  to  70  per  cent  of  cases.  In  those 
cases  in  which  a positive  diagnosis  cannot 
be  made  by  biopsy,  microscopic  examination 
of  secretions  aspirated  from  the  involved 
bronchus  frequently  establishes  the  diag- 
nosis. 

Exploratory  thoracotomy  should  be  per- 
formed when  it  is  impossible  to  make  a 
definite  diagnosis  of  a known  or  suspected 
pulmonary  neoplasm.  It  is  a relatively  safe 
procedure,  associated  with  no  more  risk  than 
an  exploratory  celiotomy,  and  should  be  used 
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whenever  necessary  to  make  a positive  diag- 
nosis. 

Treatment. — It  is  my  opinion  that  the 
proper  treatment  of  bronchogenic  carcinoma 
is  total  pneumonectomy  and  excision  of  the 
regional  lymph  nodes.  There  may  be  an 
occasional  case  in  which  the  lesion  is  quite 
small  and  peripheral  in  which  lobectomy 
would  be  sufficient,  but  I believe  that  pneu- 
monectomy with  excision  of  the  mediastinal 
nodes  offers  a better  prognosis  as  regards 
recurrence  of  the  malignancy. 

BRONCHIAL  ADENOMAS 

Considerable  difference  of  opinion  still  ex- 
ists regarding  the  malignancy  or  benignancy 
of  adenomas  of  the  bronchus.  Their  growth 
apparently  is  usually  slow  but  authentic  in- 
cidents of  metastasis  have  been  reported. 
Therefore,  it  seems  that  these  lesions  should 
be  considered  to  be  low  grade  malignancies. 
However,  bronchial  adenomas  differ  in  many 
respects  from  the  ordinary  type  of  carci- 
noma of  the  lung.  Bronchogenic  carcinoma 
occurs  more  often  in  men,  in  the  older  age 
groups,  and  is  associated  with  a relatively 
poor  prognosis.  Adenoma  of  the  bronchus 
occurs  predominantly  in  women,  usually  in 
patients  less  than  40  years  of  age,  and  is 
associated  with  a much  better  prognosis. 
Symptoms  of  adenoma  of  the  bronchus  nat- 
urally resemble  those  of  bronchogenic  car- 
cinoma and  usually  the  differentiation  must 
be  made  by  bronchoscopy  and  biopsy. 

Bronchoscopic  removal  of  the  adenoma  has 
been  advocated  by  some  but  in  most  cases 
lobectomy  seems  preferable,  for  several  rea- 
sons : ( 1 ) Definite  metastases  have  been  re- 
ported, confirming  the  impression  that  this 
is  a malignant  tumor.  (2)  The  adenoma  fre- 
quently extends  outside  the  bronchus  and 
complete  removal  by  bronchoscopy  may  be 
impossible.  Furthermore,  the  vascularity  of 
the  tumor  makes  its  removal  by  bronchos- 
copy difficult.  (3)  If  the  adenoma  has  pro- 
duced considerable  bronchial  obstruction, 
rather  extensive  suppurative  disease  may  be 
present  in  the  lobe  distal  to  the  obstruction. 

BRONCHIECTASIS 

One  of  the  most  frequent  indications  for 
pulmonary  resection  is  bronchiectasis.  It  is 
a serious  chronic  disease  accompanied  by 
physical  and  psychologic  debility.  Many 
causes  of  bronchiectasis  have  been  mentioned 
but  the  most  important  are  bronchial  infec- 
tion and  obstruction.  As  pointed  out  by 
Adams,1  some  of  the  common  contributing 
causes  are  ( 1 ) diseases  of  the  accessory  air 
passages;  (2)  respiratory  infections  and  in- 


fectious diseases,  such  as  recurrent  bronchi- 
tis, pneumonia,  measles,  pertussis,  and  scar- 
let fever;  (3)  cystic  disease  of  the  lung; 
(4)  bronchial  obstruction,  including  foreign 
body,  hyperplasia  of  mediastinal  lymph 
nodes,  and  carcinoma  or  adenoma  of  the 
bronchus;  (5)  emphysema  or  atelectasis; 
(6)  situs  inversus,  and  (7)  sinusitis. 

It  is  rather  generally  agreed  that  the  med- 
ical treatment  of  bronchiectasis  is  only  pal- 
liative and  that  in  most  patients  who  are 
satisfactory  operative  risks,  resection  of  the 
diseased  pulmonary  tissue  is  indicated. 

Bronchiectasis  limited  to  one  lobe  or  to 
a segment  of  a lobe  is  the  ideal  indication 
for  surgical  treatment : lobectomy  or  seg- 
mental lobectomy.  The  combinations  of  left 
lower  lobectomy  and  lingulectomy,  or  right 
lower  and  right  middle  lobectomy  can  be  per- 
formed when  necessary  with  little  added 
risk.  If  the  disease  involves  all  the  lobes 
of  one  lung,  if  the  patient  is  a suitable  risk, 
and  if  he  has  sufficient  pulmonary  reserve, 
pneumonectomy  is  indicated.  Bilateral  lobec- 
tomy, in  stages,  is  associated  with  a greater 
hazard  than  lobectomy  performed  for  uni- 
lateral disease;  but  in  suitable,  carefully 
chosen  cases  it  may  be  the  preferable  plan 
of  treatment. 

CHRONIC  LUNG  ABSCESS 

Chronic  pulmonary  abscesses  which  have 
thick  fibrous  walls,  or  are  associated  with 
extensive  pulmonary  suppurative  disease,  or 
persist  after  open  drainage  pf  the  abscess 
has  been  performed,  should  be  treated  by  re- 
section of  the  diseased  lobe  or  lobes.  Several 
surgeons  have  shown  in  recent  reports4- G 
that  pulmonary  resection  for  chronic  lung 
abscess  can  be  performed  with  a mortality 
of  only  from  5 to  8 per  cent,  and  a cure  rate 
of  from  80  to  91  per  cent. 

Since  the  disease  is  completely  eradicated 
at  the  time  of  resection,  rehabilitation  of 
the  patient  is  much  more  rapid  than  after 
open  drainage  of  this  type  of  lesion. 

CHRONIC  NONSPECIFIC  SUPPURATIVE 
PNEUMONITIS 

This  is  a chronic  disease  of  unknown  etiol- 
ogy and  insidious  onset.  The  patient  usually 
has  a chronic  cough,  productive  of  moderate 
amounts  of  mucopurulent  sputum,  and  oc- 
casional hemoptysis.  There  is  a low  grade 
fever,  and  chest  roentgenograms  reveal  an 
area  of  increased  density  extending  out  from 
the  hilus,  suggestive  of  pneumonitis.  The 
resected  specimen  reveals  a chronic  suppura- 
tive pneumonitis,  with  fibrosis,  many  lym- 
phocytes and  plasma  cells,  and  the  presence 
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of  macrophages  containing  lipoid  material. 
The  pathologic  picture  suggests  lipoid  pneu- 
monia but  many  times  no  history  of  the  use 
of  an  oily  substance  can  be  elicited. 

Careful  search  for  tubercle  bacilli  should 
be  made  to  exclude  tuberculosis.  Bronchog- 
raphy is  useful  in  differentiating  the  dis- 
ease from  bronchiectasis.  The  fact  that  cavi- 
tation is  not  present  helps  exclude  nontu- 
berculous  lung  abscess.  It  is  difficult,  and 
frequently  impossible,  to  rule  out  the  possi- 
bility of  carcinoma  without  an  exploratory 
thoracotomy.  Bronchoscopy  and  examination 
of  secretions  aspirated  from  the  suspected 
bronchus  are  valuable  in  the  differential 
diagnosis. 

In  a recent  report,2  Adams  and  Kershner 
have  suggested  that  roentgen-ray  treatments 
may  be  effective  in  early  cases.  If  roentgen- 
ray  and  medical  treatments  are  not  success- 
ful, pulmonary  resection  is  indicated. 

PULMONARY  CYSTS 

Cystic  disease  of  the  lungs  may  be  of 
congenital  or  acquired  origin.  Congenital 
cystic  disease  may  be  considered  in  two 
groups.  The  first  is  the  large  solitary  cyst 
which  may  occupy  one  or  more  lobes.  Such 
cysts  may  displace  the  heart  and  mediasti- 
num and  cause  considerable  compression  of 
the  surrounding  pulmonary  tissue.  The  sec- 
ond type  of  congenital  lung  cysts  is  one  in 
which  the  lung  parenchyma  is  replaced  by 
multiple  miliary  cysts  or  large  multilocular 
cysts. 

Acquired  cysts  usually  develop  following- 
respiratory  infection,  chronic  bronchitis, 
emphysema,  or  bronchial  asthma.  Any  lesion 
producing  incomplete  obstruction  of  the 
bronchus  may  be  followed  by  emphysema, 
blebs,  and  bullae.  Uncomplicated  lung  cysts 
rarely  produce  symptoms.  However,  they  are 
subject  to  several  serious  complications. 
Probably  the  most  frequent  is  hemorrhage, 
followed  in  frequency  by  infection  and  spon- 
taneous pneumothorax. 

Drainage  of  a pulmonary  cyst  is  inade- 
quate and  leads  to  an  infected  cavity  with 
a draining  sinus.  Because  of  the  nature  of 
the  lesion,  resection  of  the  pulmonary  tissues 
containing  the  cystic  disease  is  the  proper 
surgical  treatment. 

PULMONARY  TUBERCULOSIS 

There  are  still  differences  of  opinion  re- 
garding the  indications  for  lobectomy  and 
pneumonectomy  in  the  surgical  treatment  of 
pulmonary  tuberculosis.  Thoracic  surgeons 
agree  that  resection  is  a valuable  addition 
to  the  surgical  armamentarium  and  are  now 


endeavoring  to  establish  definite  indications 
for  each  procedure.  The  indications  must 
necessarily  vary  with  each  patient  but  gen- 
erally may  be  classified  as  follows : 

Lobectomy. 

1.  Stenotic  lesions  of  the  lobar  bronchi. 

2.  Residual  cavitation  and  positive  sputum 
after  thoracoplasty. 

3.  Tuberculoma. 

4.  Tuberculous  bronchiectasis,  with  posi- 
tive sputum,  without  parenchymal  dis- 
ease, and  without  visible  bronchial  ul- 
cerations. 

5.  Thick  walled  tension  type  cavities,  es- 
pecially hilar,  in  the  lower  lobe,  which 
are  uncontrolled  by  more  conservative 
measures. 

Pneumonectomy. 

1.  Stenosis  of  the  right  or  left  main  bron- 
chus. 

2.  Uncontrolled  unilateral  disease  follow- 
ing thoracoplasty. 

Contraindications. 

1.  Bilateral  active  tuberculosis. 

2.  Progressive  bronchial  ulcerations. 

In  carefully  chosen  cases  the  incidence  of 
postoperative  complications  has  been  low. 
However,  pulmonary  resection  is  not  a sub- 
stitute for  collapse  therapy  and  where  one 
of  these  procedures  seems  likely  to  be  ef- 
fective, it  should  be  used  in  preference  to 
resection. 

With  refinements  in  anesthesia,  improve- 
ments in  surgical  technique,  and  the  devel- 
opment of  newer  chemotherapeutic  agents, 
resection  promises  to  assume  a more  im- 
portant role  in  the  treatment  of  pulmonary 
tuberculosis. 

CONCLUSIONS 

1.  Pulmonary  resection  can  now  be  per- 
formed as  safely  as  comparable  major  surg- 
ery elsewhere  in  the  body. 

2.  Pneumonectomy  is  the  treatment  of 
choice  in  bronchogenic  carcinoma. 

3.  Bronchial  adenomas  should  be  consid- 
ered as  low  grade  malignancies.  Occasionally 
bronchoscopic  removal  may  be  sufficient, 
but  usually  lobectomy  is  preferable. 

4.  Bronchiectasis  is  a serious  chronic  dis- 
ease accompanied  by  physical  and  psycho- 
logic debility.  In  most  patients  who  are 
satisfactory  operative  risks  and  in  whom 
the  disease  is  not  too  extensive,  resection 
of  the  diseased  pulmonary  tissue  is  indicated. 

5.  Chronic  lung  abscesses  which  have 
thick  fibrous  walls,  or  are  associated  with 
extensive  pulmonary  suppurative  disease,  or 
persist  after  open  drainage  of  the  abscess  has 
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been  performed,  should  be  treated  by  re- 
section of  the  diseased  lobe  or  lobes. 

6.  Chronic  nonspecific  suppurative  pneu- 
monitis is  an  indication  for  pulmonary  re- 
section if  medical  treatment  is  unsuccessful. 

7.  Localized  cystic  disease  of  the  lungs  is 
best  treated  by  removal  of  the  involved  pul- 
monary tissues. 

8.  Pulmonary  resection  may  be  useful  in 
the  surgical  treatment  of  pulmonary  tuber- 
culosis. The  indications  for  lobectomy  and 
pneumonectomy  have  been  reviewed. 
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ABSTRACT  OF  DISCUSSION 

Dr.  A.  W.  Harrison,  Galveston:  Dr.  Brindley  has 
given  a clear  and  concise  outline  of  the  indications 
for  pulmonary  resection.  These  are  consistent,  for 
the  most  part,  with  opinions  of  other  thoracic  sur- 
geons throughout  the  country,  and  they  have  been 
set  down  in  unusually  lucid  fashion.  This  facility  of 
Dr.  Brindley,  however,  should  not  be  allowed  to  lead 
us  into  thinking  the  problem  is  simple. 

Diagnosis  is  still  the  major  problem.  The  solution 
of  this  problem  takes  time,  and  time  is  often  our 
undoing.  A straightforward  case  of  bronchiectasis 
does  not  usually  cause  the  internist  or  general  prac- 
titioner a great  deal  of  concern.  The  extent  of  the 
disease  may  pass  on  to  the  specialist  the  decision 
of  whether  or  not  to  operate,  but  delay  here  is  not 
so  critical. 

It  is  the  early  diagnosis  and  treatment  of  pri- 
mary lung  cancer  that  is  the  greatest  challenge  and 
responsibility.  It  is  still  a matter  of  several  months 
before  the  average  patient  presents  himself  after 
onset  of  his  symptoms,  and  to  plague  us  more  is  the 
fact  that  there  are  another  two  to  three  months 
before  he  is  operated  upon.  Here  are  two  responsi- 
bilities which  physicians  have  not  fully  assumed. 

A casual  perusal  of  the  records  of  the  University 
of  Texas  Hospitals  for  the  last  two  years  revealed 
some  38  cases  of  primary  carcinoma  of  the  lung.  Out 
of  all  these  there  were  only  9 in  whom  pneumonec- 
tomy was  done.  In  less  than  half  of  these  9 was 
there  any  hope  of  cure.  This  is  in  line  with  the 
records  of  other  clinics  over  the  country. 

Physicians  who  see  only  an  occasional  case  in 
their  own  practice  are  not  so  impressed.  But  imagine 
finding  3 out  of  every  4 cases  explored  inoperable. 
Imagine  facing  3 out  of  every  4 hopeful  families 
with  bad  news.  Here  is  the  no.  1 problem  in  lung 
surgery. 

In  the  non-neoplastic  field  the  practical  applica- 
tion of  advances  in  physiology  and  technique  has 
not  kept  apace.  Segmental  resection  is  commonplace, 
but  how  often  is  the  respiratory  function  carefully 
assayed?  How  often  can  the  physician  tell  a patient 
exactly  what  his  breathing  reserve  will  be  following 
operation?  These  are  refinements  that  are  yet  to 
come,  for  the  most  part. 

Contraindications  to  lung  resection  seem  to  be 
only  relative.  Certainly  age  is  no  longer  a critical 


consideration.  If  a patient  is  not  in  obvious  heart 
failure,  the  physician  is  tempted  to  proceed  with 
resection  of  a cancer  if  at  all  possible.  On  the  other 
hand  resection  of  a cystic  lung  in  the  presence  of 
rheumatic  heart  disease  may  be  entirely  question- 
able. In  general  it  seems  the  trend  is  toward  a 
neater  handling  of  the  complicating  factors  and 
proceeding  to  desirable  surgical  ends. 


SURVEY  OF  METHODS  FOR 

DETECTION  AND  MEASUREMENT 
OF  IONIZING  RADIATIONS 

L.  M.  GARRETT,  M.  D. 

CORPUS  CHRISTI,  TEXAS 

If  and  when  atomic  warfare  comes,  the 
most  important  medical  apparatuses  in  use 
will  be  the  Geiger  counter,  the  portable  ioni- 
zation chamber,  or  some  similar  device.  At 
that  time,  not  only  radiologists  but  all  the 
medical  profession  will  be  forced  to  become 
acquainted  with  methods  of  measurement  of 
the  devastating  radioactivity  that  would  fol- 
low such  an  event.  Even  now  the  Army  and 
Navy  are  running  training  courses  in  such 
techniques.  Radiologists  will  be  looked  to  for 
information  and  advice  on  this  subject,  and 
it  behooves  them  to  renew  their  knowledge 
and  interest  in  the  detection  and  accurate 
measurements  of  such  radiations. 

However,  even  if  the  atomic  bomb  had 
never  been  developed,  other  advances  in 
physics  and  medicine  make  an  accurate 
knowledge  of  mensuration  of  radioactivity  a 
“must”  for  radiologists.  The  radioactive  iso- 
topes produced  in  the  cyclotron  and  the  ura- 
nium pile  could  not  be  used  in  research  as 
“tracers”  or  in  medicine  as  diagnostic  or 
therapeutic  agents  if  their  radioactivity 
could  not  be  accurately  estimated.  Increased 
realization  of  the  dangers  of  chronic  expos- 
ure to  ionizing  radiations — such  as  alpha, 
beta,  gamma,  and  x-rays  and  fast  and  slow 
neutrons — has  occurred  in  recent  years.  This 
has  been  partially  due  to  the  high  incidence 
of  leukemia  in  radiologists  and  partially  due 
to  the  knowledge  gained  by  the  animal  ex- 
perimentation growing  out  of  the  atomic 
bomb  research  program.  The  detection  and 
measurement  of  small  amounts  of  ionizing 
radiation  in  their  own  x-ray  departments, 
therefore,  should  be  of  great  personal  in- 
terest to  radiologists. 

All  practical  forms  of  measurement  of 
radioactivity  depend  on  the  ability  of  the 
radiation  to  produce  ionization  in  solids,  liq- 
uids, or  gases.  Since  the  physiologic  effects 
of  radiation  depend  upon  ionization,  it  is  log- 
ical that  results  of  estimation  of  radiation 
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by  ionization  methods  should  parallel  these 
effects. 

The  commonly  used  methods  of  measure- 
ment of  ionizing  radiations  are  (1)  photo- 
graphic methods;  (2)  ionization  chambers, 
including  simple,  proportional,  and  Geiger 
counters;  and  (3)  miscellaneous  methods. 

PHOTOGRAPHIC  METHODS 

All  photographic  methods  are  based  on 
fogging  of  a photographic  emulsion  by  the 
ionization  produced  by  the  incident  radia- 
tion. These  methods  are  the  oldest  in  use 
and  for  gross  detection  and  mensuration  are 
the  simplest.  Measurements  of  moderate  ac- 
curacy can  be  done  with  some  difficulty  but 
extreme  accuracy  is  seldom  attained.  This 
difficulty  is  due  to  variations  in  film  sensi- 
tivity, film  fog,  developing,  fixing,  and  wash- 
ing, none  of  which  factors  is  amenable  to 
absolute  control.  For  integration  of  small 
amounts  of  exposure  over  relatively  long  pe- 
riods of  time  with  some  degree  of  accuracy, 
films  are  highly  satisfactory.  Their  greatest 
practical  application  is  in  measurement  of 
scattered  radiation  affecting  personnel.  For- 
tunately, films  exposed  to  roentgen  rays 
without  screens  will  give  the  same  density 
for  a given  amount  of  radiant  energy, 
whether  it  is  all  given  in  one-tenth  of  a 
second  or  whether  it  is  spread  out  in  small 
increments  over  a period  of  weeks.  Films 
exposed  to  rather  widely  differing  qualities 
of  roentgen  rays  will  differ  only  moderately 
in  their  response.  For  example,  it  takes  only 
about  40  per  cent  more  roentgen  rays  of  well- 
filtered  200  kilovolt  quality  to  produce  the 
same  density  as  those  produced  at  70  kilo- 
volts with  low  filtration. 

A typical  technique  for  estimation  of  dos- 
age to  personnel  in  the  average  roentgen-ray 
department  would  be  as  follows : A dental 
film  is  worn  by  each  person  for  five  days. 
Two  other  films  from  the  same  pack  should 
be  exposed  to  .5  r of  roentgen  rays  of  the 
shortest  wave  length  that  is  used  in  the  de- 
partment. These  control  films,  along  with 
the  test  films,  should  be  developed  fully  in 
good  solutions  at  the  proper  temperature.  If 
any  of  the  test  films  are  darker  than  the 
controls,  an  exposure  of  greater  than  the 
standard  tolerance  dose  of  0.1  r per  eight 
hour  day  is  indicated  and  further  investiga- 
tion is  necessitated.  The  only  drawback  to 
this  method  is  that  the  entire  .5  r of  radia- 
tion may  have  been  obtained  in  one  short  ex- 
posure with  a resultant  greater  biologic  ef- 
fect. 

In  more  advanced  techniques  a “step”  fil- 
ter made  from  such  materials  as  copper  or 


aluminum  is  used  in  front  of  the  test  film. 
By  measuring  the  different  densities  under 
this  filter,  a good  estimate  can  be  made  of  the 
average  wave  length  of  the  fogging  radia- 
tion. One  commercial  concern  now  offers  a 
radiation  detection  service  using  just  such  a 
device  to  give  both  quantity  and  quality  of 
the  incident  radiation. 

The  range  of  the  photographic  method  is 
limited  and  is  unsatisfactory  for  amounts  of 
radiation  smaller  than  .01  r or  greater  than 
5 r. 

IONIZATION  CHAMBERS 

When  accurate  estimations  of  either  large 
or  small  amounts  of  ionizing  radiations  are 
to  be  made,  an  ionization  chamber  must  be 
used. 

Simple  Ionization  Chambers.  — The  sim- 
plest ionization  chamber  is  a gas-filled  con- 
tainer with  a wall  of  conducting  material  and 
a central  electrode  of  conducting  material, 
highly  insulated  from  each  other. 

If  a photon  of  radiant  energy  of  more 
than  a few  electron  volts  enters  the  chamber, 
it  may  possibly  collide  with  a gas  molecule, 
thereby  causing  ejection  of  an  electron  from 
the  molecule.  This  ejected  electron  is  the 
negative  ion  and  the  remainder  of  the  mole- 
cule becomes  the  positive  ion.  These  two  ions 
are  termed  an  ion  pair.  A photon  of  ultra- 
violet light  might  produce  1 such  ion  pair; 
a cosmic  ray  will  produce  about  30  pairs; 
and  an  alpha  particle  may  produce  10,000 
pairs.  If  no  potential  difference  exists  be- 
tween the  chamber  and  the  central  electrode, 
these  ions  will  gradually  recombine,  com- 
pleting the  process  in  about  three  hundred 
seconds.  However,  if  a small  potential  dif- 
ference is  impressed  across  the  chamber  and 
its  electrode,  for  example,  1 volt  for  each 
centimeter  separation,  a certain  number  of 
positive  ions  will  be  drawn  to  the  negative 
electrode  before  recombination,  as  will  an 
equal  number  of  negative  ions  be  drawn  to 
the  positive  electrode. 

If  the  voltage  between  the  electrodes  is 
gradually  raised,  a point  will  eventually  be 
reached  at  which  practically  all  the  ions  will 
be  collected  on  the  electrodes  and  no  recom- 
bination will  occur.  This  voltage  will  be  the 
so-called  saturation  voltage. 

All  simple  ionization  chambers  work  on 
this  same  principle  although  many  elaborate 
variations  have  been  made.  The  size  of  the 
chamber  depends  on  the  wave  length  of  the 
photons  to  be  measured.  For  measuring  gam- 
ma rays  and  cosmic  rays,  large  chambers 
with  gas  pressures  of  many  atmospheres  are 
used  because  of  the  long  range  of  some  of 
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the  high  energy  photoelectrons.  On  the  other 
hand,  tiny  chambers  of  a few  millimeters  in 
diameter  have  been  used  to  measure  radia- 
tions in  tissues. 

A large  variety  of  instruments  are  used  to 
measure  the  ions  collected  in  these  chambers. 
However,  they  are  represented  by  a few 
simple  types: 

1.  Electrometers.  Basically,  these  are  in- 
struments that  work  on  electrostatic  repul- 
sion of  like  charges.  The  simplest  of  these 
instruments  is  the  ordinary  crude  gold  leaf 
electroscope.  The  most  elaborate  and  sensi- 
tive of  the$e  instruments  is  the  quadrant  elec- 
trometer of  the  Compton  type,  which  is 
usually  used  in  research. 

Other  sensitive  and  commonly  used  elec- 
trometers are  based  on  repulsion  of  a small 
gold-plated  quartz  fiber  by  a charged  body. 
The  movement  of  the  fiber  is  observed  with 
a simple  microscope.  This  latter  type  of  elec- 
trometer can  be  made  rugged  and  is  used  in 
most  commercial  roentgen  meters,  “foun- 
tain pen”  ionization  chambers,  and  so  forth. 

2.  Vacuum  Tube  Amplification.  In  many 
applications  the  feeble  current  developed  in 
an  ionization  chamber  is  allowed  to  flow 
across  a high  resistance  and  the  fair-sized 
voltage  drop  that  results  is  amplified  by 
special  vacuum  tubes  that  have  a low  grid 
current  and  high  grid  resistance.  Many  lab- 
oratory instruments  of  high  accuracy  use 
such  “electrometer”  vacuum  tube  circuits. 
This  type  of  measuring  circuit  has  the  ad- 
vantage of  great  sensitivity  combined  with 
ruggedness  and  portability.  A common  ap- 
plication today  is  its  use  in  portable  appara- 
tus that  indicates  the  intensity  of  scattered 
radiations  directly  and  immediately  on  an 
ordinary  meter.  A number  of  such  devices 
are  commercially  available. 

3.  Galvanometers.  When  the  ionization 
chamber  is  large  and  the  radiation  is  in- 
tense, an  ordinary  galvanometer,  or  even  a 
microammeter,  can  be  used  to  measure  the 
ionization  current.  This  method  is  commonly 
used  to  monitor  the  output  of  deep  therapy 
roentgen-ray  machines. 

Ionization  chambers  can  be  used  to  meas- 
ure almost  any  intensity  of  radiation.  Those 
used  in  research,  properly  built,  may  measure 
ion  pairs  at  the  rate  of  only  a few  per 
minute;  whereas  roentgen-ray  therapy  moni- 
toring chambers  may  measure  1,000  r or 
more  per  minute.  If  the  ionizing  radiation 
is  arriving  in  the  chamber  in  single  photons 
or  particles  separated  by  intervals  of  a few 
milliseconds,  the  number  of  ion  pairs  lib- 
erated by  the  photon,  or  particle,  may  easily 
be  determined  by  amplifying  the  resulting 


impulses  and  measuring  their  amplitude  on 
some  instrument,  such  as  an  oscilloscope. 
For  example,  a pulse  due  to  the  passage  of  a 
cosmic  ray,  which  produces  initially  30  ion 
pairs,  will  be  1/300  of  the  amplitude  of  the 
pulse  from  an  alpha  particle  which  produces 
10,000  pairs.  The  nature  of  the  particle  or 
photon  will  then  be  indicated  by  the  size  of 
the  pulse. 

Slow  neutrons  may  be  detected  by  using 
boron,  either  in  the  wall  of  the  chamber  or 
as  BF3  gas  in  the  chamber.  The  slow  neu- 
tron is  captured  by  the  B10  nucleus  and  an 
alpha  particle  is  emitted,  which  is  then  easily 
detected  and  measured. 

Fast  neutrons  are  measured  by  the  recoil 
protons  they  produce  in  some  hydrogenous 
material,  such  as  paraffin.  Recoil  protons 
have  ionizing  properties  similar  to  alpha  par- 
ticles and  thus  can  easily  be  measured. 

Proportional  Counters.  — These  counters 
are  a transitional  type  between  simple  ioni- 
zation chambers  and  Geiger  counters.  If  the 
voltage  across  the  electrodes  of  a simple 
ionization  chamber  is  increased  sufficiently, 
a point  will  be  reached  at  which  a negative 
ion  will  be  accelerated  to  a speed  sufficient 
to  ionize  any  other  gas  molecule  it  might 
strike.  In  this  case,  one  original  ionizing  act 
has  resulted  in  two  ion  pairs.  As  the  voltage 
is  further  increased,  a large  percentage  of 
the  original  ion  pairs  will  produce  secondary, 
tertiary,  or  even  a greater  number  of  ion 
pairs.  In  turn,  at  higher  voltages  these  sec- 
ondary and  tertiary  ion  pairs  will  produce 
other  ion  pairs.  The  result  of  this  process  is 
a great  amplification  of  the  original  ionizing 
process.  By  careful  adjusting  of  voltage  and 
gas  pressures,  amplifications  of  from  1,000 
to  1,000,000  may  be  obtained,  although  10,- 
000  is  usually  the  upper  limits  of  stability 
and  linearity. 

Proportional  chambers  are  almost  entirely 
research  instruments. 

Geiger  Counters . — If  the  voltage  in  a pro- 
portional counter  is  gradually  increased,  a 
point  will  be  reached  at  which  the  production 
of  one  ion  pair  will  be  followed  by  an  “ava- 
lanche” ion  amplification,  in  which  gas  ioni- 
zation will  be  practically  complete.  This  “to- 
tal” ionization  will  cause  a maximum  volt- 
age pulse  across  the  chamber,  regardless  of 
the  strength  of  the  original  ionizing  radia- 
tion. In  other  words,  an  ultraviolet  photon, 
a cosmic  ray  particle,  or  an  alpha  particle 
will  produce  an  identical  sized  pulse  from  the 
counter.  Such  an  ionization  chamber  is 
known  as  a Geiger  counter. 

Counters  have  been  built  in  many  sizes  and 
shapes.  In  general,  they  consist  of  a metal 
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cylinder  surrounding  a platinum  wire  elec- 
trode, both  enclosed  in  glass  and  containing 
an  inert  gas  at  a few  millimeters’  pressure. 
The  glass  may  be  made  extremely  thin  in 
some  areas  in  order  to  admit  beta  radiation, 
and  it  may  be  of  special  composition  to  pass 
ultraviolet  ray&.  Most  small  practical  coun- 
ters work  at  a potential  of  from  800  to  1,200 
volts  between  the  cylinder  and  the  wire,  the 
latter  usually  being  positive.  With  these  large 
voltages  a glow  discharge  would  occur  with 
each  ionization  pulse  unless  some  extinguish- 
ing circuit  were  built  into  the  counter.  The 
simplest  circuit  for  this  purpose  is  a resis- 
tance of  100  to  1,000  megohms  in  series  with 
the  voltage  supply.  The  voltage  drop  across 
this  resistance  reduces  the  chamber  poten- 
tial to  below  the  ionizing  level  whenever  a 
pulse  occurs.  Although  a pulse  from  a Geiger 
counter  is  large  enough  to  be  heard  on  a good 
pair  of  high  impedance  earphones,  vacuum 
tube  amplification  is  practically  always  used 
to  bring  it  up  to  good  audibility.  The  simplest 
practical  form  of  a Geiger  counter  circuit, 
therefore,  usually  has  one  stage  of  amplifica- 
tion. This  simple  type  of  counter  is  limited 
in  its  applications  and  is  usually  used  only 
in  searching  for  small  amounts  of  stray  ra- 
diation or  for  lost  radium. 

Geiger  counters  are  so  sensitive  that  even 
a few  milliroentgens  per  hour  will  produce  a 
number  of  impulses,  too  great  to  be  satis- 
factorily counted  b;y  ear.  Impulses  up  to  100 
per  second  can  be  recorded  on  mechanical 
counters  by  suitable  vacuum  tube  amplifica- 
tion. If  the  counts  come  faster  than  this, 
vacuum  tube  “scaling”  circuits  that  will  turn 
out  one  impulse  for  every  4,  8,  16,  32,  64,  or 
even  more  impulses  fed  into  the  circuit  are 
used  to  reduce  the  counts  to  a point  at  which 
they  can  be  recorded  on  the  mechanical  coun- 
ter. 

Other  vacuum  tube  circuits  will  integrate 
the  counts  electronically  and  indicate  their 
frequency  on  a simple  meter. 

Geiger  counters  are  so  sensitive  that  they 
can  detect  the  formation  of  a single  ion  pair. 
On  the  other  hand,  they  lose  some  accuracy 
if  the  number  of  counts  exceeds  a few  thou- 
sand per  second.  They  are  not  used  for  meas- 
uring high  intensities  of  radiation. 

MISCELLANEOUS 

Diamond  Counters. — Recently  it  has  been 
found  that  a perfect  diamond,  properly  cut, 
will  act  as  a Geiger  counter  if  proper  voltages 
(1,000-)  are  applied  to  electrodes  on  cer- 
tain opposite  facets.  The  probability  of  a 
photon  producing  an  ionizing  collision  in  this 
counter  is  much  higher  than  in  an  ordinary 


Geiger  counter  and  it  is  therefore  more  sen- 
sitive, reputedly  a thousand  times  more  so, 
than  an  ordinary  counter.  This  diamond 
counter  has  not  come  into  general  use  as  yet. 

Zinc  Sulfide  Counters.— When  an  ioniz- 
ing event  occurs  in  certain  materials,  such 
as  zinc  sulfide,  fluorescence  of  the  substance 
occurs.  The  intensity  of  this  fluorescence 
can  be  measured  by  suitable  photoelectric 
cells  and  amplifying  circuits.  The  Morgan 
Photo  Electric  Exposure  Timer  is  such  an 
instrument  and  is  in  daily  use  in  diagnostic 
roentgen-ray  laboratories.  In  its  practical 
form  this  kind  of  instrument  consists  of  an 
intensifying  screen  wrapped  around  a mul- 
tiplier photoelectric  cell.  The  photoelectric 
cell  with  its  tremendous  amplification  can 
cause  a rugged  meter  to  register  accurately 
even  faint  illumination  of  the  screen.  It  is 
also  comparatively  new  and  just  how  prac- 
tical it  will  be  for  routine  measurements  of 
radioactivity  is  as  yet  questionable.  However, 
it  is  believed  to  hold  great  promise. 

SUMMARY 

An  attempt  is  made  to  point  out  the  im- 
portance of  a thorough  knowledge  of  the 
fundamentals  underlying  the  measurement 
of  ionizing  radiations.  The  basic  principles 
of  the  various  methods  of  measurements  are 
discussed. 
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NEW  ANTIHISTAMINIC 

Excellent  results  in  treatment  of  allergies  with  a 
new  drug  have  been  reported  in  the  Annals  of 
Allergy  (July-August,  1948)  by  Dr.  Ethan  Allan 
Brown,  physician-in-chief  of  the  Allergy  Section  of 
the  Boston  Dispensary,  Boston.  The  drug,  different 
in  chemical  structure  from  all  previously  known 
histamine  antagonistics,  is  prophen-pyridamine. 

The  study  reported  on  227  patients  seen  in  rou- 
tine practice  who  presented  twenty  allergic  and 
nonallergic  syndromes,  alone  or  combined.  Of  these, 
there  was  complete  alleviation  of  the  presenting 
symptoms  in  140  and  moderate  relief  in  an  addi- 
tional 48,  a total  of  83  per  cent.  In  39  there  was 
negligible  effect.  Side  reactions  from  the  Trimeton 
(brand  of  prophen-pyridamine)  appeared  as  slight 
in  9 per  cent;  moderate  in  6 per  cent;  and  severe  in 
less  than  1 per  cent.  Of  those  with  hay  fever,  90 
per  cent  were  relieved;  with  urticaria,  81  per  cent; 
and  with  mild  extrinsic  bronchial  asthma,  80  per 
cent. 


NEW  MORBIDITY  REPORT  MANUAL  READY 

A new  manual  to  provide  for  uniformity  and 
simplification  in  reporting  morbidity  to  the  U.  S. 
Public  Health  Service  is  ready  for  distribution.  The 
publication,  entitled  “Morbidity  Reporting  Require- 
ments, Including  Report  Forms  and  Instructions  of 
the  Public  Health  Service  as  of  July  1,  1948,”  is 
available  in  limited  quantities  without  charge  from 
the  Federal  Security  Agency,  Public  Health  Serv- 
ice, Division  of  Public  Health  Methods,  Washing- 
ton 25,  D.  C. 
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PLAIN  ROENTGENOGRAM  OF  THE 
SKULL 

ROBERT  H.  MILLWEE,  M.  D. 

DALLAS,  TEXAS 

This  is  not  intended  to  be  a didactic  or 
statistical  study  of  the  radiology  of  the  skull, 
but  rather  an  attempt  to  evaluate  more  clear- 
ly the  routine  skull  examination  with  par- 
ticular emphasis  on  the  criteria  of  the  nor- 
mal and  abnormal. 

Dr.  Merrill  Sosman,2  in  an  interesting  study 
of  material  from  Cushing’s  Clinic  published 
a few  years  ago,  made  the  somewhat  aston- 
ishing statement  that  approximately  50  per 
cent  of  all  intracranial  neoplasms  should  be 
localizable  on  the  plain  roentgenographic  ex- 
amination of  the  skull  and  that  approxi- 
mately 25  per  cent  should  be  identifiable  as 
to  cell  type. 

Going  through  the  material  of  a large  city 
hospital,  I was  able  to  find  a total  of  62 
cases  of  intracranial  lesion  which  showed 
positive  findings  on  the  routine  roentgeno- 
graphic examination  of  the  skull.  Careful  re- 
view of  the  films  of  these  cases  revealed 
definite  localizing  signs  in  only  25,  or  40 
per  cent,  of  this  selected  group.  Even  though 
a conservative  attitude  was  adopted  in  inter- 
preting the  films,  the  roentgenographic  evi- 
dence was  misleading  in  2 of  the  cases.  In 
1 case  there  was  rather  marked  relative  en- 
largement of  a middle  meningeal  groove  on 
one  side  although  the  lesion  was  proved  to 
be  on  the  opposite  side.  In  the  other  case 
there  were  changes  about  the  sella  turcica 
which  were  interpreted  as  being  the  result 
of  an  intrasellar  lesion,  but  ventriculography 
revealed  an  extrasellar  lesion.  Evidence  con- 
sidered to  identify  the  lesion  as  to  cell  type 
was  found  in  12  cases  or  slightly  less  than 
20  per  cent.  These  figures  are  not  offered 
for  comparison  with  those  of  Dr.  Sosman, 
or  even  as  a strict  statistical  study,  but  mere- 
ly to  show  that  the  plain  roentgenogram  of 
the  skull  can  and  often  does  give  highly  spe- 
cific information  regarding  the  nature  and 
location  of  an  intracranial  lesion. 

In  offering  the  above  percentage  of  ac- 
curacy of  roentgenographic  findings,  ex- 
treme conservatism  was  observed.  For  in- 
stance, there  was  no  lesion  seen  in  this  series 
which  could  be  conclusively  called  a menin- 
gioma; erosion  of  one  anterior  clinoid  process 
was  not  considered  definitely  localizing  evi- 
dence, and  so  forth.  If  the  number  of  nega- 
tive skull  roentgenographic  examinations 
where  intracranial  lesion  was  present  were 
added  to  the  above  series,  these  figures  would 
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compare  poorly  indeed  with  those  of  Dr. 
Sosman.  I sincerely  believe,  however,  that 
if  the  radiologist  seizes  on  every  possible 
advantage  offered  by  the  clinicai  informa- 
tion, including  incidence,  occurrence,  pre- 
dictability (such  as  the  high  percentage  of 
cerebellar  medulloblastoma  in  children)  and 
interprets  roentgenographic  evidence  with- 
out being  swayed  by  other  evidence,  a much 
higher  degree  of  accuracy  can  be  expected 
from  the  plain  roentgenographic  examina- 
tion of  the  skull. 

It  is  my  belief  that  not  nearly  so  high  aver- 
ages as  those  indicated  by  Dr.  Sosman  will 
be  obtained  by  the  average  radiologist,  even 
under  the  best  of  conditions.  A possible  ex- 
planation of  his  high  averages  is  the  fact 
that  a large  portion  of  his  material  came 
from  the  service  of  Dr.  Harvey  Cushing.  I 
feel  certain  that  a large  number  of  the  pa- 
tients seen  by  Dr.  Cushing  twenty  years  ago 
were  referred  from  distant  parts  of  the 
country  after  careful  study  in  their  own  lo- 
cality, and  consequently  were  seen  by  Dr. 
Cushing  and  Dr.  Sosman  at  a later  stage  of 
the  disease  than  the  average  patient  seen 
by  the  average  radiologist,  neurologist,  or 
neurosurgeon  today.  The  disease  being  more 
advanced,  the  percentage  of  positive  radio- 
graphic  findings  would  naturally  be  consid- 
erably higher. 

The  skull,  of  all  fields  of  radiology,  pre- 
sents such  wide  variations  of  the  normal  as 
to  make  it  extremely  difficult  to  draw  the 
line  accurately  between  the  abnormal  and 
the  normal.  Therefore,  it  is  in  this  field  that 
the  radiologist  is  most  likely  to  commit  the 
cardinal  sin  of  giving  misleading  informa- 
tion if  he  is  not  constantly  wary  of  the  diag- 
nostic pitfalls.  On  the  other  hand,  accurate 
interpretation  of  a small  fleck  of  calcifica- 
tion or  some  other  relatively  minor  change, 
such  as  sharpening  of  one  anterior  clinoid 
process,  may  not  infrequently  put  the  neurol- 
ogist or  neurosurgeon  on  the  track  leading 
to  the  correct  diagnosis.  These  more  minor 
changes  in  the  appearance  of  the  skull  must 
be  interpreted  entirely  in  the  light  of  the 
clinical  evidence  if  their  value  in  reaching 
a diagnosis  is  to  be  utilized  at  all. 

One  of  the  most  interesting  aspects  of 
radiology  of  the  skull  to  me  has  been  evi- 
dence of  increased  intracranial  pressure.  I 
have  often  asked  the  question,  “How  long 
does  it  take  increase  in  intracranial  pressure 
to  become  manifest  on  roentgen-ray  films?” 
The  most  satisfactory  answer  I can  give  is 
that  it  may  become  obvious  quite  early  as  in 
young  children  in  whom  the  sutures  separate 
easily,  it  may  be  elevated  for  from  three  to 
six  months  before  producing  roentgeno- 
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graphically  recognizable  evidence,  or  it  may 
be  markedly  increased  for  a long  period  with- 
out ever  producing  recognizable  roentgeno- 
graphic  evidence. 

One  of  the  most  frequently  described  and 
sought  for  manifestations  of  increased  intra- 
cranial pressure  is  accentuation  of  convolu- 
tional markings  in  the  cranial  vault.  This 
finding  must  be  interpreted  with  the  greatest 
of  caution.  Convolutional  markings  may  be 
prominent  normally  during  periods  of  rapid 
growth  of  the  brain.  As  middle  age  is  ap- 
proached, the  inner  table  of  the  frontal  re- 
gion of  the  skull  begins  to  thicken  about 
the  same  time  the  skeleton  begins  to  become 
osteoporotic.  As  the  skull  becomes  more  radio 
transparent,  the  digital  markings  become 
more  prominent  on  roentgenograms.  Sim- 
ilarly, excessive  exposure  of  the  film  will 
tend  to  accentuate  digital  markings.  On  the 
other  hand,  in  the  presence  of  a rapid  in- 
crease in  intracranial  pressure,  digital  mark- 
ings have  been  known  to  disappear  com- 
pletely. Thus,  increase  in  the  prominence  of 
convolutional  markings  on  roentgen-ray 
films  is  an  unreliable  sign  unless  it  is  either 
extremely  apparent  or  is  accompanied  by 
other  more  dependable  evidence  of  increased 
pressure. 

Changes  in  circulation  incident  to  increase 
in  intracranial  pressure  produce  enlargement 
of  the  little  foramina  in  the  skull  that  the 
emissary  veins  traverse.  However,  these  for- 
amina sometimes  appear  large  in  roentgeno- 
grams taken  for  conditions  in  which  it  is 
well  known  that  there  is  no  prolonged  in- 
crease in  intracranial  pressure,  for  example, 
in  suspected  fracture  of  the  skull.  Conse- 
quently this  sign  is  not  reliable. 

On  the  posterior-anterior  film  of  the  nor- 
mal skull  the  lesser  wing  of  the  sphenoid 
may  be  extremely  thin  or  apparently  de- 
stroyed on  one  side  as  compared  to  the  other, 
although  the  same  changes  may  be  the  result 
of  a neoplasm  on  the  same  side  or  even  on 
the  opposite  side.  In  some  persons  the  lesser 
wings  of  the  sphenoid  are  unusually  heavy 
and  thick,  particularly  in  persons  in  whom 
the  other  bones  of  the  anterior  portion  of 
the  skull  tend  to  be  heavy  and  thick.  Where 
this  situation  exists,  a dilated,  shifted  third 
ventricle  may  produce  thinning  on  one  side 
and  lead  to  the  erroneous  impression  that 
the  uninvolved  side  is  abnormally  thickened 
by  an  overlying  meningioma  or  other  tumor. 
One  French  author,  reporting  the  findings  in 
23  cases  of  meningioma  of  the  lesser  wing 
of  the  sphenoid,  found  erosion  of  the  in- 
volved side  in  5 of  these  cases  and  erosion 
of  the  uninvolved  side  in  3 of  these  cases. 
Consequently  thinning  or  diminished  density 


of  the  lesser  wing  of  one  sphenoid  must  be 
interpreted  with  the  greatest  of  caution  and 
is  probably  best  evaluated  only  as  evidence 
to  suggest  increase  in  intracranial  pressure. 

The  earliest  roentgenographic  sign  of  ele- 
vation of  intracranial  pressure  may  be  os- 
teoporosis of  the  dorsum  sella.  In  my  ex- 
perience this  sign  has  been  of  greatest  value 
in  younger  persons.  Since  the  dorsum  is  said 
to  be  the  earliest  part  of  the  skull  to  show 
the  effects  of  osteoporosis  of  senility,  the 
value  of  this  finding  must  be  considered  ques- 
tionable even  in  middle  aged  persons.  Here 
again  certain  combinations  of  elevated  kilo- 
voltage  during  exposure  and  old  or  fresh  de- 
veloping solutions  may  give  a false  impres- 
sion of  osteoporosis  of  the  dorsum. 

The  obtaining  of  both  stereoscopic  lateral 
views  of  the  skull  is  of  immense  value  in 
avoiding  this  pitfall,  since  it  affords  a mul- 
tiplicity of  angles  as  well  as  slight  varia- 
tion in  technical  quality  of  the  films.  The 
dorsum  may  appear  osteoporotic  when  pro- 
jected through  a particularly  thin  portion 
of  the  temporal  squama  in  one  or  more  views, 
whereas  additional  views  in  which  the  tem- 
poral squama  is  not  quite  as  thick  may  re- 
veal the  dorsum  to  be  within  limits  of  normal 
for  radiographic  evidence  of  mineral  con- 
tent. The  obtaining  of  multiple  stereoscopic 
views  through  the  sella  turcica  cannot  be 
overstressed,  nor  can  the  obtaining  of  the 
best  quality  of  films  when  examining  this 
portion  of  the  skull.  It  is  not  unusual  at  all 
to  see  a dorsum  sella  which  appears  paper 
thin  on  one  view,  but  which  is  seen  to  be 
perfectly  normal  in  outline  when  the  film  is 
viewed  stereoscopically  or  particularly  when 
the  other  lateral  view  of  the  skull  is  exam- 
ined. The  dorsum  sella  cannot  be  said  to  have 
been  properly  visualized  unless  it  is  seen  well 
on  a sagittal  projection,  since  one  side  of  the 
dorsum  may  be  eroded  without  this  change 
being  noticeable  on  the  lateral  stereoscopic 
views. 

Sharpening  and  “undermining”  of  an- 
terior clinoid  processes  is  one  of  the  most 
confusing  findings  described  in  the  litera- 
ture. The  anterior  clinoid  processes  may  be 
quite  sharp  normally,  and,  particularly  in 
children,  they  may  vary  considerably  in  size 
and  may  extend  far  posteriorly,  giving  the 
impression  that  they  have  been  undermined 
anteriorly.  Unless  undermining  is  particu- 
larly marked  unilaterally  or  unless  the  sharp- 
ening is  confined  to  one  anterior  clinoid  proc- 
ess, these  findings  are  much  better  consid- 
ered to  be  variations  of  the  normal  unless 
accompanied  by  other  more  convincing  evi- 
dence of  an  intracranial  lesion.  When  the 
sella  turcica  is  viewed,  the  shadow  sometimes 
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cast  by  the  external  ear  on  either  or  both 
sides  must  be  kept  in  mind  as  a possible 
source  of  confusion.  Calcification  is  not  in- 
frequently visible  in  the  internal  carotid  ar- 
tery as  it  arches  posteriorly  past  the  sella. 
A few  roentgenographically  visible  flecks  of 
calcification  have  been  reported  in  normal 
pituitary  bodies.  A plait  of  hair  projected 
over  the  sella  may  produce  a slightly  con- 
fusing shadow  on  flat  films  of  the  skull.  It 
is  not  at  all  unusual  on  films  of  good  con- 
trast to  see  a small  area  of  bony  thickening 
in  the  temporal  squama  on  one  side  projected 
in  the  sella  turcica.  When  viewed  as  a flat 
film  this  thickening  gives  the  impression  of 
calcification  in  the  hypophyseal  fossa. 

While  maximum  dimensions  for  the  nor- 
mal sella  turcica  are  fairly  well  established, 
it  is  not  practical  to  attempt  to  attach  def- 
inite significance  to  the  unusually  small  hy- 
pophyseal fossa  because  of  the  possibilities 
for  lateral  extension  of  pituitary  gland  tissue. 
If  the  pituitary  gland  has  become  atrophic, 
other  surrounding  soft  parts  will  easily  fill 
in  this  space. 

It  is  not  within  the  realm  of  this  study  to 
include  a detailed  discussion  of  the  diagnostic 
pitfalls  to  be  encountered  in  tumors  and 
other  conditions  about  the  hypophyseal  fossa 
and  optic  chiasm  since  a number  of  interest- 
ing and  detailed  discussions  of  such  pitfalls 
are  available  in  the  literature.  It  is  common 
knowledge  that  generalized  elevation  of  in- 
tracranial pressure  may  produce  enlarge- 
ment of  the  hypophyseal  fossa,  identically 
aping  the  changes  produced  by  intrasellar 
tumor.  The  so-called  parasellar  type  of  ero- 
sion sometimes  seen  in  pituitary  adenoma 
arising  on  one  side  may  also  be  produced  by 
generalized  increase  in  intracranial  pressure 
and  more  often  by  a tumor  located  closely 
above  the  sella.  A dilated,  shifted  third  ven- 
tricle may  also  act  as  a tumor,  producing 
this  same  change. 

Anomalies  of  the  branches  of  the  internal 
carotid  artery  and  their  relationship  to  the 
optic  chiasm  may  result  in  a confusing  clin- 
ical picture.  Atypical  visual  field  changes 
may  be  apparent  when  pressure  is  applied 
on  the  component  parts  of  the  optic  chiasm 
and  on  these  anomalous  vessels  by  a pitui- 
tary tumor  arising  below  or  cranio-pharyn- 
gioma  or  other  tumor  arising  above  the  optic 
chiasm.  Visual  changes  in  pituitary  adenoma 
may  occur  quite  early  or  late,  depending  on 
the  numerous  variations  in  relationship  of 
the  chiasm  to  the  proximal  extremities  of 
the  optic  foramina,  the  distance  between  the 
inferior  surface  of  the  optic  chiasm  and  the 
diaphragma  sella,  the  strength  of  the  dia- 
phragma  sella,  the  presence  or  absence  of 


ossification  of  the  intraclinoid  ligaments  (os- 
sification of  these  ligaments  being  assumed 
to  tend  to  prevent  lateral  extension  of  the 
tumor  tissue  and  encourage  extension  of  the 
tumor  upward),  the  depth  or  relative  shal- 
lowness of  the  sella  turcica,  the  tendency  to 
anterior  location  of  the  chiasm  or  tendency 
to  relative  posterior  location  of  the  chiasm, 
and  many  other  factors.  All  of  these  minor 
variations  will  tend  to  alter  the  clinical  pic- 
ture particularly  as  to  visual  field  changes 
and  their  relatively  early  or  late  appearance. 

In  one  excellent  study  of  a series  of  pitui- 
tary adenomas,  the  visual  field  changes  were 
atypical  in  14  per  cent  of  cases  for  the  above 
named  reasons.  For  this  reason,  the  radiol- 
ogist should  make  a study  of  the  sella  turcica 
in  all  cases  of  optic  atrophy  referred  to  him 
for  roentgenographic  search  for  focus  of  in- 
fection, such  as  in  the  paranasal  sinuses. 

One  of  the  most  confusing  findings  in  the 
cranial  vault  to  me  has  been  localized  thick- 
ening of  the  inner  or  outer  tables.  Localized 
thickening  of  either  table  of  the  cranial  vault 
is  most  frequently  seen  on  the  projection 
perpendicular  to  this  portion  of  the  skull  as 
an  area  of  increased  density.  Suffice  it  to 
say  that  where  the  typical  picture  of  thick- 
ening of  a fair  sized  localized  area  of  cal- 
varium with  obvious  accentuation  of  vascu- 
lar markings  extending  into  this  area  is  pres- 
ent, the  change  is  most  likely  due  to  menin- 
gioma. The  changes  seen  in  the  skull  are  no 
index  to  the  size  or  extent  of  the  tumor,  since 
only  a small  portion  of  a large  tumor  may 
be  in  contact  with  the  cranial  vault.  Menin- 
giomas involving  the  upper  half  of  the  cra- 
niai  vault  are  more  likely  to  be  typical  and 
those  involving  the  lower  half  of  the  cranial 
vault  are  more  likely  to  be  confusing.  Some 
meningiomas  are  destructive  when  in  con- 
tact with  the  cranial  vault,  rapidly  perforat- 
ing the  calverium  and  extending  out  beneath 
the  scalp.  Others  produce  the  so-called  typi- 
cal, rather  dramatic  reaction  of  bone ; still 
others,  presumably  because  of  their  slow 
growth,  may  become  enormous  without  pro- 
ducing any  radiographically  visible  change 
in  appearance  of  the  skull. 

The  diagnosis  of  acute  acoustic  neurinoma 
fortunately  is  dependent  mostly  on  the  clin- 
ical picture,  which  is  typical.  The  presence 
or  absence  of  roentgenographic  changes  ap- 
parently is  dependent  upon  the  rapidity  of 
growth  of  the  tumor,  the  more  rapidly  grow- 
ing tumors  ordinarily  not  being  roentgeno- 
graphically visible  when  the  patient  reaches 
that  portion  of  the  clinical  course  at  which 
diagnosis  is  made.  On  the  other  hand,  the 
slower  growing  acoustic  neurinomas  are  said 
to  produce  roentgenographically  visible  signs 
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much  more  often.  The  roentgenographic  pic- 
ture of  acoustic  neurinoma  may  be  aped  by 
a meningioma  in  the  region  of  the  apex  of 
the  petrous  pyramid.  Increase  in  subtentoral 
pressure  over  a period  of  time  may  pro- 
duce dilation  of  both  internal  auditory  meati, 
suggesting  bilateral  acoustic  neurinoma, 
which  incidentally  sometimes  does  occur, 
thereby  posing  a problem  of  differential 
diagnosis.  Lastly,  the  internal  auditory  meati 
are  often  seen  to  vary  considerably  in  size 
in  the  normal  person. 

Calcification  in  the  normal  sella  turcica 
has  been  mentioned  before  in  this  paper. 
Careful  analysis  of  these  reports  shows  that 
they  originated  in  work  done  thirty  or  more 
years  ago,  and  reference  to  them  can  be 
found  in  the  literature  from  time  to  time 
since  then — even  in  at  least  one  excellent  and 
fairly  recent  textbook  of  radiology1 — but  to 
my  knowledge  there  has  been  no  original  re- 
port of  this  finding  on  work  done  since  1925. 
The  lack  of  further  confirmatory  reports 
suggests  that  it  would  be  more  reliable  to  at- 
tach pathologic  significance  to  calcification 
seen  in  the  sella  by  modern  technical  meth- 
ods until  more  dependable  evidence  is  pre- 
sented to  the  contrary. 

It  is  worth  while  in  concluding  to  point  out 
that  about  50  per  cent  of  tumors  producing 
localizing  signs  on  routine  roentgenographic 
examination  also  exhibit  signs  fairly  posi- 
tively identifying  them  as  to  cell  type.  This 
was  true  both  in  my  group  of  cases  and  in 
the  material  published  by  Dr.  Sosman. 

SUMMARY 

A few  of  the  roentgenographic  changes 
commonly  seen  in  the  skull  have  been  dis- 
cussed, and  it  is  hoped  that  their  evaluation 
has  been  a little  more  clearly  established. 
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NEW  DEVELOPMENTS  IN  IRRADIA- 
TION THERAPY  OF  CANCER  OF 
THE  UTERINE  CERVIX 
CHARLES  L.  MARTIN,  M.  D. 

DALLAS,  TEXAS 

Articles  dealing  with  the  revival  of  the 
Wertheim  operation  for  early  cancer  of  the 
cervix  have  appeared  frequently  in  the  medi- 
cal literature  during  the  past  few  years  and 
have  somewhat  overshadowed  those  dealing 
with  the  steady  improvement  in  irradiation 
techniques.  Since  even  the  most  ardent  ad- 
vocates of  radical  surgery  believe  that  at 
least  85  per  cent  of  the  patients  coming  un- 
der their  observation  should  be  treated  with 
irradiation  it  is  still  the  most  important 
therapeutic  procedure  available  and  radiolo- 
gists are  constantly  striving  to  improve  their 
results. 

Unpleasant  sequelae  following  irradiation 
have  been  accepted  by  many  as  a necessary 
evil  if  the  cure  rate  is  to  be  kept  high,  but 
every  effort  has  been  exerted  in  our  clinic 
during  the  past  fifteen  years  to  perfect 
techniques  designed  to  eliminate  practically 
all  of  these  untoward  complications  without 
lowering  the  salvage  rate.  The  series  of  cases 
covered  by  the  statistics  presented  in  table 
1 is  offered  as  proof  that  our  objective  has 
been  attained.  The  data  used  in  this  table 


Table  1. — All  Patients  with  Cancer  of  Cervix 
Treated  from  1938  to  19^5.  Checked 
- January  1,  191^7. 


Alive 

Treat- 

Years 

Symptom 

Complications 

merit 

Total 

Fol- 

Total 

With 

Free 

Possibly  Fr  om 

Date 

Cases 

lowed 

No. 

% 

Cancer 

No. 

% 

Irradiation 

1945 

47 

1-2 

38 

80.0 

15 

23 

48.9 

2 

vesicovaginal 

fistulas 

1944 

41 

2-3 

23 

56.0 

3 

20 

48.7 

0 

1943 

50 

3-4 

22 

44.0 

1 

21 

42.0 

1 

vesicovaginal 

fistula 

1942 

32 

4-5 

12 

37.5 

0 

12 

37.5 

1 

peritonitis 

1941 

33 

5-6 

14 

42.4 

1 

13 

39.0 

2 

vesicovaginal 

fistulas 

1940 

30 

6-7 

12 

40.0 

0 

12 

40.0 

0 

1939 

39 

7-8 

14 

36.0 

0 

14 

36.0 

1 

intestinal 

obstruction 

1 

peritonitis 

1938 

35 

8-9 

14 

40.0 

0 

14 

40.0 

1 

rectovaginal 

fistula 

Total 

307 

6 

fistulas 

2 

peritonitis 

1 

intestinal 

obstruction 

have  been  checked  independently  by  Dr.  A. 
W.  Diddle,  a member  of  the  staff  of  the  De- 
partment of  Gynecology  of  Southwestern 
Medical  College.  All  of  the  patients  admitted 
to  our  clinic  from  1938  through  1945  are  in- 
cluded. Since  irradiation  sequelae  usually 
produce  symptoms  within  two  years  after 
treatment,  the  inclusion  of  patients  treated 
through  1945  seems  fair. 

Read  before  the  Section  on  Radiology  and  Physiotherapy, 
State  Medical  Association  of  Texas,  Annual  Session,  Houston, 
April  28,  1948. 
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Vaginal  fistulas  were  observed  in  6 cases 
(1.9  per  cent),  all  of  which  were  well  ad- 
vanced. Smith7  stated  that  the  incidence  of 
such  fistulas  in  untreated  patients  is  7 per 
cent  and  therefore  the  smaller  number  ob- 
served in  our  series  can  hardly  be  attributed 
to  the  treatment  administered.  The  peritoni- 
tis observed  in  2 cases  was  produced  by  the 
manipulation  incident  to  the  radium  applica- 
tions and  not  by  the  radiant  energy  itself. 
The  patient  observed  in  1939  died,  but  the 
later  one  was  saved  with  penicillin  and  no 
patients  have  been  lost  because  of  secondary 
infection  in  recent  years.  The  intestinal  ob- 
struction reported  in  1939  resulted  from 
overtreatment  of  an  advanced  case  and  could 
have  been  prevented  by  a less  radical  tech- 


Fig.  1.  Positions  of  radium  applicators  used  in  the  treatment 
of  early  cancer  of  the  cervix.  The  crosshatched  area  receives  a 
dose  of  not  less  than  6,000  gamma  r,  which  is  carcinomacidal 
when  given  in  a period  of  seven  days. 

nique.  It  is  worthy  of  emphasis  that  none  of 
these  patients  developed  persistent  proctitis, 
intestinal  perforation,  chronic  cystitis,  ure- 
teral stricture  secondary  to  irradiation,  or 
fractured  hips. 

The  results  obtained  with  all  of  the  pa- 
tients treated  three  or  more  years  and  five 
or  more  years  before  this  study  was  made 
are  included  in  table  2.  It  is  interesting  to 
note  that  there  is  little  difference  in  the 
salvage  rate  in  the  two  groups  and  patients 
found  to  be  well  at  the  end  of  three  years 
usually  remain  well.  For  one  reason  or  an- 
other a few  of  these  patients  did  not  receive 
adequate  therapy.  A review  of  the  results 
obtained  in  the  group  which  received  what 


we  believe  to  be  proper  therapy  is  shown  in 
table  3 and  the  five  year  salvage  rate  of  40.7 
per  cent  indicates  the  true  value  of  the  meth- 
ods employed.  However,  most  authorities  be- 
lieve that  only  absolute  statistics  should  be 
used  in  comparing  the  results  obtained  in 
different  clinics.  The  best  absolute  figures 
published  in  the  world’s  literature  are  set 
down  in  table  4,  and  it  is  evident  that  our 
absolute  salvage  rate  (38.6  per  cent)  com- 
pares favorably  with  the  rates  reported  in 
other  clinics. 

Although  both  the  Schmitz  and  the  League 
of  Nations  Classifications  are  of  great  value, 
difficulty  is  often  experienced  in  determin- 


Table  2. — All  Cases  of  Cancer  of  Cervix  Treated. 


Years 

Followed 

Total 

Cases 

Alive 

Total 

With 

Cancer 

Symptom  Free 

No. 

% 

No. 

% 

3-9 

5-9 

219 

137 

88 

54 

40.1 

39.6 

2 

1 

86 

53 

39.2 

38.6 

ing  the  exact  group  in  which  a certain  case 
should  be  placed,  and  different  examiners  do 
not  always  agree  on  the  clinical  classifica- 
tions. For  this  reason  our  cases  were  placed 
in  three  groups  on  the  basis  of  findings 
which  are  easily  ascertained  and  the  great 


Table  3. — Completely  Treated  Cases  of  Cancer 
of  Cervix. 


Alive 

Years 

Total 

Total 

With 

Symptom  Free 

No. 

% 

Cancer 

No. 

% 

3-9 

196 

88 

44.8 

2 

86 

43.3 

5-9 

130 

54 

41.5 

1 

53 

40.7 

difference  in  the  salvage  rates  indicates  that 
this  simple  classification  is  of  practical 
value.  When  the  primary  growth  occupied 
less  than  two-thirds  of  the  face  of  the  cervix, 
the  absolute  five  year  cure  rate  was  77  per 
cent.  The  absolute  figure  dropped  to  61.5  per 
cent  when  all  of  the  cases  which  had  neither 


Table  4. — Cancer  of  Cervix  Treated  with 
Irradiation. 


No.  Cases 
Treated 

Well 

5 Yrs.  (%) 

308 

32.1 

. 1,310 

35.3 

669 

35.6 

Marie  Curie  Hospital  (London) 

Institut  du  Cancer  (Louvain,  Belgium). 

802 

442 

157 

35.8 

37.6 

39.5 

Martin  X-Ray  & Radium  Clinic  (Dallas). 

137 

38.6 

vaginal  involvement  nor  demonstrable  para- 
metrial  invasion  were  included,  and  the  sal- 
vage was  found  to  be  only  16.6  per  cent 
when  either  of  these  two  bad  prognostic 
signs  was  present. 

Although  the  revival  of  the  Wertheim  op- 
eration for  favorable  early  cases  by  Meigs4 
and  others  is  of  interest,  an  unfortunate  ten- 
dency to  carry  out  incomplete  operations  on 
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improperly  selected  cases  has  been  observed 
in  our  section  of  the  country.  During  the 
past  few  years  an  increasing  number  of  such 
patients  for  whom  only  a subtotal  hysterec- 
tomy has  been  carried  out  have  applied  for 
treatment.  Many  of  them  have  not  been  fol- 


Table  5. — Cancers  Covering  Less  Than  Two-Thirds 
of  the  Face  of  the  Cervix. 


Years 

Followed 

Total 

Cases 

Known 
to  Be  Well 

Untraced 
Well  at 
Last  Visit 

Possible  Salvage 

No. 

% 

No. 

% 

3-9 

5-9 

54 

39 

42 

30 

77.7 

76.9 

7 

5 

49 

35 

90.0 

89.7 

lowed  for  long  periods,  but  it  has  already  be- 
come evident  (table  7)  that  the  prognosis  in 
such  cases  is  not  nearly  so  good  as  that  ob- 
served in  primary  cancer  of  the  cervical 
stump.  Surgeons  interested  in  this  type  of 
work  should  review  the  indications  set  down 
by  Meigs  and  should  be  certain  that  they  are 


Fig.  2.  Modification  of  the  Pitts  and  Waterman  low  intensity- 
radium  needle  technique  used  for  treatment  of  cases  of  cancer  of 
the  cervix  in  which  vaginal  or  parametrial  extensions  are  pres- 
ent. The  applicators  remain  in  place  for  seven  days  and  the 
figures  on  the  drawing  when  multiplied  by  1,000  represent  the 

capable  of  performing  the  difficult  technical 
procedure  which  he  recommends.  Certainly 
the  chances  of  success  are  much  better  when 
irradiation  therapy  is  not  preceded  by  an  in- 
complete operation. 

TECHNIQUE 

Our  technique  is  unorthodox,  but  our  high 
five  year  salvage  and  the  elimination  of 
practically  all  serious  irradiation  sequelae 
have  led  to  its  adoption.  The  first  procedure 
in  every  instance  is  carried  out  under  sodium 
pentothal  anesthesia.  The  cervix  is  visualized 
through  a bivalve  speculum  and  the  tumor 
and  vaginal  walls  are  thoroughly  scrubbed 
with  copious  amounts  of  liquid  soap,  after 


which  the  entire  field  is  painted  with  tinc- 
ture of  iodine.  Since  this  preliminary  prep- 
aration has  been  used  the  incidence  of  sec- 
ondary infection  has  been  reduced  to  a mini- 
mum. Tissue  is  then  removed  for  biopsy 
studies  and  all  presenting  masses  of  the 


Table  6. — 219  Cases  of  Cancer  of  Cervix  Followed 
from  Three  to  Nine  Years. 


Years 

Without  Vaginal 
or  Parametrial  Involv. 

With  Vaginal 
or  Parametrial  Involv. 

Followed 

Total 

Well 

Total 

Well 

No. 

% 

No. 

% 

3-9 

109 

68 

62.4 

110 

18 

16.3 

5-9 

65 

40 

61.5 

72 

13 

16.6 

tumor  are  removed  by  electrocoagulation 
with  a long  insulated  electrode  attached  to  a 
pistol  grip.  Although  this  procedure  is  looked 
upon  with  disfavor  by  some,  it  has  produced 
few  postoperative  complications  in  our 
hands.  A warning  should  be  sounded  against 


Section  B 


large  doses  delivered  well  out  in  the  parametrium.  The  schematic 
drawings  of  the  cervix  show  the  needles  in  place.  The  drawings 
at  the  right  show  cross  sectional  views  of  the  drawing  at  the 
left  at  the  designated  positions. 

the  employment  of  deep  coagulation  within 
the  cervix  since  a secondary  slough  may  pro- 
duce severe  hemorrhage.  In  the  event  that 


Table  7. — Cancer  of  Cervical  Stump  Followed  from 
One  to  Nine  Years.' 


Total 

Cases 

Dead 

Alive 

With 

Disease 

No  Evidence 
of  Cancer 
No.  | % ~ 

Hysterectomy  less  than  1 
yr.  before  treatment 

14 

9 

3 

2 

14.2 

Hysterectomy  more  than 

1 yr.  before  treatment 

15 

6 

0 

9 

60.0 

Total 

29 

15 

3 

11 

37.9 

this  complication  is  encountered  and  the 
bleeding  cannot  be  controlled  by  simple 
measures,  ligation  of  both  hypogastric 
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arteries  should  be  carried  out  immediately. 

The  advantages  of  the  preliminary  coagu- 
lation are  as  follows  : (1)  bleeding  is  stopped 
immediately  and  all  radium  applications  may 
be  carried  out  in  a dry  field;  (2)  the  loca- 
tion of  the  cervical  canal  is  in  most  instances 
rendered  easy;  (3)  the  residual  malignant 
tissue  is  made  more  accessible  for  the  ac- 
curate approximation  of  radium  applicators 
thereby  lessening  the  total  radium  dosage 
required;  and  (4)  the  coagulated  area 
shrinks  constantly  for  five  or  six  days  so 
that  the  field  requiring  treatment  becomes 
steadily  smaller. 

In  each  -case  an  attempt  is  made  to  apply 
radium  containers  in  intimate  contact  with 
the  malignant  tissue  known  to  be  present, 


25  mg.  London  spools  are  placed  vertically 
in  the  vaginal  vaults,  packed  well  apart  with 
gauze,  and  left  in  place  for  twenty-six  hours 
(1,300  mg.  hours).  These  spools  are  held 
in  position  by  detachable  handles  while  the 
packing  is  inserted.  Vaginal  therapy  given 
in  this  manner  is  preferable  to  that  obtained 
with  a colpostat,  particularly  in  a vagina 
having  an  abnormal  configuration.  On  the 
sixth  day  a T-applicator  having  two  25  mg. 
radium  capsules  placed  vertically  on  either 
side  of  a dummy  cervical  capsule  is  placed  so 
that  the  active  capsules  are  in  intimate  con- 
tact with  the  central  portion  of  the  face  of 
the  cervix  and  left  in  place  for  from  twenty- 
four  to  twenty-six  hours  (1,200  to  1,300  mg. 
hours).  When  the  cervical  canal  is  eccen- 


Fig.  3.  Various  types  of  capsules,  spools,  and  radium  needles  used  in  carrying  out  the  techniques  described  in  this  paper. 


but  as  a rule  some  modification  of  two  main 
techniques  is  used. 

When  the  tumor  is  limited  to  the  cervix 
and  no  evidence  of  extension  can  be  detected, 
the  radium  technique  illustrated  in  figure  1 
is  started.  While  the  patient  is  still  anes- 
thetized a heavily  filtered  platinum  capsule 
containing  two  25  mg.  radium  compartments 
is  inserted  into  the  cervical  canal  and  left  in 
place  for  thirty  hours  (1,500  mg.  hours). 
Packing  must  be  placed  in  the  vagina  in  such 
a manner  that  the  capsule  cannot  possibly 
slip  down  and  come  in  contact  with  the  pos- 
terior vaginal  wall.  On  the  third  day  two 


trically  located,  the  two  active  capsules  are 
attached  to  the  same  side  of  the  dummy 
capsule. 

When  the  tumor  on  the  face  of  the  cervix 
is  large  and  has  an  odd  shape,  a similar  dose 
is  given  with  a plaque  containing  a group  of 
6.25  mg.  radium  capsules  made  up  so  that 
the  area  involved  is  evenly  irradiated.  This 
technique  administers  a total  of  from  4,000 
to  4,100  mg.  hours  in  seven  days  and  deliv- 
ers not  less  than  6,000  gamma  r to  the  cross- 
hatched  area  shown  in  figure  1.  Vertical  sec- 
tions of  uteri  containing  fairly  well  advanced 
carcinoma  of  the  cervix  show  them  to  have 
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radium  applications  are  preferred  to  the  use 
of  any  of  the  rather  elaborate  multiple  cap- 
sule devices  which  are  designed  to  place  all 
of  the  radium  sources  at  one  time  because  it 
is  a more  flexible  method  and  better  approxi- 
mation is  possible.  This  procedure  can  be 
completed  in  one  week.  The  results  in  early 
cases  are  excellent  and  no  sequelae  are  pro- 
duced. If  after  six  weeks  any  suggestion  of 
parametrial  invasion  can  be  detected,  a total 
of  2,000  x-ray  r is  added  to  each  of  the  four 
portals  previously  irradiated  at  the  rate  of 
200  r to  each  of  two  portals  each  day,  but  we 
are  not  certain  that  this  added  therapy  has 
made  any  real  difference  in  the  end  results. 

If  at  the  first  visit  definite  parametrial 
invasion  or  extensive  vaginal  involvement 
can  be  demonstrated,  a modification  of  the 


to  all  of  the  cancer  cells  in  a period  of  seven 
days.  This  dosage  range  has  been  proved 
effective  and  safe  in  the  treatment  of  epider- 
moid carcinoma  of  the  face  and  mouth.  Cors- 
caden  has  recently  demonstrated  that  effec- 
tive doses  can  be  safely  extended  in  the  para- 
metria to  the  lateral  walls  of  the  pelvis  with 
such  needles  planted  through  the  vaginal 
walls,  and  dosage  determinations  for  one 
such  implantation  are  illustrated  in  figure  2. 
Since  these  low  intensity  needles  have  been 
used  effectively  without  the  production  of 
serious  sequelae  in  the  treatment  of  cancer 
of  the  bladder  and  rectum,  the  desirability 
of  their  use  in  advanced  cancer  of  the  cervix 
is  obvious.  Moderate  doses  of  roentgen  rays 
may  be  given  to  the  sides  of  the  pelvis  along 
with  the  needle  implantation,  but  none 


shapes  similar  to  this  crosshatched  area,  and 
experiments  conducted  in  our  clinic  have 
shown,  as  suggested  by  Paterson  and  Park- 
er,5 that  doses  of  6,000  gamma  r are  capable 
of  completely  destroying  most  squamous  cell 
carcinomas  of  the  skin  when  they  are  admin- 
istered in  a period  of  seven  days. 

This  therapy  is  slightly  augmented  by 
doses  of  600  x-ray  r,  measured  in  air,  given 
with  200  kilovolt  equipment  to  each  of  four 
15  by  15  cm.  portals  laid  out  over  the  front 
and  back  of  the  pelvis  during  the  seven  days 
of  treatment.  The  skin  target  distance  is  50 
cm.  and  a filter  of  0.5  mm.  of  copper  and  1.0 
mm.  of  aluminum  is  used.  As  a rule  these 
treatments  are  given  so  that  they  fall  be- 
tween the  radium  applications.  The  multiple 


Fig.  4.  Low  intensity  radium  needle  implantation  carried 
out  in  a case  of  cancer  of  the  cervix  with  marked  extension 


Pitts  and  Waterman'3  low  intensity  radium 
needle  technique  is  substituted  for  the  meth- 
od previously  described.  The  needles  used  in 
our  clinic  have  active  lengths  of  1.5  and  4.0 
cm.  and  contain  from  0.66  to  0.88  mg.  of 
radium  per  centimeter  of  active  length.  They 
are  made  of  platinum  and  have  a wall  thick- 
ness varying  from  0.5  to  0.6  mm.  The  ad- 
vantages of  these  needles  and  the  methods 
used  for  dosage  calculations  have  been  de- 
scribed in  detail  in  previous  papers.1’  2 
In  many  cases  a long  capsule  with  full 
filtration  containing  two  12.5  mg.  radium 
compartments  is  placed  in  the  cervical  canal 
and  the  needles  are  planted  in  the  demon- 
strable malignant  tissue  so  as  to  deliver 
doses  ranging  from  6,000  to  12,000  gamma  r 


into  the  left  parametrium  treated  soon  after  a subtotal  hysterec- 
tomy had  been  done  in  another  clinic. 
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should  be  given  to  the  region  of  the  rectum 
or  bladder.  When  residual  carcinoma  can  be 
detected  outside  the  irradiated  field,  inten- 
sive roentgen-ray  therapy  may  be  adminis- 
tered to  the  involved  regions  after  a rest 
period  of  from  six  to  eight  weeks,  but  such 
therapy  is  looked  upon  as  a palliative  pro- 
cedure. 

Since  an  effective  combined  use  of  low  in- 
tensive radium  needles  and  roentgen  rays 
has  been  developed  in  our  clinic  for  the  treat- 
ment of  metastatic  lymph  nodes  in  the  neck, 
it  seems  possible  that  some  similar  plan  may 
be  worked  out  for  metastatic  nodes  in  the 
pelvis.  Errcouraging  results  have  been  ob- 
tained in  a few  such  cases,  but  the  material 
available  is  not  yet  large  enough  for  an  ac- 
curate determination  of  the  effectiveness  of 
the  procedure  to  be  made. 

DISCUSSION 

The  techniques  described  above  have  been 
developed  slowly  and  with  much  care,  and  a 
discussion  of  the  underlying  principles  in- 
volved may  be  of  some  interest.  In  our  ex- 
perience the  most  satisfactory  results  are  ob- 
tained when  at  the  first  visit  an  efficient 
plan  of  treatment  is  developed  and  this  plan 
is  carried  out  in  a reasonably  short  time  and 
no  subsequent  therapy  is  given.  When  a cure 
is  possible,  the  first  procedure  should  be 
planned  to  eradicate  all  malignant  cells  be- 
cause a second  trial  of  irradiation  is  never 
so  successful  as  the  first  and  the  likelihood 
of  producing  ill  effects  are  much  greater 
when  large  doses  are  used  a second  time. 

The  importance  of  the  time  factor  has 
been  emphasized  in  a recent  paper.3  In  gen- 
eral, both  gamma  rays  and  roentgen  rays 
should  be  given  with  low  intensities  and  a 
fairly  long  time  factor.  When  a combination 
of  roentgen  rays  and  radium  therapy  is  given 
over  a period  of  four  or  five  weeks,  the  ac- 
curate estimation  of  biologic  effect  becomes 
almost  impossible.  High  intensity  radium 
sources  are  dangerous  and  for  that  reason  no 
capsule  sources  larger  than  25  mg.  are  used 
in  our  clinic.  Some  of  the  serious  sequelae  re- 
ported in  the  literature  have  resulted  from 
the  use  of  capsules  containing  100  mg.  or 
more  for  short  periods  of  time. 

It  is  also  important  that  only  gamma  ir- 
radiation be  used  and  that  all  sources  have 
adequate  filtration.  For  this  reason  radon 
seeds  have  no  place  in  the  treatment  of  cer- 
vical lesions.  High  intensity  capsules  should 
never  be  placed  in  the  fundus  of  the  uterus 
because  loops  of  small  intestine  frequently 
lie  in  close  proximity  to  the  upper  uterine 
cavity.  However,  weak  sources  left  in  place 
for  seven  days  may  be  used  with  safety. 


The  walls  of  the  cervix  and  uterus,  which 
are  quite  radioresistant,  will  withstand  large 
doses,  but  the  mucosae  of  the  bladder  and 
rectum,  which  are  situated  near  to  the  vagin- 
al walls,  are  easily  damaged.  In  the  vagina 
distance  applicators  provide  the  greatest 
factor  of  safety.  Contraction  of  the  upper 
vagina  makes  it  necessary  to  reduce  the 
amount  of  radium  used  in  this  region.  This 
fact  constitutes  my  chief  objection  to  the 
preliminary  use  of  large  doses  of  roentgen 
rays  which  produce  marked  shrinkage  of 
the  vaginal  walls. 

Large  doses  of  roentgen  rays  given  just 
after  or  just  before  the  use  of  an  efficient 
radium  technique  place  a heavy  load  on  the 
rectum  and  bladder  and  a recovery  period 
should  be  allowed  to  elapse  between  the  two 
procedures.  With  the  combined  techniques 
used  in  our  clinic  it  seems  best  to  use  only 
moderate  doses  of  roentgen  rays  and  depend 
for  the  most  part  on  small  radium  sources 
well  distributed  throughout  the  involved 
area. 

On  the  basis  of  experience  certain  criteria 
governing  the  use  of  roentgen  rays  have  been 
evolved.  It  should  be  remembered  that  great- 
er damage  to  internal  structures  can  be  pro- 
duced with  large  than  with  smaller  portals, 
and  most  radiologists  believe  that  late  bone 
damage,  particularly  spontaneous  hip  frac- 
tures, have  appeared  most  frequently  in  pa- 
tients receiving  roentgen  therapy  through 
lateral  portals  directed  through  the  tro- 
chanters. This  complication  has  also  been 
observed  in  patients  who  have  received  sev- 
eral intensive  series  of  roentgen-ray  treat- 
ments spaced  a few  months  apart.  It  is  our 
custom  never  to  repeat  an  intensive  course 
of  deep  roentgen  therapy  in  less  than  eight 
months  and  lateral  portals,  which  really  add 
little  to  the  dosage  delivered  to  the  sides  of 
the  pelvis,  are  never  used. 

Intravaginal  roentgen-ray  therapy  has  re- 
cently become  popular  in  certain  clinics  and 
it  undoubtedly  is  a useful  procedure.  When 
the  uterus  is  in  a normal  position,  the  intra- 
vaginal cone  tends  to  assume  a position 
which  allows  much  of  the  roentgen-ray  beam 
to  strike  the  anterior  rectal  wall,  and  the 
radiologist  must  exert  much  care  in  direct- 
ing the  cone  upward  towards  the  parame- 
trium if  rectal  damage  is  to  be  avoided.  I be- 
lieve as  do  Pitts  and  Waterman  and  Corsca- 
den  that  the  parametrium  can  be  more  ef- 
ficiently irradiated  with  low  intensity  ra- 
dium needles,  and  this  technique  eliminates 
the  daily  troublesome  and  rather  uncomfort- 
able procedure  of  inserting  the  vaginal  cone 
properly. 
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SUMMARY 

During  recent  years  irradiation  techniques 
have  been  improved  so  that  the  five  year 
salvage  rate  for  cancer  of  the  cervix  lies  be- 
tween 35  and  40  per  cent  of  all  the  cases 
treated.  Although  many  radiologists  believe 
that  such  a high  salvage  necessitates  a high 
incidence  of  irradiation  sequelae,  techniques 
which  have  yielded  an  absolute  five  year 
salvage  of  38.6  per  cent  without  the  produc- 
tion of  serious  irradiation  sequelae  are  pre- 
sented in  this  paper. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Palmer  E.  Wigby,  Houston:  Dr.  Martin  has 
probably  contributed  as  much  to  the  improvement  of 
radiation  therapy  in  general  as  any  radiation 
therapist  of  our  time.  He,  as  well  as  the  rest  of  us, 
needs  checking  and  occasionally  double  checking. 

When  he  says  an  extensive  tumor  of  the  pelvis 
will  shrink  materially  from  his  removal  by  cautery 
knife  of  the  protruding  portion  of  the  tumor,  I be- 
lieve that  he  is  not  conveying  the  proper  impres- 
sion. He  implied  in  his  paper  that  he  produced 
shrinkage  of  cancer  in  the  lateral  pelvic  areas  by 
this  procedure.  It  is  one  of  the  cardinal  principles  of 
surgery  that  manipulation  of  tissues  opens  lympha- 
tic channels  and  promotes  spread  of  both  tumor 
cells  and  infection.  Cancer  cells  in  lateral  areas  re- 
main viable  and  the  chances  of  spreading  these 
cells  from  this  procedure,  plus  the  implantation  of 
radium  needles  and  capsules,  must  be  assumed  to 
be  great.  If  he  cauterizes  deeply,  he  admits  him- 
self that  there  is  danger  of  late  slough  and  possible 
massive  hemorrhage.  This  also  favors  the  develop- 
ment of  pelvic  infection. 

It  is  for  these  reasons  that  I consider  it  to  be 
far  more  rational  to  administer  a full  series  of 
roentgen-ray  treatments  before  any  surgical  manipu- 
lation or  radium  implantation  is  performed  except 
in  the  earliest  cases,  which  are  in  the  great  minority. 
Radium  implanted  after  the  roentgen-ray  reaction 
has  passed  its  maximum  point,  a week  or  ten  days 
following  completion  of  the  roentgen-ray  therapy, 
will  have  a far  better  chance  of  reaching  tumor  cells 
in  lateral  pelvic  structures.  Within  this  time  limit 
there  is  no  significant  contraction  of  the  vagina 
and  the  cervical  canal  can  always  be  found  with 
ease.  Radium  sources  will  usually  be  closer  together, 
but  by  the  use  of  careful  tight  packing  there  is  no 
greater  danger  to  the  rectum  or  bladder.  The  ra- 
diologist can  be  completely  certain  that  the  radium 
under  those  circumstances  will  be  more  effective  in 
reaching  more  tumor  cells  because  the  entire  tumor 
is  smaller  in  all  areas.  Furthermore,  there  has  been 
a high  degree  of  devitalization  of  all  tumor  cells 
within  the  pelvis,  so  that  dissemination  of  tumor 
cells  is  possibly  made  less  a hazard.  Also,  all  edema 
of  pelvic  structures  has  been  cleared  up  and  it  is 


well  known  that  water  has  a high  coefficient  of  ab- 
sorption for  radiation. 

Another  important  advantage  in  this  technique 
is  that  only  one  or  two  implantations  are  necessary. 
All  sources  within  the  uterine  cavity,  cervix,  and 
fornices  can  be  applied  at  one  time  if  the  radiologist 
wishes.  I usually  apply  only  the  uterine  and  cervical 
applicator  or  applicators  first  and  when  they  are 
removed,  the  spools  are  packed  into  each  lateral 
fornix  vertically.  Some  pain  is  experienced  from 
the  latter  procedure,  although  the  time  consumed 
for  its  completion  is  so  short  that  a general  anes- 
thetic is  seldom  used.  If  a hypodermic  injection  is 
given  before  the  manipulation,  few  patients  com- 
plain about  the  discomfort  attending  the  packing  of 
the  spools.  This  method  avoids  the  multiple  implanta- 
tions used  by  Dr.  Martin,  and  by  using  moderate 
amounts  of  radium  in  each  source  the  radiation  can 
be  safely  prolonged  over  about  the  same  period  of 
time. 

Dr.  Martin’s  recommendation  that  the  limit  of  safe 
dosage  be  administered  at  the  outset  deserves  com- 
mendation and  strong  emphasis.  It  is  one  of  the 
fundamental  principles  of  good  radiation  therapy. 
Secondary  radiation  treatment,  no  matter  when  it 
is  given,  is  of  limited  value  and  is  practically  always 
only  palliative. 

While  I have  not  tabulated  carefully  my  results 
over  the  past  seven  years,  fairly  accurate  estimates 
show  that  the  number  of  five  year  cures  will  com- 
pare favorably  with  those  of  Dr.  Martin.  Both 
methods  will  certainly  yield  good  results.  It  has 
been  my  observation  that  the  majority  of  patients 
who  continue  to  decline  and  die  within  the  first 
year  or  two  either  have  too  extensive  disease  or  are 
handicapped  by  other  factors  which  militate  against 
a good  result  no  matter  how  carefully  and  thorough- 
ly the  primary  radiation  treatment  is  administered. 

With  the  present  technique  and  dosages  used  in 
our  hospital  we  see  no  significant  complications 
from  the  radiation  per  se.  I can  remember  only  one 
significant  severe  radiation  proctitis,  which  occurred 
about  one  year  following  treatment  and  could  be 
traced  back  definitely  to  faulty  packing. 


SUBACUTE  BACTERIAL  ENDOCARDITIS 

Penicillin  controls  subacute  bacterial  endocarditis 
in  approximately  three-fourths  of  patients,  report 
two  New  York  physicians  in  the  November  6 issue 
of  The  Journal  of  the  American  Medical  Associa- 
tion. 

Subacute  bacterial  endocarditis  usually  attacks 
young  persons  between  the  ages  of  20  and  30,  and 
it  is  often  preceded  by  rheumatic  fever.  Bacteria, 
attacking  the  lining  of  the  heart,  are  usually  those 
of  the  streptococcus  group.  Until  the  discovery  of 
the  sulfa  drugs,  the  disease  was  nearly  always  fatal. 
Treatment  with  sulfa  drugs  achieved  a cure  in  about 
5 per  cent  of  patients. 

The  physicians  making  the  recent  report — Albert 
C.  Herring  and  William  M.  Davis,  of  the  Medical 
Service,  St.  Luke’s  Hospital — say  that  they  were 
able  to  control  the  infection  in  thirteen  of  eighteen 
patients  treated  with  penicillin.  A four-weeks  course 
of  treatment  was  given  to  most  of  the  group. 


TUBERCULOSIS  HOSPITALS  NEED  DOCTORS 

One  hundred  full-time  doctors  are  needed  for  duty 
in  Veterans  Administration  tuberculosis  hospitals 
throughout  the  nation,  and  interested  physicians 
are  invited  to  apply  to  the  Chief  Medical  Director, 
Veterans  Administration,  Washington  25,  D.  C.  The 
salary  range  for  the  positions  now  open  is  from 
$4,479  to  $10,305  annually. 
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The  methods  of  roentgen  therapy  for  the 
treatment  of  carcinoma  of  the  cervix  have 
been  determined  on  the  survival  rates  of 
one  group  compared  to  the  survival  rates 
of  another-  group  which  have  been  treated 
differently.  If  a practical  method  could  show 
that  at  the  end  of  treatment  a satisfactory 
or  unsatisfactory  result  could  be  expected., 
instead  of  the  necessity  of  waiting  for  a 
five  year  survival  rate,  the  number  of  cures 
might  be  appreciably  increased  by  a modi- 
fication of  the  present  methods  of  treat- 
ment. We  have  attempted  to  correlate  the 
study  of  the  response  of  cervical  and  uter- 
ine carcinomas  to  radiation  treatment  by 
means  of  the  vaginal  smear. 

Many  studies  have  been  done  in  an  attempt 
to  determine  the  prognosis  of  various  modes 
of  treatment.  In  1936  Warren,  Meigs,  and 
Severance  correlated  biopsy  data  with  pos- 
sible prognostic  value.  They  published  a 
series  of  70  cases  of  carcinoma  of  the  cervix 
studied  by  means  of  repeated  biopsies  dur- 
ing radiation  treatment.  They  found  that 
the  histologic  grade  is  of  less  importance 
in  prognosis  than  the  clinical  classification. 
They  also  demonstrated  that  if  the  tumor 
showed  marked  radiation  effect  and  there 
were  changes  in  the  stroma  consistent  with 
radiation  reaction,  the  survival  rate  was  in- 
creased. If,  however,  the  tumor  showed  little 
effect  and  the  stoma  little  or  none,  the  pa- 
tients did  poorly. u 

In  1940,  Stewart  and  Farrow  attempted 
to  correlate  the  grade  of  the  tumor  with  the 
clinical  response  and  reported  that  there  was 
a marked  difference  in  the  response  to 
roentgen  ray  and  radium  by  the  same  grade 
tumors.  In  their  opinion  single  biopsies  were 
not  valuable  in  judging  the  actual  response. 
They  concluded  that  a more  satisfactory 
prognosis  could  be  made  on  the  basis  of  the 
clinical  type  of  tumor. 

Arneson  and  Stewart  in  1935  made  serial 
biopsies  throughout  the  course  of  treatment 
by  roentgen  irradiation.  They  followed  the 
histologic  process  of  regression  and  made 
comparisons  between  the  histologic  changes 
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and  the  degree  of  clinical  regression.  They 
found,  with  but  few  exceptions,  that  the  per- 
centage of  satisfactory  clinical  regressions 
parallels  the  increase  in  the  doses,  and  that 
the  histologic  regressions  tend  to  parallel  the 
clinical  regressions.  From  their  study  an 
increase  of  parametrial  dose  was  decided 
upon,  and  the  percentage  of  five  year  sur- 
vivals increased.1 

The  latest  attempts  to  determine  prog- 
nostic significance  have  been  by  the  use  of 
the  vaginal  smear.  Gates  and  Warren  in 
1947  correlated  postradiation  smears  with 
the  clinical  and  biopsy  data.  They  found 
that  in  74  per  cent  of  cases  the  diagnosis 
conformed  with  other  data,  while  16  per 
cent  did  not  conform.3 

Late  in  1947  Ruth  Graham  described  the 
effect  of  radiation  on  the  cells  seen  in  vaginal 
secretion  of  patients  with  carcinoma  of  the 
cervix.  In  a later  work  she  attempted  to  cor- 
relate these  findings  with  the  clinical  pic- 
ture and  the  end  result  of  treatment.  This 
was  the  first  real  attempt  to  give  a prog- 
nosis by  a relatively  simple  method — the 
vaginal  smear.  It  is  true  that  occasionally 
a biopsy  is  impractical  or  cannot  be  obtained, 
whereas  a smear  can  be  quickly  and  easily 
performed.  Her  work  involved  a cell  count 
of  the  malignant  cells  present.  She  noted  a 
decrease  in  number  as  the  tumor  responded. 
The  rate  of  dimunition  was  rapid  in  those  tu- 
mors which  have  a good  prognosis,  and  slow 
or  absent  in  those  cases  which  have  a poor 
prognosis.4  The  cell  count  is  not  a difficult 
or  time  consuming  procedure;  however,  the 
interpretation  of  the  radiation  effect  on  in- 
dividual cells  is  difficult  to  determine,  even 
for  experienced  personnel. 

JEFFERSON  DAVIS  HOSPITAL  STUDY 

Our  cases  selected  for  study  are  from  the 
Gynecology  Section  of  the  Cancer  Clinic  of 
the  Jefferson  Davis  Hospital,  and  are  from 
a series  of  patients  who  have  been  treated 
during  the  past  ten  years  and  have  returned 
for  follow-up  study.  From  the  period  1938 
to  1948  there  have  been  357  cases  of  car- 
cinoma of  the  cervix.  Of  those,  62  have  re- 
turned for  recheck  and  further  treatment. 
A vaginal  smear  has  been  made  routinely  on 
each  new  and  old  admission  since  March, 
1947.  Biopsy  was  done  on  each  new  case  and 
on  all  old  cases  whenever  possible.  Smears 
were  made  daily  during  the  course  of  treat- 
ment, and  biopsy  at  the  end  of  treatment  of 
all  new  cases  during  the  past  year.  The  tech- 
nique of  obtaining  the  smear  and  staining 
the  smear  is  according  to  the  method  advo- 
cated by  Papanicolaou.5 
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The  effect  of  radiation  on  the  cell  content 
of  the  vaginal  smear  was  reported  by  War- 
ren and  Graham.3  The  cell  content  and 
changes  will  vary  with  the  amount  and  type 
of  radiation  and  the  interval  of  time  after 
treatment.  Not  all  the  cells,  whether  benign 
or  malignant,  will  be  affected  in  the  same 
way.  Many  cells  will  die.  Some  will  show 
structural  changes,  while  others  will  remain 
apparently  unchanged. 

There  are  five  types  of  reaction  to  con- 
sider: necrosis,  distortion  of  cancer  cells, 
abnormalities  of  benign  cells,  the  effect  of 
ovarian  atrophy,  and  histiocytic  reaction. 
The  effects  of  necrosis  are  seen  during  and 
for  a short  time  after  radiation  and  are  evi- 
denced by  cellular  debris,  polymorphonuclear 
leukocytes,  and  so  forth.  Some  cancer  cells, 
instead  of  disintegrating,  appear  more  ma- 
lignant than  formerly.  Abnormal  mitosis 
leads  to  huge  bizarre  forms.  Multinucleolate 
giant  cells  may  appear.  These  distorted  cells 
may  appear  for  several  months  after  treat- 
ment. The  histiocytic  reaction  is  extremely 
marked  after  radiation  and  is  especially  so 
after  the  acute  reaction  has  subsided.  These 
may  persist  for  several  years.  Markedly  hy- 
pertrophic granular  nuclei  and  large  nucleoli 
are  striking  characteristics  of  some  his- 
tiocytes and  may  cause  them  to  be  mistaken 
for  malignant  cells. 

From  the  foregoing  it  can  be  realized  that 
the  recognition  of  radiation  reaction  is  nec- 
essary if  the  smear  is  to  be  employed  to 
determine  the  success  of  treatment.  How- 
ever, extensive  intrapelvic  growth  does  not 
necessarily  involve  the  surface  epithelium, 
and  unless  it  does,  cells  will  not  appear  in 
the  vaginal  secretion.  It  has  been  our  im- 
pression that  the  smear  is  less  reliable  than 
the  clinical  observations  in  determining  the 
success  of  treatment  in  spite  of  the  difficul- 
ties involved  in  the  evaluation  of  postradia- 
tion changes  in  epithelial  and  tumor  cells. 

We  have  followed  47  cases  of  uterine  car- 
cinoma and  have  obtained  smears  before, 
during,  and  after  radiation.  Of  these  47  pa- 
tients, 32  are  now  clinically  cured  following 
treatment.  Eight  of  these  patients  had  had  a 
hysterectomy  and  only  one  showed  malig- 
nant cells  on  the  smear  which  were  found 
to  be  from  a carcinomatous  extension  into 
the  vaginal  stump. 

There  are  15  patients  who  still  have  the 
disease  clinically.  Eight  of  these  had  a posi- 
tive smear  for  malignancy.  If  2 cases  which 
had  a clean  cervix  but  metastases  to  the 
lungs  and  parametrium  can  be  excluded,  we 
have  an  accuracy  of  66  per  cent  with  the 


vaginal  smear  following  radiation,  compared 
to  an  accuracy  of  94  per  cent  before  radia- 
tion.- 

There  are  7 false  positive  smears  which 
were  reported  as  containing  malignant  cells 
and  in  which  the  patient  was  free  of  the  dis- 
ease clinically.  These  patients  are  being  re- 
checked and  subjected  to  biopsy  and  are 
asked  to  return  more  frequently  for  follow- 
up to  determine  if  malignancy  is  going  to 
make  itself  clinically  evident.  To  date,  all  are 
still  free  of  the  disease,  the  oldest  case  being 
eight  years. 

An  attempt  to  correlate  the  evidence  of 
radiation  reaction  on  the  smear  with  the 
clinical  condition  of  the  patient  was  made. 
Thirty  patients  had  smears  which  showed 
definite  radiation  reaction.  Of  these  30  pa- 
tients 20  had  no  evidence  of  the  disease.  Of 
these  20  who  had  no  evidence  of  the  disease, 
5 showed  smears  with  a marked  radiation 
reaction.  Of  the  10  who  had  the  disease  only 
1 showed  a marked  radiation  response. 

We  were  unable  to  justify  the  use  of  the 
Papanicolaou  smear  in  our  series  of  cases 
as  a means  of  evaluating  the  response  of  the 
patient  to  radiation.  We  believe  that  the  poor 
results  obtained  are  due  to  the  following 
reasons : 

1.  In  cases  in  which  the  carcinoma  has 
invaded  or  metastasized  and  the  epithelium 
has  healed  over,  there  are  no  malignant 
cells  obtainable  by  the  smear  method  and 
the  diagnosis  must  be  made  clinically. 

2.  The  interpretation  of  the  smear  is 
made  much  more  difficult  by  the  changes 
which  occur  in  the  normal  cells  as  well  as 
in  the  malignant  cells  because  of  radiation. 
We  believe  that  the  interpretation  of  post- 
radiation smears  with  a high  degree  of  ac- 
curacy could  be  done  only  by  a person  de- 
voting full  time  to  this  work.  It  is  not  a 
procedure  which  would  be  of  special  value 
as  a routine  follow-up  in  the  average  hos- 
pital. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Karl  John  Karnaky,  Houston:  I have  been  in- 
terested in  the  detection  of  cancer  by  cervical  and 
uterine  smear  for  the  past  five  years  and  believe  it 
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is  a valuable  adjunct  to  early  diagnosis  of  cancer 
of  the  cervix  and  uterus.  I believe  technicians  should 
be  trained  to  screen  these  cancer  smears  just  as 
they  are  trained  to  recognize  plasma,  eosinophils, 
white  blood  cells,  and  other  cells  in  other  laboratory 
tests. 

I believe  every  doctor  who  sees  women  patients 
should  learn  to  read  his  own  cancer  smears,  because 
by  so  doing  he  would  discover  early  cancer,  and  if 
we  treated  cancer  early  we  would  save  many  lives. 
Routine  aspiration  and  scraping  smears  are  made 
on  every  gynecologic  patient  who  comes  to  my  of- 
fice. One  of  the  trained  technicians  screens  the 
smears,  and  then  I check  all  suspicious  and  positive 
smears.  By  doing  this  I have  found  12  cases  of 
early  cancer  of  the  cervix  which  would  not  have 
been  found  if  routine  cervical  and  uterine  smears 
had  not  been  made. 

Smears  done  routinely  are  of  more  value  to  me 
than  a lot  of  other  routine  tests  we  are  doing  today. 

Cancer  smears  after  roentgen  ray  and  radium  are 
of  most  value  to  me,  although  the  essayists  did  not 
find  that  to  be  true  in  their  study.  I believe  in  time 
we  will  find  the  smear  to  be  of  value  after  roentgen 
ray  and  radium. 


ABUSES  AND  USES  OF  DES  STIL- 
BESTROL IN  OBSTETRICS 
AND  GYNECOLOGY 

WITH  FURTHER  REPORT  ON  TOXICITY 

KARL  JOHN  KARNAKY,  B.  A.,  M.  D. 

HOUSTON,  TEXAS 

Stilbestrol  has  been  used  successfully  for 
so  many  conditions  in  gynecology  and  ob- 
stetrics that  an  increasing  number  of  phy- 
sicians are  prescribing  the  drug.  Since  the 
use  of  stilbestrol  has  been  widespread,  many 
abuses  have  occurred.  It  may  be  that  the 
abuses  of  this  drug  have  been  in  some  cases 
due  to  lack  of  information  concerning  its 
uses.  Because  so  many  physicians  have  asked 
frequently  for  detailed  directions  for  admin- 
istration of  stilbestrol  in  various  conditions 
in  gynecology  and  obstetrics,  a concise  form 
has  been  prepared  and  is  presented  herein. 

In  May,  1937,  in  the  research  department 
at  the  Jefferson  Davis  Hospital  I started 
studying  stilbestrol  and  have  studied  this 
drug  continuously  since.  Stilbestrol  has  also 
been  used  for  the  past  seven  years  in  my  own 
private  practice. 

TOXICITY  STUDIES 

If  stilbestrol  is  abused  by  large  and  ir- 
regular doses,  could  a patient  be  injured  by 
this  drug? 

Shute  stated  that  women  who  have  pro- 
longed bleeding  and  coagulation  times  usually 
have  high  blood  estrogen.  He  concluded  that 
stilbestrol  might  lower  the  platelet  count  and 
cause  purpura  and  some  damage. 

From  the  Department  of  Gynecology,  Research  Division, 
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To  prove  or  disprove  this  contention,  a 
series  of  tests  were  performed  in  our  lab- 
oratory. Des  stilbestrol  was  given  to  163 
consecutive  patients  in  varying  dosages. 
From  0.7  to  400  mg.  was  given  to  217  pa- 
tients, from  401  to  5,000  mg.  to  36,  and  from 
5,001  to  200,000  mg.  to  43.  Table  1 sum- 
marizes the  results  of  laboratory  tests  per- 
formed on  65  of  the  patients  who  received 
large  doses  of  stilbestrol,  together  with  re- 
sults of  tests  on  25  consecutive  patients  who 
received  no  stilbestrol  medication. 

From  these  studies  it  appeared  that  there 
was  no  harm  produced  by  even  large  and 
unphysiologic  doses  of  stilbestrol  other  than 
nausea  and  vomiting  which  passes  off  in 
most  cases  if  the  drug  is  continued. 

Table  2 gives  suggested  uses  and  dosages 
of  stilbestrol.  The  drug  is  used  in  most  con- 
ditions where  there  is  estrogenic  deficiency. 

It  will  appear  from  table  2 that  stilbestrol 
is  given  for  almost  every  condition  of  estro- 
genic deficiency  in  gynecology.  Almost  all 
hormones  given  so  far,  such  as  pregnant 
mare’s  serum,  male  hormone,  gonadotropes, 
anterior  pituitary-like  hormone,  combined 

Table  1. — Dosage  and  Results  of  Laboratory  Tests 
of  65  Patients  Taking  Large  Amounts 
of  Des  Stilbestrol. 

Total  Average 

No.  milligrams  des  stilbestrol  taken ....  1,878,630 28,902 

No.  days  of  medication 11,765  181 

Average  dose  per  day  (mg.) 13,788.45  212.13 

No.  complete  blood  counts  taken  845  13 


Results  of  Laboratory  Tests 
Average  during  Average  without 

Des  Stilbestrol  Des  Stilbestrol 

Administration Administration* * 

Red  blood  count 3,572,315  3,865,900  * 

White  blood  count—  7,101  6,112 

Platelet  count  252,496  261,457 

Hemoglobin  71.8%  78.1% 

Sedimentation  rate — 12  mm.  per  hr.  6 mm.  per  hr. 

Coagulation  time 2 min.  44  sec.  2 min.  49  sec. 

Bleeding  time 1 min.  51  sec.  1 min.  46  sec. 


Note : Most  of  the  patients  receiving  des  stilbestrol  were  uter- 
ine bleeding  patients,  so  that  the  red  blood  counts  and  hemoglobin 
determinations  of  those  receiving  medication  were  slightly  lower 
than  for  the  controls. 

*These  figures  represent  25  consecutive  patients  receiving  no 
des  stilbestrol  medication. 

gonadotropins  (Synapoidin),  and  anterior 
pituitary  sex  hormones,  have  been  of  com- 
paratively little  value.  Estrogens  have  been 
successfully  used  in  more  gynecologic  con- 
ditions than  any  other  drug.  It  is  more  rea- 
sonable in  cost,  is  easy  to  give,  and  produces 
better  results. 

It  is  my  personal  opinion,  not  yet  substan- 
tiated by  enough  scientific  data,  that  most 
menstrual  disorders  are  due  to  deficiency  in 
or  a low  continuous  level  of  estrogen,  rather 
than  to  hyperestrogenism. 

Baker  and  Everett  demonstrated  that  the 
daily  injection  of  stilbestrol  in  doses  ranging 
from  0.05  to  5 mg.  for  periods  of  from  four 
to  seven  days  into  25  day  old  female  rats 
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Table  2. — Suggested  Uses  and  Dosages  of  Des  Stilbestrol. 


In  the  child. 

Vulvovaginitis. — 1.0  mg.  nightly  at  9 p.m.  for  from  60  to 
100  nights.  This  amount  causes  the  labia  and  vagina  to 
approach  adult  characteristics  and  so  become  very  resistant 
to  infections.  The  changes  disappear  after  the  drug  is  dis- 
continued. Bleeding  may  be  produced  in  some  cases. 

At  puberty. 

Flooding  and  menstrual  irregularities. — 1.0  mg.  nightly  at  9 
p.m.,  increased  by  1.0  mg.  every  third  night  for  from  3 to 
6 months,  during  which  time  the  patient  is  made  a men  or- 
rheic.  If  bleeding  begins  during  this  period,  15  mg.  is  given 
every  15  minutes  until  bleeding  stops.  This  procedure  usually 
corrects  most  menstrual  conditions  at  puberty.  An  alternate 
dosage  is  0.5  to  1.0  mg.  nightly  for  26  nights,  none  for  3 
nights,  repeated  over  and  over  for  3 months.  If  bleeding 
begins  during  the  26  nights,  from  1 to  5 mg.  is  taken  every 
15  minutes  until  bleeding  stops. 

Amenorrhea. 

Primary. — 0.2  to  1.0  mg.  every  night  at  9 p.m.  for  26  nights, 
none  for  3 nights,  repeated  over  and  over  for  3 months.  If 
no  results  are  obtained,  the  medication  is  repeated  for 
another  3 months.  An  alternate  dosage  is  0.2  mg.  for  the 
first  26  nights,  increased  to  0.4  mg.  every  night  for  the  next 
26  nights.  If  there  is  no  bleeding,  the  dose  is  increased  to 
from  0.6  to  1.0  mg.  nightly  for  26  nights.  Thyroid  is  given 
to  tolerance  and  1 lipoiodine  tablet  is  given  daily  for  60 
days.  If  no  results  are  obtained,  increasing  doses  are  given 
for  from  3 to  6 months. 

Secondary. — Same  as  for  primary  amenorrhea. 

Hypomenorrhea  and  oligomenorrhea. — Same  as  for  amenorrhea, 
except  that  stilbestrol  is  started  on  the  first  day  of  menses 
and  given  for  26  nights,  stopped  for  3 nights,  and  repeated 
over  and  over  for  3 months. 

Hypoplasia  of  uterus. — 0.5  mg.  for  2 nights,  increased  by  1.0 
mg.  every  third  night  for  from  4 to  6 months.  The  patient  is 
kept  amenorrheic.  If  bleeding  begins,  from  10  to  25  mg.  is 
given  every  15  minutes  until  bleeding  stops.  Pseudopregnancy 
is  produced. 

Dysmenorrhea  (functional). — 0.5  to  1.0  mg.  beginning  on  the 
ninth  day  of  the  cycle  is  given  for  14  days.  The  medication  is 
repeated  for  from  3 to  6 months. 

Menstrual  migraine  headaches. — Treated  like  dysmenorrhea  for 
3 months.  If  no  results  are  obtained,  amenorrhea  is  produced 
for  3 months  by  giving  0.5  mg.  nightly,  increased  by  1.0 
mg.  every  third  night.  From  10  to  25  mg.  is  given  every  15 
minutes  if  bleeding  begins,  but  the  dose  is  still  increased  by 
1.0  mg.  nightly.  As  a supplement,  codeine,  grain  %,  is  given 
every  30  minutes  until  headaches  are  controlled. 

Ill  feeling  of  menses. — Treated  like  dysmenorrhea.  If  no  results 
are  obtained,  amenorrhea  is  produced  for  from  3 to  6 months. 

Painful  engorgement  of  breast. — 1.0  mg.  at  once  and  nightly  for 
5 nights. 

Induction  of  labor. — No  results  obtained  ; not  advocated. 

Missed  abortion. — 25  to  100  mg.  4 times  a day  until  the  product 
of  conception  passes,  usually  by  the  seventh  day. 

Uterine  inertia  with  bleeding. — 250  mg.  (10  cc.)  intramuscularly, 
100  mg.  (4  cc.)  injected  into  the  anterior  wall  of  the  cervix  (if 
possible),  and  50  mg.  every  15  minutes  by  mouth.  If  this 
medication  is  not  possible,  250  mg.  (10  cc.)  in  oil  is  given  in 
each  buttock  while  the  patient  is  prepared  for  uterine  packing. 

Threatened  abortion. — If  severe,  250  mg.  (10  cc. ) in  oil  in  each 
hip.  If  mild,  250  mg.  (10  cc. ) intramuscularly  and  from  50 
to  200  mg.  by  plain  tablet  every  15  minutes  until  bleeding, 
pain,  or  cramps  stop,  then  50  mg.  3 times  a day  and  at  bed- 
time for  7 days.  If  signs  or  symptoms  recur,  from  50  to  200 
mg.  by  tablet  every  15  minutes  until  all  signs  and  symptoms 
stop.  After  4 to  8 weeks  of  intensive  stilbestrol  therapy,  from 
25  to  50  mg.  is  given  every  morning.  The  drug  is  given  any 
time  signs  or  symptoms  recur.  Stilbestrol  is  given  to  the 
eighth  month  of  pregnancy.  No  progesterone  of  any  kind  has 
been  found  necessary.  Most  patients  can  become  ambulatory 
in  about  3 to  7 days. 

Bleeding  from  incomplete  abortion. — 250  mg.  (10  cc.)  intramus- 
cularly and  from  25  to  200  mg.  in  plain  tablets  at  once  and 
100  mg.  every  15  minutes  until  bleeding  stops,  then  50  mg.  3 
times  a day  and  at  bedtime  for  1 week.  Also  2 ergotrate  tablets 
are  given  at  once  and  1 every  2 hours  for  from  6 to  12  doses. 

Habitual  abortion. — As  soon  as  the  patient  misses  menstruation 
for  from  3 to  7 days,  or  if  the  basal  temperature  suggests 
pregnancy  as  early  as  2 days  after  menses  is  delayed,  25  mg. 
is  given  daily  with  from  50  to  200  mg.  by  tablet  every  15 
minutes  until  all  signs  and/or  symptoms  of  the  threatened 
abortion  are  stopped.  The  patient  is  then  treated  as  for 
threatened  abortion. 

Operation  during  pregnancy  to  prevent  abortion. — 250  mg.  (10 
cc.)  intramuscularly  immediately  and  50  mg.  3 times  a day 
and  at  bedtime.  If  abortion  threatens,  the  patient  is  treated 
for  that. 

Test  for  pregnancy. — 15  to  25  mg.  in  plain  tablets  at  9 p.m.  If 
there  is  no  nausea  or  vomiting  within  6 hours,  the  stilbestrol 
test  is  positive  for  pregnancy. 

Pseudopregnancy. — 1 mg.  every  night  at  9 p.m.  until  the  patient 
bleeds.  This  procedure  usually  requires  from  10  to  30  days. 

Hormonal  nausea  of  pregnancy. — 5 mg.  3 times  a day,  increased 
by  5 mg.  each  dose  every  day  until  nausea  is  controlled.  This 
procedure  usually  requires  from  7 to  14  days  and  is  fairly 
successful. 

Toxemia  of  pregnancy. — 100  mg.  every  3 hours  until  the  condi- 
tion is  controlled,  then  100  mg.  3 times  a day. 


Diabetes  and  pregnancy. — 4 25-mg.  tablets  4 times  a day. 

Pregnancy  and  hypertension. — 4 25-mg.  tablets  4 times  a day. 

Excess  saliva  during  pregnancy. — 25  mg.  3 times  a day  and  at 
bedtime,  increased  by  25  mg.  3 times  a day  and  at  bedtime 
every  fourth  day  until  the  condition  is  controlled. 

Premature  labor. — 200  to  400  mg.  daily  and  100  mg.  every  15 
minutes  until  labor  pains  and  bleeding  are  controlled. 

Large  myomas  and  pregnancy. — 100  mg.  daily  as  soon  as  preg- 
nancy is  determined  and  200  mg.  daily  during  the  last  month 
of  pregnancy. 

Late  accidents  of  pregnancy. — 50  mg.  every  morning  for  pro- 
phylaxis starting  at  the  sixth  week  of  pregnancy. 

Constant  serosanguinous  secretion  from  the  vagina  following 
delivery. — 0.1  to  1.0  mg.  nightly  for  20  nights.  If  the  dose  is 
too  large,  milk  will  be  reduced  or  stopped. 

Severe  bleeding  two  weeks  or  more  after  delivery. — 50  mg.  by 
plain  tablet  every  15  minutes  until  bleeding  stops  and  then 
25  mg.  nightly  for  from  20  to  30  nights.  If  there  is  mild 
bleeding,  1.0  to  5.0  mg.  is  given  every  15  minutes  until 
bleeding  stops  and  then  for  from  20  to  30  nights. 

To  dry  up  breast  after  delivery. — 1.0  mg.  nightly  for  5 nights. 

Dysfunctional  uterine  bleeding  below  age  35. — Cancer  should  be 
ruled  out  before  stilbestrol  is  given.  Menorrhagia,  menomet- 
rorrhagia,  flooding,  and  metrorrhagia  are  types  of  noncancer- 
ous  uterine  bleeding  which  occur  below  the  age  of  35. 

Mild  bleeding  or  no  bleeding. — 0.5  mg.  every  night  at  9 p.m., 
increased  by  1 mg.  every  third  night  for  26  nights,  none  for 
3 nights,  and  repeated.  Thyroid  (Armour)  to  tolerance, 
lipoiodine  every  morning  for  60  mornings,  and  B complex 
concentrate  (Armour)  1 tablet  3 times  a day  until  60  are 
given. 

Moderate  bleeding  with  the  patient  in  good  condition. — 1 mg. 
every  night  at  9 p.m.  for  26  nights,  none  for  3 nights,  and 
repeated.  Also  thyroid,  lipoiodine,  and  B complex  concen- 
trate. 

Severe  bleeding. — 250  mg.  (10  cc.)  injected  into  the  anterior 
wall  of  the  cervix,  using  a large  spinal  needle  and  10  cc. 
syringe.  5 mg.  by  mouth  nightly  for  26  nights,  none  for  3 
nights,  and  repeated.  If  bleeding  occurs  during  the  26  days, 
stilbestrol  is  given  every  15  minutes  to  keep  the  patient 
amenorrheic.  Thyroid,  lipoiodine,  and  B complex  concentrate 
are  given.  2 ergotrate  tablets  are  given  at  once  and  1 every 
2 hours  for  from  6 to  12  doses.  If  the  patient  is  at  home  and 
calls,  2 ergotrate  tablets  at  once  and  1 every  2 hours  are 
prescribed.  Also  prescribed  are  5-mg.  plain  stilbestrol  tab- 
lets to  be  taken  50  mg.  at  once,  25  mg.  every  15  minutes 
until  bleeding  stops,  and  then  5 mg.  nightly  for  26  nights, 
none  for  3 nights,  and  repeated  for  from  3 to  6 months.  The 
patient  is  instructed  to  insert  a % grain  nembutal  rectal 
suppository  in  the  anus  every  30  minutes  until  nausea  and 
vomiting  are  controlled. 

Bleeding  associated  with  myomas. — 100  mg.  by  plain  tablet  at 
once  and  50  mg.  every  15  minutes  until  bleeding  stops.  Within 
24  hours  dilatation  and  curettage  are  done  to  rule  out  carci- 
noma of  the  fundus.  Cervical  carcinoma  is  ruled  out  by  in- 
spection, Papanicolaou  smears,  and  frozen  section  biopsy  of 
the  cervix.  If  cancer  is  found,  stilbestrol  should  not  be  given 
after  24  hours. 

Endometriosis. — If  the  patient  is  seen  when  menstruation  is  on 
and  pains  are  severe,  250  mg.  (10  cc.)  in  oil  is  injected  into 
the  anterior  wall  of  the  cervix  and  5 mg.  is  given  every  night 
at  9 p.m.,  increased  by  5 mg.  every  third  night.  Nembutal  in 
V2  grain  rectal  suppositories  is  given  for  nausea  every  30 
minutes  per  rectum.  If  the  patient  is  seen  after  the  pain  is 
over  and  the  diagnosis  of  endometriosis  is  made  by  pelvic 
examination  and  history,  0.5  mg.  is  given  for  2 nights  and 
increased  by  1.0  mg.  every  third  night  until  5 mg.  is  being 
taken,  then  5 mg.  is  taken  every  night  at  9 p.m.,  increased  by 
5 mg.  every  third  night  for  from  4 to  6 months.  When  the 
patient  has  increased  the  dose  to  25  mg.,  she  can  take  only 
1 small  25-mg.  tablet ; when  she  reaches  50  mg.  daily,  2 25-mg. 
tablets.  She  may  also  take  tablets  3 times  a day  to  lessen  the 
number  to  be  taken  at  one  time.  If  bleeding  begins,  25  mg.  is 
given  every  15  minutes  until  bleeding  stops.  The  patient  should 
not  be  allowed  to  bleed  during  the  4 to  6 month  interval. 

Senile  vaginitis. — 0.1  mg.  every  night  at  9 p.m.  until  the  patient 
is  well.  The  treatment  usually  requires  from  7 to  14  days. 

Microcystic  ovaries. — 0.1  mg.  at  9 p.m.  for  3 nights,  increased 
by  0.5  mg.  every  third  night  until  1 mg.  is  being  taken  and 
then  increased  1 mg.  every  night  for  from  30  to  60  nights.  If 
bleeding  starts,  15  mg.  is  given  every  15  minutes  until  bleed- 
ing stops. 

Sterility. — When  husband  and  wife  have  been  found  to  be  nor- 
mal, 0.05  mg.  at  9 p.m.  every  night  for  3 months.  If  no 
results  are  obtained,  0.5  mg.  every  night  at  9 p.m.,  increased 
by  1 mg.  every  third  night  for  3 months.  If  bleeding  starts, 
15  mg.  is  given  every  15  minutes  until  bleeding  stops.  If 
pregnancy  supervenes,  25  mg.  is  given  daily  as  a preventive 
measure  against  abortion. 

Acute  salpingitis. — To  prevent  tubo-ovarian  abscess,  5 mg.  daily 
for  60  days. 

As  diagnostic  aid  in  some  special  ectopic  cases. — 250  mg.  (10 
cc.)  intramuscularly  in  oil  and  25  mg.  3 times  a day  and  at 
bedtime.  If  bleeding  is  not  stopped  in  24  hours  and  the  patient 
has  no  signs  or  symptoms  except  menstrual  irregularities,  the 
diagnosis  of  ectopic  pregnancy  is  advisable. 

Menopause. — Not  advocated  for  any  condition  after  menstruation 
ceases  at  menopause.  It  is  in  this  period  that  stilbestrol  is 
most  misused. 
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caused  changes  in  the  pituitary  gland  char- 
acterized by  (1)  an  increased  weight  of  the 
gland,  (2)  increased  mitotic  activity  in  the 
acidophiles  with  an  increase  in  their  relative 
and  absolute  number,  (3)  hypertrophy  of 
the  golgi  apparatus  in  the  acidophiles,  (4) 
degranulation  and  reduction  in  the  number 
of  the  basophiles  with  no  effect  on  their  mi- 
totic activity,  and  (5)  reduction  in  the  rela- 
tive and  absolute  number  of  chromophobes 
with  little  change  in  their  mitotic  activity. 
Continuation  of  injections  of  0.5  mg.  daily 
for  fourteen  days  resulted  in  a slight  reduc- 
tion in  the  number  of  acidophiles,  an  in- 
crease in  {he  number  of  chromophobes,  and 
an  increase  in  the  mitotic  activity  in  both 
cell  types.  The  investigators  concluded  that 
stilbestrol  in  the  dosage  they  employed  ex- 
erts a stimulative  action  on  the  acidophiles. 

It  has  been  shown  in  the  rabbit  that  if  all 
of  the  follicles  except  one  were  destroyed  in 
the  ovaries,  ovulation  did  not  take  place  in 
that  one  remaining  follicle,  yet  there  was 
present  a normal  amount  of  follicular  stim- 
ulating hormone  from  the  anterior  pituitary 
gland.  If  estrogen  was  given  the  follicle 
grew,  was  extruded,  and  a normal  corpus 
luteum  was  formed.  It  has  also  been  shown 
that  the  development  of  the  corpus  luteum 
is  dependent  upon  estrogen. 

Smith  and  Smith  have  shown  that  stil- 
bestrol stimulates  the  anterior  pituitary 
gland,  especially  the  luteinizing  secretion 
(L.  H.  factor). 

It  has  been  shown  that  if  certain  fish  are 
caught  and  their  ovaries  sprayed  with  estro- 
gen after  they  have  laid  their  eggs,  they  will 
again  begin  to  ovulate  and  will  then  swim 
back  and  lay  another  set  of  eggs.  The  actual 
placing  of  estrogenic  hormone  on  the  ovaries 
of  the  fish  leads  to  ovulation. 

ABUSES  OF  STILBESTROL 

Giving  0.5  mg.  or  more  of  stilbestrol  per 
day  to  a patient  past  the  menopause  is  one 
of  the  most  common  abuses  of  this  drug.  In 
these  cases  giving  this  drug  leads  to  bleeding, 
and  cancer  must  be  ruled  out  if  the  patient 
continues  to  bleed  after  stilbestrol  is  discon- 
tinued. Stilbestrol  should  not  be  given  to 
menopausal  patients.  Hexestrol  1 mg.  and 
phenobarbital  % grain  (Hexestrofen*)  is 
superior  and  is  advocated  instead  of  all  other 
hormones. 

Another  abuse  is  giving  stilbestrol  in  uter- 
ine bleeding  for  two  or  three  days  and  then 
stopping  the  drug,  thereby  producing  with- 
drawal bleeding  which  is  as  bad  as  or  worse 
than  the  original  bleeding.  Stilbestrol  should 
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be  given  for  twenty-six  nights  before  it  is 
discontinued.  If  bleeding  ever  occurs  dur- 
ing those  twenty-six  days,  from  5 to  15  mg. 
should  be  given  every  fifteen  minutes  to 
stop  the  bleeding.  If  the  patient  is  more  than 
35  years  of  age  or  if  cancer  is  suspected  re- 
gardless of  the  age,  a careful  dilatation  and 
curettage  and  a biopsy  of  the  endometrium 
and  cervix  should  be  done  in  a hospital  to 
rule  out  cancer. 

It  is  a mistake  for  the  doctor  to  order 
discontinuation  of  stilbestrol  because  the  pa- 
tient is  nauseated  when  she  is  bleeding.  The 
drug  should  not  be  discontinued.  The  patient 
should  be  given  i/2  to  1 grain  of  nembutal 
every  half  hour  until  nausea  and/or  vomiting 
is  controlled,  instead  of  stopping  stilbestrol. 
Rectal  nembutal  suppositories  are  ideal. 

Another  important  abuse  is  giving  stil- 
bestrol for  bleeding  before  examining  the 
patient  to  see  if  some  tumor  is  causing 
trouble  or,  more  important,  to  see  if  a can- 
cer of  the  cervix  or  uterus  is  present.  Cancer 
should  be  ruled  out  as  the  cause  of  bleeding 
in  every  case. 

CANCER  AND  STILBESTROL 

As  far  as  it  has  been  possible  to  determine 
by  biopsy  and  by  making  more  than  1,000 
cancer  smears,  stilbestrol  apparently  does 
not  stimulate  or  make  cancer  cells  in  ulcers 
of  the  cervix  after  prolonged  administration. 
However,  stilbestrol  is  contraindicated  in 
eases  of  cancer  of  the  breast  or  family  his- 
tory of  cancer. 

CONCLUSIONS 

After  a continuous  study  for  the  past 
eleven  years  of  a large  series  of  charity  cases 
and  for  seven  years  of  private  patients,  it  has 
been  observed  that  stilbestrol  is  nontoxic 
even  when  given  in  large  and  unphysiologic 
doses. 

It  has  been  found  that  most  menstrual  ir- 
regularity, after  cancerous  tumors,  polyps, 
and  ulcers  have  been  ruled  out,  has  been  due 
to  a deficiency  of  estrogenic  hormone.  Stil- 
bestrol, being  unique  in  that  it  stimulates 
the  pituitary  gland,  has  given  the  best  results 
in  the  treatment  of  menstrual  irregularities 
and  various  ovarian  deficiencies. 

Tables  are  given  showing  blood  determina- 
tions before  and  during  stilbestrol  admin- 
istration. The  blood  picture  was  not  al- 
tered from  the  control  before  and  after  stil- 
bestrol, even  when  a total  dosage  of  181,960 
mg.  of  stilbestrol  was  given  to  1 patient  over 
a period  of  less  than  one  year.  No  case  of 
purpura  or  serious  toxicity  has  been  encoun- 
tered in  these  patients  or  any  other  patient 
of  mine  treated  with  stilbestrol  during  the 
past  ten  years. 
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No  patient  developed  hemorrhagic  pur- 
pura, nor  did  the  abdominal  or  episiotomy 
incisions  bleed  more  in  those  on  whom  opera- 
tion was  performed.  It  might  fairly  be  con- 
cluded that  stilbestrol  produces  little  or  no 
changes  in  the  hematopoietic  system  in  hu- 
man beings  when  doses  recommended  in  the 
literature  are  given.  The  platelet  count  was 
approximately  the  same  before,  during,  and 
after  stilbestrol,  regardless  of  the  dose. 

Stilbestrol  has  given  such  favorable  re- 
sults that  it  appears  to  be  an  ideal  drug  for 
most  gynecologic  endocrine  disturbances 
related  to  menstruation  without  using  pro- 
gesterone, anterior  pituitary  hormone,  or 
other  types  of  hormones  with  the  exception 
of  thyroid. 

A table  of  the  uses  of  stilbestrol,  based 
on  years  of  experience  in  the  charity  clinic 
and  in  a private  practice,  is  given.  The  use 
of  various  endocrines  other  than  stilbestrol 
is  not  advocated  for  treatment  of  menstrual 
disorders  and  other  gynecologic  conditions. 
Stilbestrol  is  advocated  for  many  gynecologic 
endocrine  disorders  associated  with  ovarian 
deficiency,  and  it  alone  has  given  the  best 
results. 

Administration  of  stilbestrol  in  cases  of 
cancer  is  discussed.  There  has  been  no  stim- 
ulation of  actual  cancer  tissue  or  production 
of  cancer  in  my  patients  after  long  treatment 
with  and  unphysiologic  and  experimental 
doses  of  stilbestrol. 
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ABSTRACT  OF  DISCUSSION 

Dr.  J.  N.  Burditt,  Abilene:  It  is  only  by  careful 
analysis  of  large  groups  of  cases  that  significant 
observations  can  be  made.  This  qualificaton  makes 
it  difficult  for  one  whose  experience  is  limited  to 
clinical  application  of  a form  of  treatment  to  discuss 
intelligently  a paper  of  this  type.  Dr.  Karnaky  has 
made  some  significant  observations,  especially  with 
reference  to  the  nontoxic  qualities  of  stilbestrol.  It 
is  interesting  to  note  in  the  tables  presented  that  in 
a large  group  of  patients,  some  of  whom  have  re- 
ceived massive  doses  of  stilbestrol,  there  have  been 
no  appreciable  changes  in  the  blood  picture. 

I am  more  impressed  by  what  has  been  said  in 
regard  to  the  uses  of  the  endocrines  in  general  and 
the  limitation  of  their  value  than  about  the  specific 
uses  of  stilbestrol,  probably  because  my  experience 
with  stilbestrol  has  been  limited.  I have  used  it  ex- 
tensively and  with  excellent  results  in  the  reduction 
of  engorgement  in  the  lactating  breast,  as  well  as 
the  nonlactating,  tender,  and  painful  breast  from 
physiologic  causes.  Of  the  various  uses  of  this  drug 
that  Dr.  Karnaky  has  listed,  particularly  in  the 
functional  disturbances  of  menstruation,  I believe 
his  results  are  better  than  those  of  some  other  inves- 
tigators because  of  his  method  of  administration. 
Certainly  in  many  of  these  conditions  there  is  an 
estrogenic  deficiency  and  good  results  may  be  ex- 
pected by  the  intelligent  administration  of  an  estro- 
genic product.  I am  not  willing  to  accept  stilbestrol 
therapy  as  the  method  of  choice  in  the  treatment  of 
incomplete  abortion  and  salpingitis. 

I do  not  think  that  stilbestrol  should  ever  be  used 
after  the  cessation  of  menstruation  following  the 
menopause,  but  I think  one  of  the  greatest  abuses  is 
the  haphazard  method  of  administration.  Many  phy- 
sicians just  give  “shots”  with  no  intelligent  under- 
standing of  what  they  are  attempting  to  accomplish 
physiologically. 


EXAMINATION  FOR  STOMACH  CANCER 

Routine  examination  with  roentgen  ray  is  the  only 
effective  means  for  discovering  the  majority  of 
stomach  cancers  at  an  early  stage,  according  to  Leo 
G.  Rigler,  M.D.,  of  the  department  of  radiology  and 
physical  therapy  of  the  University  of  Minnesota, 
Minneapolis,  writing  in  the  August  21  issue  of  The 
Journal  of  the  American  Medical  Association. 

“The  vast  majority  of  persons  coming  to  surgical 
treatment  are  in  an  advanced  stage  of  the  disease. 
Surgical  cures  of  carcinoma  of  the  stomach  will 
continue  to  be  infrequent  unless  the  diagnosis  is 
made  before  the  development  of  any  appreciable 
symptoms  or  physical  signs,”  he  observes. 

As  the  incidence  of  the  disease  rises  sharply  after 
the  age  of  50,  such  an  examination  is  especially  de- 
sirable for  persons  over  that  age,  Dr.  Rigler  says. 
For  practical  use  of  the  examination  on  a wide  scale, 
the  group  to  be  examined  should  be  chosen  by  age 
and  results  of  a preliminary  test  for  gastric  acidity, 
according  to  Dr.  Rigler.  If  all  persons  past  50  were 
given  a triple  histamine  test  and  a gastric  analysis, 
and  those  for  whom  the  analysis  indicated  a low 
gastric  acidity  wei-e  examined  with  roentgen-ray 
films,  most  cancers  of  the  stomach  could  be  dis- 
covered, he  points  out. 
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The  well  of  the  past  is  deep  and,  some  place 
in  that  fathomless  depth  lie  the  beginnings 
of  the  healing  art  which  we  now  call  Medi- 
cine. Its  origin  is  shrouded  with  obscurity 
and  we  can  only  speculate  as  to  how  this  pro- 
fession first  had  its  being. 

Perhaps,  in  the  dark,  remote,  paleolithic 
period,  a stone  age  man  sat  in  a dim  cave, 
staring  at  a fellow  creature.  His  mind  was 
dull ; the  abstract  had  no  existence  for  him ; 
and  it  was  only  with  a profound  effort  that 
he  could  remember  two  things  simultaneous- 
ly. However,  he  had  spent  days  staring  at 
this  fellow  cave-man  and  he  had  grasped  the 
fact  that  this  man  was  different.  First,  he 
could  not  go  out  to  hunt  and,  second,  he  was 
distorted.  After  long  and  painful  thought, 
the  man  had  observed  that  the  sufferer  had 
a huge  swollen  abdomen,  and,  after  thor- 
ough observation  of  others,  it  was  apparent 
that  this  distortion  was  not  the  rule. 

These  facts  he  had  grasped  for  some  days, 
but  the  “why”  eluded  him.  Suddenly,  a flash 
of  inspiration  made  the  whole  thing  clear; 
a devil  had  obviously  entered  into  his  friend 
and  was  occupying  the  abdomen.  More  pain- 
ful and  labored  mental  agony  resulted  in  a 
clear  and  definite  conclusion ; the  devil  must 
be  let  out.  Here  is  a simple  and  logical 
thought  process  which  a cave-man  could 
grasp : There  is  a devil  in  my  friend ; my 
friend  is  suffering  because  of  this;  I must 
let  the  devil  out.  Seizing  a flint  knife  and 
ignoring  his  friend’s  frantic  and  terrified 
protests,  he  sank  the  knife  into  the  swollen 
abdomen,  and  the  devil,  in  the  guise  of  quarts 
of  fluid,  poured  out. 

Although  the  thinking  was  entirely  irra- 
tional, the  end  result  was  desirable,  and, 
for  a time  at  least,  the  sick  man  was  better 
after  the  first  tapping  for  dropsy  in  all  his- 
tory had  been  performed. 

Thus  must  have  originated  much  medicine 
and  surgery.  We  know  that  the  ancient  Egyp- 
tians and  the  Peruvian  Incas  opened  the 
skull  cavity.  Since  it  is  highly  improbable 
that  they  recognized  increased  intracranial 
pressure,  it  seems  likely  that  their  motiva- 
tion was  not  too  different  from  that  of  the 
cave-man.  Disease  itself  is  old  ; even  the  dino- 
saurs suffered  from  arthritis,  and  the  most 
primitive  fossilized  human  skeletons  exhibit 
malignant  tumors  and  tuberculosis. 

Read  at  a public  meeting.  State  Medical  Association  of  Texas, 
Annual  Session.  Houston,  April  28,  1948. 


Our  first  exact  knowledge  of  medicine  be- 
gins with  the  rise  of  the  classical  Grecian 
civilization  in  which  medicine  was  closely 
integrated  with  the  formal  religion  of  the 
culture  and  was  practiced  by  priest-phy- 
sicians. The  god  Apollo  was  a physician,  and 
the  patron  of  physicians,  and  treatment  of 
the  sick  was  a combination  of  curious  rem- 
edies, prayer,  and  burnt  offerings.  Out  of 
this  vague  period  emerged  the  first  of  the 
great  physicians,  Hippocrates,  although  an 
ancient  Egyptian  papyrus  (about  1500  B. 
C.)  has  rather  accurate  directions  for  re- 
ducing a dislocation  of  the  jaw.  Hippocrates 
was  the  first  teacher  who  attempted  to  sep- 
arate medicine  from  magic  and  who  relied 
on  careful  observation  and  logical  deduction 
rather  than  on  charms  and  incantations.  His 
observations  were  so  exact  that  they  remain 
patterns  today,  twenty-five  hundred  years 
after  he  made  them.  His  logic  was  not  al- 
ways so  accurate. 

The  Romans  were  not  physicians ; indeed 
the  calling  was  held  too  lowly  for  so  noble 
a race.  Nevertheless,  although  they  prac- 
ticed not,  they  were  interested,  and  as  long 
ago  as  30  A.  D.,  Celsus  wrote  a massive 
treatise  in  which  he  first  named  the  four 
cardinal  signs  of  inflammation  so  familiar 
to  every  medical  student  today.  Two  hundred 
years  later  Galen  proclaimed  the  value  of 
anatomy  and  of  physiology.  Dissection  hav- 
ing become  illegal,  he  carried  out  his  experi- 
ments upon  pigs,  transferring  his  findings 
to  human  anatomy  and  perpetuating  many 
errors.  He  was  the  first  man  to  recognize 
that  the  arteries  of  the  body  contained  blood, 
not  air,  but  he  had  no  idea  that  the  blood 
was  in  motion. 

By  the  tenth  century,  the  center  of  medical 
knowledge  had  shifted  to  Arabia,  where 
many  learned  treatises  appeared  including  a 
classic  on  the  cautery,  one  on  the  removal 
of  stones  from  the  bladder,  and  one  on  frac- 
tures and  dislocations. 

Medieval  medicine  can  be  passed  over 
quickly.  Generally  speaking  it  represented  a 
return  to  magic,  the  use  of  poorly  under- 
stood herbs,  bad  and  meddlesome  surgery, 
and  a complete  lack  of  anatomic  knowledge. 
The  Renaissance,  however,  brought  forth  the 
beginnings  of  modern  science  as  anatomy 
began  to  be  understood  and  taught , as  men 
became  willing  to  risk  punishment  for  scien- 
tific knowledge,  and  as  the  great  Ambrose 
Pare  learned  to  ligate  blood  vessels.  Before 
him,  bleeding  wounds  had  been  treated  with 
boiling  oil,  but  Pare  found  that  the  bleeding 
vessels  could  be  identified  and  tied — the  first 
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really  great  discovery  of  surgery.  Praised  for 
his  work,  he  said  humbly,  “I  dress  their 
wounds,  and  God  heals  them.”  Perhaps  we 
could  use  some  of  his  humility  today. 

The  seventeenth  century  saw  the  true  birth 
of  modern  medicine  and  surgery  when  Wil- 
liam Harvey  demonstrated  that  the  heart 
propels  the  blood  and  that  the  veins  and 
arteries  are  always  filled  with  moving  blood. 
It  seems  incredible  that  in  the  thousands  of 
years  which  preceded  this  discovery,  men 
should  have  seen  oceans  of  blood  flowing  in 
the  brawls  and  battles  which  were  of  daily 
occurrence  without  recognizing  this  elemen- 
tary truth.  Without  this  knowledge,  there 
would  be  no  modern  science  of  medicine  and 
surgery. 

True  knowledge,  as  opposed  to  unsupport- 
ed theories,  began  to  accumulate — men  be- 
gan to  make  careful  observations,  to  apply 
the  experimental  method.  The  microscope 
was  invented,  blood  cells  and  capillary  ves- 
sels were  described,  and  medicine  began, 
slowly  enough,  to  divorce  itself  from  magic 
and  to  become  part  of  science.  Surgery  with- 
out any  knowledge  of  anesthesia  was  a hor- 
ror and  consisted  largely  of  amputations  and 
“cutting  for  stone,”  that  is,  the  removal  of 
bladder  stones.  Pus  was  considered  praise- 
worthy and  was  called  laudable,  and  there 
was  no  knowledge  of  infection  and  of  how 
to  avoid  it. 

At  the  same  time  men  were  beginning  to 
think  better  or,  rather,  they  were  beginning 
to  experiment  instead  of  to  try  to  solve  a 
problem  by  merely  thinking  about  it.  For 
example,  Edward  Jenner  was  told  by  a dairy- 
maid that  she  could  not  contract  smallpox  (a 
disease  extremely  prevalent)  because  she 
had  had  cowpox,  a mild  disease  transmitted 
to  the  hands  of  milkers.  When  Jenner  found 
that  this  theory  was  generally  believed  in 
Gloucestershire,  he  investigated,  and,  having 
summoned  up  his  courage,  he  inoculated  a 
boy  with  cowpox.  Eight  weeks  later  he  in- 
oculated the  boy  with  smallpox  but  no  dis- 
ease appeared,  and  a terrible  scourge  had 
been  conquered.  It  seems  apt  to  remark  that 
it  is  amazing  that  there  are  people  today 
who  oppose  vaccination  although  by  it  small- 
pox has  been  almost  stamped  out,  and  there 
is  no  reason  why  any  person  ever  should  have 
smallpox. 

In  the  latter  part  of  the  nineteenth  cen- 
tury, Pasteur  demonstrated  the  existence  of 
bacteria  and  their  relation  to  certain  dis- 
eases. He  also  discovered  the  nature  of  rabies 
and  devised  the  Pasteur  treatment  which  ef- 
fectively prevents  the  victim  of  a rabid  ani- 


mal from  developing  this  terrible  and  fatal 
disease.  It  is  upon  his  work,  as  applied  by 
Lister,  that  all  modern  surgery  rests,  al- 
though the  extent  to  which  it  might  have 
developed  without  anesthesia  is  in  doubt. 
The  first  operation  under  anesthesia  was 
performed  in  the  Massachusetts  General  Hos- 
pital a little  more  than  one  hundred  years 
ago. 

With  these  great  discoveries,  progress  be- 
came rapid.  The  cause  of  malaria  was  found 
and  the  problem  of  its  control  largely  solved. 
Yellow  fever  was  completely  conquered; 
sleeping  sickness  was  overcome ; typhoid  was 
banished ; and  diphtheria  was  overcome. 
Then  came  a discovery,  the  full  significance 
of  which  is  still  not  entirely  realized ; the  dis- 
covery of  the  x-ray.  In  1895  Wilhelm  Conrad 
Roentgen  discovered  this  remarkable  agency, 
announcing  it  first  in  1896.  The  whole  prac- 
tice of  medicine  has  been  changed  by  this 
discovery ; diagnosis  has  become  a science, 
and  the  treatment  of  disease  has  been  revolu- 
tionized. Moreover,  the  roentgen  ray  is  the 
key  which  unlocked  the  door  to  the  vast  and 
terrifying  realm  of  nuclear  physics,  and  even 
the  atomic  bomb  owes  its  existence  to  Roent- 
gen’s great  discovery. 

There  followed  rapidly  the  discovery  of 
radium,  the  vitamins,  insulin.  The  number 
of  lives  saved  and  suffering  avoided  by  the 
sulfonamides  and  penicillin  is  incalculable. 
Pneumonia,  once  a dread  killer  with  a mor- 
tality of  perhaps  40  per  cent,  has  been  robbed 
of  its  terrors.  The  hazards  of  surgery  have 
been  lessened  steadily  until  surgical  deaths 
are  the  exception  and  not  the  rule. 

To  recapitulate : The  black  death — bubonic 
plague — has  disappeared  from  the  civilized 
world  because  the  bacteriology  of  it  was  com- 
prehended. Smallpox  has  vanished.  Typhoid 
fever  is  so  rare  that  many  a middle-aged 
doctor  has  never  seen  a case.  No  one  need 
die  of,  or  even  have,  diphtheria.  Malaria  is 
a controlled  disease.  Yellow  fever  has  been 
vanquished.  Tuberculosis  is  now  easily  rec- 
ognized in  its  incipiency  and  arrested  reg- 
ularly. An  increasing  number  of  cancers  are 
cured  every  year.  Pneumonia  is  no  longer  the 
dreaded  killer  of  a few  years  ago.  Surgical 
risks  have  become  minimal.  Diabetes  is  well 
controlled.  Scurvy  and  ricketts  are  becom- 
ing rarer  and  rarer. 

Who  has  accomplished  these  miracles? 
With  the  single  exception  of  yellow  fever 
these  imposing  advances  are  the  results  of 
the  efforts  of  doctors,  ordinary  doctors.  Jen- 
ner and  Koch  and  Harvey  were  general  prac- 
titioners. Lister  was  a surgeon  in  private 
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practice.  Pasteur,  Roentgen,  and  the  Curies 
were  scientists  unendowed  and  largely  un- 
directed. 

Everything  known  in  medicine  and  surg- 
ery, in  physics,  in  chemistry,  and  in  every 
science  is  published  and  freely  available  to 
any  man  whose  educational  background  will 
permit  him  to  comprehend  it.  Everything 
known  to  mankind  about  disease,  its  mani- 
festations, and  its  treatment  is  embodied  in 
modern  medicine.  It  is  little  enough  com- 
pared to  the  vast  realm  of  the  unknown,  but 
what  we  know  is  available  to  all  who  seek  it. 
There  is  no  secret  knowledge.  When  I think 
of  the  poorly  prepared  and  incompetent  peo- 
ple who  are  willing  to  take  the  responsibility 
for  human  lives,  I think  of  Dr.  Samuel  John- 
son, who  once  said  to  Mr.  Boswell,  “Sir,  the 
trouble  with  people  is  not  that  they  are  ig- 
norant, it’s  that  they  know  so  many  things 
that  aren’t  so!’’ 

Today,  medicine  rests  on  a firm  founda- 
tion of  science,  obeying  the  famous  dictum 
of  John  Hunter,  “Why  think?  Try  the  ex- 
periment!” We  understand  the  structure  of 
the  human  body,  not  only  from  the  gross 
standpoint  of  organs,  muscles,  nerves,  and 
so  forth,  but  from  the  standpoint  of  its  cell 
structure.  We  know  its  physiology;  how  it 
functions;  what  disease  does  to  this  function 
and  this  structure.  We  know  its  chemistry; 
what  blood  is ; how  it  is  made  and  renewed. 
We  know  the  effect  of  diet  and  deficiency 
of  diet;  what  the  vitamins  are;  and  how  to 
replace  blood  with  blood  and  with  plasma. 
No  one  can  tell  how  many  young  men  are 
living  and  well  today  who  would  have  died 
on  the  battlefield  were  it  not  that  we  knew 
how  to  use  morphine  and  plasma  against 
shock.  Modern  anesthesia  and  modern  surg- 
ery are  triumphs,  and  the  operating  room 
has  lost  its  terror.  We  know  how  to  explore 
the  interior  of  bodies  with  roentgen  ray,  how 
to  study  the  chemistry  of  blood  and  secre- 
tions. We  can  make  atoms  radioactive  and 
so  trace  them  through  the  body  and  study 
its  behavior.  We  know  how  to  use  the  mi- 
croscope. We  understand  bacterial  infection 
and  how  to  cope  with  it.  Life  expectancy  in- 
creases every  year  and  the  span  of  life  grows 
steadily  longer. 

Doctors  of  medicine  represent  perhaps  the 
only  group  of  people  in  the  world  striving 
earnestly  to  make  themselves  unnecessary. 
Every  doctor  rejoices  at  every  disease  that 
is  conquered  although  it  removes  one  more 
source  of  occupation  for  him.  The  profes- 
sion of  medicine  is  sincerely  and  genuinely 
interested  in  the  health  of  everyone,  in  the 


obliteration  of  disease  and  the  elimination 
of  suffering  from  the  world.  To  achieve  that 
shining  goal,  it  needs  the  help  of  laymen. 

See  your  doctor  when  you  are  ill,  and  see 
him  early.  Find  a good  doctor,  attach  your- 
self to  him,  and  cling  to  him  firmly.  Resist 
ill  advised  attempts  to  abolish  vaccination. 
Refuse  to  be  moved  by  hysterical  attacks  on 
animal  experimentation.  Remember  that  only 
5 per  cent  of  all  animal  experiments  involve 
any  surgery,  and  that  more  than  500,000 
dogs  are  put  to  death  annually  by  the  hu- 
mane department  of  the  City  of  New  York. 
Demand  that  every  person  who  presumes  to 
treat  the  sick  be  well  grounded  in  at  least 
the  elementary  sciences.  Support  your  hos- 
pitals and  your  medical  schools.  Remember 
that  the  miracles  that  have  been  accom- 
plished were  accomplished  by  ordinary  good 
physicians — free  men  working  in  a system 
of  free  enterprise — and  resist  bureaucratic 
attempts  to  make  medical  care  a part  of  the 
function  of  government. 

With  the  help  of  interested  laymen  and 
with  the  guidance  of  physician  leaders,  the 
profession  will  go  on  to  greater  achieve- 
ments. The  life  and  health  of  each  person 
will  become  steadily  safer,  and  everyone  will 
live  longer,  better,  and  more  happily  because 
of  the  progress  of  medicine.  Let  it  be  re- 
membered that  it  was  written  in  the  scrip- 
tures: “Honor  the  physician  for  the  need 
that  thou  hast  of  him,  for  the  Lord  thy  God 
did  make  him.” 


INSECTICIDE  CURES  SCABIES 

Gammexane,  an  insecticide  discovered  in  England 
during  World  War  II,  is  highly  effective  against 
scabies,  say  two  New  York  physicians.  Writing  in 
the  October  23  issue  of  The  Journal  of  the  American 
Medical  Association,  A.  Benson  Cannon  and  Marvin 
E.  McRae  of  the  Department  of  Dermatology,  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Univer- 
sity, and  the  Vanderbilt  Clinic,  report  that  in  a test 
of  gammexane  on  100  patients  with  scabies,  all  'were 
cured  by  one  to  three  treatments  with  a preparation 
of  the  drug  in  vanishing  cream. 

In  nearly  two-thirds  of  the  group,  the  disease 
“showed  no  signs  of  activity”  after  a single  applica- 
tion of  the  cream.  Gammexane  was  effective  in  cases 
of  scabies  which  had  resisted  other  treatment.  The 
cream  is  virtually  nontoxic  and  nonirritating  to 
patients  and  has  a faint,  not  unpleasant,  odor,  the 
physicians  point  out. 

Gammexane  has  been  extensively  tested  by  the 
Department  of  Agriculture,  the  Army  Service 
Forces,  and  the  Kettering  Institute,  and  is  important 
in  controlling  chiggers,  lice,  ticks,  fleas,  cock- 
roaches, bedbugs,  and  mites,  according  to  the  article. 

Gammexane  has  been  known  as  “666,”  a name 
which  was  undesirable  because  it  had  already  been 
used  for  a commercial  antimalarial  preparation,  the 
physicians  say. 
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TUMOR  SEMINAR  II 

Conducted  by 

COLONEL  J.  E.  ASH,  U.  S.  A.,  RET. 

Scientific  Director,  The  American  Registry  of  Pathology 
WASHINGTON,  D.  C. 

Dr.  B.  F.  Stout,  San  Antonio,  chairman  of  the 
seminar,  presented  Col.  Elbert  DeCoursey,  chief  of 
Laboratory  Service,  Brooke  General  Hospital,  who 
in  turn  introduced  Col.  J.  E.  Ash,  Washington,  D.  C. 
Colonel  Ash  discussed  briefly  the  anatomy  and  phys- 
iology of  the  skin  and  various  dyskeratoses,  pre- 
senting certain  illustrative  cases.  He  then  introduced 
a new  topic  with  the  following  cases: 

EPITHELIOMA  ADENOIDES  CYSTICUM 

Case  5. — Presented  by  Lt.  Col.  R.  H.  Holmes, 
Brooke  General  Hospital,  Fort  Sam  Houston. 

History. — L.  D.  K.,  a white  man  aged  52,  had  a 
pearly,  hemispherical  lesion  raised  1 cm.  from  the 
forehead,  with  overlying  telangiectasis  of  two  years’ 
duration. 

Diagnoses. — Epithelioma  adenoides  cysticum;  cyl- 
indroma. 

Colonel  Ash:  This  is  basal  cell  carcinoma,  Brooke 
type.  The  term  epithelioma  adenoides  cysticum  is 
acceptable. 

The  slide  shows  a well-circumscribed  expanding 
lesion  with  atrophy  of  the  overlying  epidermis  and 
histologic  telangiectasis.  In  addition  to  cysts  there 
are  a number  of  lanugo  hair  follicles  with  hair 
shafts  indicating  its  nevus  character.  It  is  an  ex- 
ample of  both  trichoepithelioma  and  epithelioma 
adenoides  cysticum  of  dermatologic  nomenclature, 
and  is  benign. 

PILOSEBACEOUS  NEVUS 

Case  6. — Presented  by  Dr.  D.  A.  Todd,  San  An- 
tonio. Patient  of  Dr.  C.  W.  Tennison. 

History.—-' The  patient  was  a 22  year  old  woman. 
The  oblong  lesion  had  been  present  since  birth  and 
extended  from  in  front  of  the  ear  over  the  cheek 
to  the  ala  of  the  nose  and  the  upper  lip.  It  had  a 
pinkish-tan  color  and  the  skin  was  thick  and  leathery. 
Near  the  upper  portion,  during  the  last  three 
months,  there  appeared  three  small  nodes  which  were 
deeply  pigmented,  ranging  from  2 to  4 mm.  in  diam- 
eter. These  small  nodules  caused  the  patient  to 
consult  her  physician.  The  entire  lesion  was  excised 
and  sections  submitted  were  from  the  nodular  areas. 

Diagnoses. — Basal  cell  carcinoma,  pigmented; 
pilosebaceous  nevus. 

Colonel  Ash:  Using  the  clinical  record  and  the 
clinical  picture,  I would  much  prefer  to  call  this 
lesion  a nevus.  It  is  not  the  simple  pigmented  nevus 
or  mole  but  I am  using  the  term  “nevus”  in  its 
broader  connotation — a congenital  dysontogenesis. 
The  dermal  elements  are  dominant.  I think  it  is  a 
pilosebaceous  nevus  with  acanthosis  and  chronic  in- 
flammatory reaction.  There  are  a few  basal  cells 
coming  off  the  follicles  that  might  suggest  a basal 
cell  tumor  and  these  cells  are  all  pigmented,  but  I 
think  they  are  all  secondary  to  the  nevoid  process. 
It  cannot  be  called  malignant  .at  this  point,  and 
although  it  is  impossible  to  tell  what  these  lesions 
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will  do  eventually,  I would  be  surprised  if  it  behaved 
badly. 

Audience  Member:  Are  you  using  the 
word  nevus  in  the  sense  of  the  lesion  having- 
nevus  cells? 

Colonel  Ash : No.  I am  using  it  in  a 
broader  sense — a congenital  dystrophy  of 
dermal  elements,  in  this  case,  of  the  pilose- 
baceous apparatus. 

BASAL  CELL  CARCINOMA 

(Lantern  slide.)  This  is  a clinical  picture 
of  a basal  cell  carcinoma.  Such  tumors  are 
practically  always  above  the  line  of  the 
mouth,  and  this  one  is  on  the  nose  of  a 
woman. 

(Lantern  slide.)  This  is  a basal  cell  carci- 
noma on  the  upper  lip  of  a soldier.  It  is  be-, 
ginning  to  ulcerate.  The  Institute  of  Pathol- 
ogy has  a number  of  basal  cell  tumors  from 
young  soldiers  in  addition  to  the  large  col- 
lection of  leukoplakias  and  squamous  cell 
carcinomas. 

The  various  basal  cell  tumors  make  a com- 
plex group.  Here  again  there  is  the  con- 
fusion of  the  clinical  and  the  pathologic 
terminology  and  interpretation.  Another 
complication  is  that  the  basal  cell  comes  not 
only  from  the  basal  layer  of  the  epidermis, 
but  also  from  the  hair  follicle  epithelium. 
Tumors  of  the  basal  cell  type,  therefore,  may 
arise  either  from  the  surface  epithelium  or 
from  the  hair  follicle.  The  latter  may  be  a 
nevoid  structure  with  an  embryonal  or  dys- 
ontogenetic character.  Tumors  arising  from 
such  elements  are  usually  the  congenital 
benign,  multiple,  epithelioma  adenoides  cyst- 
icum. 

In  the  consideration  of  controversial  sub- 
jects such  as  the  basal  cell  tumors  and  the 
nevi,  with  complicated  classifications  over 
which  there  is  wide  differences  of  opinion, 
it  has  been  my  custom  to  devise  some  simple 
framework  to  which  facts  may  be  added  as 
they  are  formulated.  In  analyzing  this  group 
of  tumors  with  its  varied  clinical  and  his- 
tologic pictures,  I start  by  differentiating 
them  into  two  broad  classes:  (1)  The  dif- 
fuse, infiltrating  tumors  which  arise  from 
the  basal  layer  of  the  epidermis  either  as 
solitary  tumors  or  frequently  from  multiple 
foci,  and  result  in  the  clinical  rodent  ulcer. 
This  is  the  Krompecher  type  and  is  the  true 
basal  cell  carcinoma  (fig.  5).  (2)  The  more 
complicated  tumors  which  arise  from  hair 
follicle  basal  cells,  the  Brooke  type  (fig.  6). 
Although  I am  not  convinced  that  Brooke 
meant  to  include  all  the  varieties  from  this 
origin,  I use  it  as  a pedagogic  expedient. 

The  fallacy  in  calling  all  Brooke-type 
basal  cell  tumors  “carcinoma,  basal  cell”  is 
that  some  of  them  certainly  are  not  malig- 


604 


TUMOR  SEMINAR— ASH 


December, 


nant;  but  it  is  not  always  possible  to  tell, 
histologically,  the  benign  from  the  malig- 
nant. It  is  possible,  however,  to  pick  out 
from  the  Brooke  group  one  benign  tumor 
that  is  well  recognized  by  the  dermatolo- 
gist— the  multiple,  benign,  congenital  lesion 
mentioned  above,  epithelioma  adenoides 
cysticum.  It  is  usually  small,  is  common 
around  the  eyelids  but  may  be  on  other  parts 
of  the  body,  and  is  quite  benign.  Its  his- 
tologic appearance  is  typical.  Other  tumors 
that  arise  from  hair  follicle  epithelium,  ma- 
ture or  embryonal,  with  the  same  histologic 
pattern  may  invade  and  be  clinically  malig- 
nant. Therefore  the  term  epithilioma  ade- 
noides cysticum  is  reserved  for  the  specific 
clinical  entity,  although  it  is  not  specific 
histologically.  I do  not  like  too  well  the  term 
trichoepithelioma,  in  spite  of  the  fact  that 
histogenetically  it  is  perfectly  proper.  It  is 
at  best  a generic  term  and  does  not  indicate 
the  important  differences  in  the  types. 

Incidentally,  I have  several  pet  aversions 
and  one  of  them  is  to  the  term  “epithelioma,” 
which  the  dermatologist  uses  liberally.  To 
me,  it  means  only  one  thing,  and  that  is  a 
tumor  of  the  skin.  There  are  only  two 
lesions  to  which  I consider  the  name  appli- 
cable : one  is  epithelioma  adenoides  cysticum, 
which  is  the  specific  entity  that  everybody 
recognizes,  and  the  other  is  calcifying  epi- 
thelioma, which  will  be  considered  later. 
The  British  go  even  further  than  American 
dermatologists.  They  call  practically  every- 
thing on  the  skin  epithelioma,  even  nevi,  and 
generically,  as  I have  indicated,  they  are 
correct.  It  seems  to  me,  however,  that  there 
would  be  less  confusion  of  tongues  if  pathol- 
ogists and  dermatologists  would  say  carci- 
noma, squamous  cell ; carcinoma,  basal  cell ; 
carcinoma,  transitional  cell. 

Krompecher  Type. — (Lantern  slide.)  This 
basal  cell  tumor  involves  the  inner  canthus 
of  the  eye.  This  is  a troublesome  site  and 
not  uncommon.  I pause  to  warn  of  the  more 
common  papilloma  of  the  canthus  that  is 
confusing  to  the  general  pathologist.  It  re- 
sembles basal  cell  carcinoma,  but  is  benign. 
In  the  region  of  the  inner  canthus,  along 
the  edge  of  the  eyelid,  senile  keratosis  with 
secondary  carcinoma  is  frequently  found. 
This  is  an  instance  of  a frank  basal  cell 
cancer,  the  rodent  ulcer  or  Krompecher  type. 

(Micro  slide.)  This  is  another  example  of 
the  Krompecher,  rodent  ulcer  type,  in  this 
instance  of  multicentric  origin.  Extending 
down  from  the  basal  layer  of  the  epidermis 
are  broad  masses  of  basal  cells  still  con- 
nected with  the  surface  epithelium.  In  this 
central  older  area,  the  cells  have  gone  deeper 
and  deeper  into  the  corium,  almost  down  to 


the  hair  follicle  level.  Already  there  is 
destruction  of  the  overlying  epidermis  with 
secondary  infection  and  crusting.  This  is 
true  basal  cell  carcinoma.  The  patient  was 
a 24  year  old  white  man  who  had  had  the 
lesion  on  his  lip  for  three  years  (fig.  5). 

(Micro  slide.)  This  specimen  is  from  a 
white  man,  47  years  old,  who  had  a purplish 
macular  papule  of  the  temple.  This  is  an- 
other example  of  the  more  diffuse  but  early 
multicentric  basal  cell,  Krompecher  type. 
The  multicentric  origin  is  not  an  uncommon 
feature. 

Brooke  Type. — (Micro  slide.)  The  next 
section  is  from  a lesion  of  six  years’  dura- 
tion in  the  left  temporal  region  of  a white 
man,  26  years  old.  It  had  been  treated  with 
radium.  This  lesion  is  confusing.  It  cer- 
tainly is  not  the  Krompecher  type,  although 
it  is  multicentric  in  origin,  and  certainly  it 
is  not  the  benign  epithelioma  adenoides  cyst- 
icum, but  has  definitely  the  configuration  of 
the  Brooke  type  (fig.  6).  There  is  evidence 
of  irritation  on  the  skin  surface  as  a result 
either  of  inadequate  irradiation  or  of  the  dif- 
fuse and  superficial  growth  of  the  tumor. 
Under  higher  power  it  is  obviously  basal 
cell.  It  must  be  determined  whether  these 
are  real  cystic  spaces  arising  from  some 
glandular  element  of  the  tumor  or  whether 
they  are  the  pseudocystic  spaces  character- 
istic of  adenoides  cysticum.  The  evolution 
of  the  cysts  is  shown  fairly  well  in  this  slide. 
The  infiltrating  strands  of  tumor  cells  iso- 
late portions  of  the  dermal  stroma  which 
becomes  more  and  more  degenerated  until 
finally  all  the  reticulate  element  disappears, 
leaving  a space  filled  with  liquefied  material. 
This  is  the  Brooke  type  of  pseudocyst.  In 
other  tumors  these  cysts  are  really  lined  by 
glandular  epithelium  and  indicate  an  origin 
other  than  the  basal  cells  of  the  hair  follicle. 
From  this  field  it  is  not  possible  to  say 
whether  the  tumor  is  epithelioma  adenoides 
cysticum  or  an  actual  basal  cell  carcinoma 
with  malignant  potentialities.  It  has  the 
Brooke  type  of  architecture,  but  it  is  neces- 
sary that  the  clinical  picture  be  known  and 
that  more  of  the  tumor  be  studied  histo- 
logically before  a differentiation  between  the 
benign  and  the  clinically  malignant  can  be 
made. 

(Micro  slide.)  This  section  is  from  a white 
woman,  76  years  of  age,  who  had  had  a 
multicystic  lesion  on  her  face  for  from  two 
to  three  years.  It  contained  clear  mucoid 
fluid,  but  bled  easily.  The  clinical  history 
indicates  that  this  is  not  benign  cystic  tumor. 
Masses  of  basal  epithelium  are  coming  off 
not  only  from  the  basal  layer  of  the  epider- 
mis, but  there  is  also  evidence  of  hair  follicle 
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origin.  In  addition  there  is  cystic  change  in 
the  cell  masses.  This  is  the  Brooke  type  of 
basal  cell  tumor,  obviously  not  the  benign 
cystic  lesion,  nor  yet  the  more  serious  Krom- 
pecher  type.  Under  the  higher  power,  in 
addition  to  the  cystic  areas,  can  be  seen  small 
strands  of  basal  cells  running  out  in  all  di- 
rections, an  indication  of  some  degree  of 
malignancy.  In  the  benign  cystic  basal  cell 
tumor  a mass  of  cells  this  large  is  never 
seen  without  a cyst,  yet  the  cysts  in  this 
tumor  are  being  formed  in  exactly  the  same 
way  as  those  in  the  benign  tumor,  by  the 
isolation  of  little  islands  of  stroma  which 
subsequently  degenerate.  There  is  no  evi- 
dence of  gland  epithelium.  The  diagnosis  is 
carcinoma,  basal  cell,  Brooke  type.  This 
separates  it  from  the  benign  epithelioma 
adenoides  cysticum  and  carries  the  connota- 
tion that  it  is  not  as  malignant  as  the  Krom- 
pecher  type. 


(Micro  slide.)  The  next  slide  is  from  a 44 
year  old  white  woman  who  had  a number  of 
small  lesions  on  her  face  that  were  diag- 
nosed clinically  as  multiple,  benign,  cystic 
epithelioma.  These  are  apparently  congenital 
lesions.  The  cysts  are  a little  more  exag- 
gerated than  usual.  Under  higher  power  the 
characteristics  of  the  cysts  can  be  seen,  but, 
in  addition,  little  buds  of  basal  cells  are 
springing  off  from  some  of  the  larger  cell 
masses.  These  are  not  present  in  the  classic 
benign  tumor  and  they  must  arouse  sus- 
picion as  to  possible  malignancy.  I want  to 
call  attention  to  the  foci  in  which  the  cells 
are  not  all  basal  but  show  a tendency  to 
differentiate  to  squamous  cells.  Small  ker- 
atin cysts  of  variable  size  result.  Eventually 
in  some  of  the  smaller  cysts  can  be  found 
keratin  masses  that  can  be  recognized  as 
hair  shafts,  either  of  mature  or  lanugo  hair. 
This  particular  tumor  is  coming  not  only 
from  the  basal  layer  of  the  surface  epi- 
thelium but  also  from  hair  follicle  epitheli- 
um. This  lesion  can  be  called  a trichoepi- 
thelioma if  its  histogenesis  is  to  be  indicated, 
but  to  me  it  is  just  another  example  of  the 
Brooke  type  of  basal  cell  tumor,  not  par- 
ticularly, if  at  all,  malignant.  There  is  no 
doubt  that  it  is  nevoid,  that  is,  of  hamar- 
tomatous  or  dysontogenetic  origin. 

(Micro  slide.)  The  next  section  was  taken 
from  the  son  of  the  woman  whose  case  has 
just  been  presented.  He  had  a mass  on  the 
scalp  and  also  the  typical  benign  congenital 
lesions  on  the  face.  He  is  one  of  seven  mem- 
bers of  the  same  family  who,  in  three  gen- 
erations, have  had  similar  skin  lesions.  The 
tumor  on  the  scalp,  which  bears  the  clinical 
name  turban  tumor,  is  obviously  a dysonto- 
genetic process.  It  includes  hair  follicle  in 


all  stages  of  development,  none  of  them  par- 
ticularly mature,  most  of  them  of  the  lanugo 
embryonal  type,  and  from  them  spring  little 
nests  and  prongs  of  basal  epithelium.  There 
are  areas  showing  typical  cysts  of  the  real 
Brooke  type,  and  others  in  which  there  are 
in  addition  the  little  keratin  cysts  and  oc- 
casional recognizable  hair  shafts. 

Some  pathologists  misinterpret  the  sig- 
nificance of  this  squamous  differentiation  in 
trichoepitheliomas  and  call  them  baso- 
squamous  carcinomas.  This  squamous  epi- 
thelium is  mature  and  not  neoplastic.  It  is 
trying  to  produce  hair  shafts  and  is  just  a 
part  of  the  embryonal  dysontogenesis.  We 
will  see  how  a real  basosquamous  tumor 
looks  later.  There  can  be  all  sorts  of  com- 
binations of  pseudocystic  elements  and  em- 
bryonal hair  follicles.  Tumors  such  as  these 
seldom  go  on  to  frank  clinical  malignancy 
as  do  those  of  the  Krompecher  type. 

(Micro  slide.)  The  next  is  from  a 50  year 
old  white  man  who  had  a lesion  in  the  lum- 
bar region  which  he  stated  was  of  two  weeks’ 
duration.  It  was  a sharply  marginated, 
pigmented,  papular  lesion  with  three  little 
satellite  clumps  around  it.  It  was  diag- 
nosed clinically  as  malignant  melanoma. 
Microscopically,  the  tumor  is  entirely  within 
the  epidermis.  There  is  no  evidence  of 
nevus  formation  in  the  corium,  and  under 
higher  power  the  tumor  cells  are  plainly 
basal  in  type  but  appear  to  contain  a little 
more  pigment  than  is  usual  in  basal  cells. 
It  is  this  disturbance  in  pigmentation  that 
identifies  this  lesion.  There  is  migration  of 
the  pigment  to  the  corium  in  chromato- 
phores  and  macrophages,  accounting  for  the 
clinically  characteristic  color  of  the  lesion. 
There  should  be  no  difficulty  in  differenti- 
ating these  pigmented  phagocytes  from  true 
nevus  cells.  The  ability  of  the  basal  cell  to 
form  melanin  as  demonstrated  in  this  lesion 
brings  up  at  once  the  great  question  as  to 
whether,  because  of  this  melanoblastic  prop- 
erty, malignant  melanomas  are  derived  from 
them  as  well  as  from  the  true  nevus  cells. 
I will  speak  of  that  later.  This  tumor  is  the 
so-called  intraepidermal  pigmented  type  of 
basal  cell  carcinoma,  less  malignant  than  the 
nonpigmented,  and  it  represents  one  of  the 
senile  changes  in  the  skin  closely  allied  to 
the  lentigines. 

Basosquamous  Carcinoma. — (Micro  slide.) 
The  next  slide  is  an  example  of  a true  baso- 
squamous carcinoma  in  a 56  year  old  woman. 
The  lesion  was  on  her  leg  and  had  been 
present  for  several  years.  There  is  a possi- 
bility of  arsenical  dermatosis,  as  the  pa- 
tient apparently  had  been  taking  arsenicals 
for  some  time.  The  basosquamous  tumor 
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is  most  common  about  the  face,  cheek,  eye- 
lids, canthus,  nose,  forehead,  and  scalp.  I 
do  not  like  to  make  the  diagnosis  unless  the 
squamous  element  is  a dominant  feature  and 
is  definitely  neoplastic  in  character.  The 
dermatologists  claim  that  about  15  per  cent 
of  the  skin  carcinomas  are  basosquamous. 
In  this  slide  the  epithelial  elements  have 
infiltrated  the  corium,  and  even  at  this 
power  the  definite  squamous  cell  content 
can  be  seen.  Under  higher  power  there  will 
be  no  difficulty  in  differentiating  the  squa- 
mous element  in  this  tumor  from  the  matur- 
ing, more  specialized  hair  epithelium  in  the 
trichoepithelioma.  Its  definitely  neoplastic 
character  can  be  seen.  There  is  no  attempt 
at  regular  maturation  or  regular  keratiniza- 
tion,  but  instead,  bizarre  mitotic  figures  and 
poor  differentiation  of  the  basal  layer.  In 
other  fields  are  apparent  elements  that  con- 
form definitely  to  the  basal  type.  The  im- 
portance of  differentiating  the  basosqua- 
mous from  the  basal  cell  carcinoma  lies  in 
the  fact  that  the  former  may  metastasize, 
and  it  is  the  squamous  element  in  the  tumor 
that  will  do  so. 

Dr.  B.  F.  Stout,  San  Antonio,  has  a koda- 
chrome  slide  of  benign  superficial  epithelio- 
matosis  to  show.  (Lantern  slide.) 

NEVUS  EPITHELIOMATO-CYLINDROMATOSUS 

Case  7. — Presented  by  Colonel  Ash. 

History. — A 26  year  old  woman  had  several  small, 
tender,  subcutaneous  nodules  of  two  years’  duration. 
There  was  appreciable  telangiectasis  in  the  overlying 
skin.  Because  of  the  prominent  tenderness,  it  was 
diagnosed  clinically  as  either  glomus  or  leiomyoma. 

Diagnosis. — Sweat  gland  adenoma. 

Colonel  Ash:  Yes,  that  is  good.  Remember  I said 
the  nodules  were  subcutaneous  and  not  intracuta- 
neous.  This  is  nevus  epitheliomato-cylindromatosus. 
The  tumor  is  too  deeply  situated  to  be  an  epithelioma 
adenoides  cysticum;  also  the  cyst  spaces  are  glandu- 
lar in  origin.  I interpret  this  as  a more  complicated 
dysontogenetic  adenomatous  nevoid  tumor  involving 
not  only  hair  follicle  elements  but  also  the  sweat 
gland  elements,  a hamartoma.  All  of  these  compli- 
cated features  can  be  explained  from  the  embryonal 
anlage.  I do  not  think  it  is  necessary  to  coin  a large 
collection  of  names  to  cover  every  morphologic  pos- 
sibility, particularly  for  these  skin  appendage  tu- 
mors. They  are  referred  to  as  syringo-cystadenoma, 
cylindroma,  and  hydradenoma,  and  are  histologically 
comparable  to  the  so-called  “turban  tumor.”  In 
this  instance  it  is  sweat  gland  anlage  that  is  in- 
volved, and  any  stage  in  the  gland  development  may 
be  represented.  The  final  picture  may  be  anything 
from  an  unorganized  mass  of  cells  of  the  basal  type 
to  the  fairly  well  developed  sweat  gland.  Dr.  Hamil- 
ton Montgomery  uses  the  term  nevus  in  its  broad 
connotation  as  a tumor  arising  from  skin  element 
anlage.  If  it  can  be  recognized  as  coming  from  hair 
follicles,  it  is  trichoepithelioma;  if  from  sweat  gland 
elements,  hydradenoma.  In  this  instance  the  term 
nevus  is  convenient  because  the  picture  is  so  com- 
plicated. These  tumors  are  not  difficult  to  under- 
stand if  it  is  remembered  that  they  arise  from  some 
skin  element  anlage  and  therefore  may  have  a 
thousand  different  histologic  pictures.  They  are  rare- 
ly malignant.  The  specimen  under  discussion  is  a 


variant  of  the  Brooke  type  basal  cell  tumor.  The 
adjective  “cylindromatous”  indicates  that  it  con- 
tains hyaline  strands  along  which  the  basal  type 
cells  are  palisaded.  The  cyst  spaces  here  are  glandu- 
lar, differing  from  those  in  epithelioma  adenoides 
cysticum,  and  indicate  that  the  tumor  originated 
from  sweat  gland  anlage.  There  are  all  gradations 
between  epithelioma  adenoides  cysticum  and  the 
more  obvious  syringoma. 

DERMO-EPIDERMAL  NEVUS 

Case  8. — Presented  by  Drs.  J.  M.  Moore  and  S.  W. 
Bohls,  San  Antonio. 

History. — -A  man,  aged  54  had  had  a mole  on  the 
right  wrist  for  many  years.  Within  the  last  few 
months  it  had  grown  larger.  The  specimen  consists 
of  a piece  of  skin  measuring  4 by  3 cm.  on  which 
there  is  a dark  brown  mole  12  mm.  in  diameter, 
elevated  about  3 mm.  above  the  surrounding  skin 
surface,  and  ulcerated  near  the  center. 

Diagnoses.  — Malignant  melanoma;  junctional 
nevus. 

Colonel  Ash:  This  is  obviously  a nevus;  the  ques- 
tion is  whether  it  is  a malignant  or  potentially  ma- 
lignant form.  Nevi  that  are  verrucous  are  less  apt 
to  be  malignant  than  the  flat  ones.  This  one  has  a 
verrucous  configuration,  but  in  the  basal  layer  of 
the  epidermis  are  cells  that  can  be  recognized  as 
the  clear  cells  of  Masson.  I would  call  this,  there- 
fore, a dermo-epidermal  nevus  which  is  considered 
at  least  potentially  malignant.  Histologically,  this 
specimen  appears  benign;  it  is  well  defined  and 
there  is  an  ample  margin  of  free  tissue  about  it. 
It  would  be  an  accident  if  some  of  the  nevus  cells 
had  already  escaped  through  a lymphatic.  The 
chronic  irritation,  indicated  by  the  ulceration,  always 
increases  the  concern  as  to  the  outcome  of  nevi  ir- 
respective of  their  histologic  appearance. 

MALIGNANT  MELANOMA 

Case  9. — Presented  by  Capt.  P.  T.  Flynn,  Brooke 
General  Hospital,  Fort  Sam  Houston. 

History. — G.  S.,  a white  man,  aged  27,  had  stepped 
on  a land  mine  in  September,  1943.  A wound  on  the 
lateral  aspect  of  the  plantar  surface  of  the  left  foot 
continued  to  drain  until  the  present  time  (August, 
1947).  The  lesion  began  to  increase  in  size  in  August, 
1946.  Examination  revealed  a discoid,  fungating 
mass  measuring  4 cm.  in  diameter,  elevated  5 mm., 
and  well  demarcated  from  the  surrounding  skin. 
The  specimen  consists  of  a granulomatous  mass  of 
skin  from  the  lateral  aspect  of  the  left  foot. 

Diagnosis. — Malignant  melanoma. 

Colonal  Ash:  This  is  a frankly  malignant  tumor. 
Moles  on  the  feet  are  particularly  serious,  largely 
because  of  their  exposure  to  irritation  and  trauma. 
There  is  widespread  infiltration  of  the  dermis  with 
spindle  and  epithelioid  types  of  nevus  cells.  In  the 
nonulcerated  portion  of  the  epidermis  can  be  seen 
the  “clear  cells”  and  even  in  the  deep  portion  of  the 
tumor  are  the  little  clusters  of  these  cells  that  have, 
as  the  Germans  say,  dropped  out  ( abtropfung ) of 
the  basal  layer  and  settled  into  the  deeper  portions 
of  the  dermis.  These  little  groups  of  clear  cells  es- 
tablish with  certainty  that  the  lesion  is  a nevus. 

Case  10. — Presented  by  Capt.  G.  B.  Stansell, 
Brooke  Genei'al  Hospital,  Fort  Sam  Houston. 

History. — A white  man,  aged  56,  noted  a small 
lump  on  the  right  shoulder  three  weeks  before.  The 
nodule,  which  was  deeply  embedded  in  muscle,  in- 
creased in  size,  and  there  was  slight  pain  in  the  sur- 
rounding area.  A mole  had  been  removed  from  the 
right  shoulder  four  months  previously. 

Diagnosis. — Malignant  melanoma. 

Colonel  Ash:  The  significant  features  histologic- 
ally are  the  epithelioid  character  of  the  cells  and 
the  scarcity  of  pigment.  Such  tumors  may  be  con- 
fused with  squamous  cell  carcinoma,  and  they  are 
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the  ones  that  the  dermatopathologist  might  call 
melano-epithelioma,  or  amelanotic  melanoma.  The 
epithelioid  type  of  melanoma  is  ordinarily  more  ma- 
lignant than  the  spindle  cell  tumor,  and  it  is  in  this 
type  that  extremely  pleomorphic  and  bizarre  cells 
occur.  This  particular  tumor  is  a recurrence  follow- 
ing the  removal  of  a pigmented  mole.  The  slide  shows 
no  surface  epithelium;  the  tissues  are  heavily  in- 
filtrated by  pure  epithelioid  cells  containing  prac- 
tically no  pigment;  the  characteristic  small  alveolar 
masses  are  persistent.  The  lymph  node  contains  pig- 
ment that  is  not  necessarily  melanin. 

BLUE  NEVUS 

Case  11. — Presented  by  Lt.  Col.  G.  J.  Matt,  Brooke 
General  Hospital,  Fort  Sam  Houston. 

History. — A white  woman,  aged  23,  stated  that  a 
“black  mole”  had  been  present  on  her  right  buttock 
for  several  years  and  had  become  painful  in  the 
last  two  weeks.  Examination  revealed  a rounded, 
flat,  brown-black  lesion  0.5  cm.  in  diameter.  In  the 
specimen  of  excised  skin,  the  lesion  appears  to  be 
circumscribed. 

Diagnoses. — Mongol  spot;  blue  nevus. 

Colonel  Ash:  Mongol  spot  is  a rare  lesion  and  real- 
ly occurs  in  Mongols.  It  is  just  a collection  of 
nevus  cells  or  melanoblasts  in  the  deep  corium  caus- 
ing the  clinically  bluish  areas.  However,  this  speci- 
men is  obviously  of  neural  origin.  There  are  small 
groups  of  the  cells  palisaded  and  laminated  to  form 
the  so-called  “lames  foliaces”  which  the  French 
interpret  as  undeveloped  Meissner’s  corpuscles. 
This  is  a blue  nevus. 

There  are  several  small  groups  of  nevus  cells  in 
the  upper  corium,  but  the  bulk  are  in  the  deep 
corium  and  only  fairly  well  circumscribed.  Most  of 
the  cells  are  spindle  shaped  and  groups  of  them  are 
heavily  pigmented.  There  is  palisading  of  the  nuclei 
and  an  occasional  lames  foliaces,  both  features  in- 
dicating the  neural  origin  of  the  lesion. 

Case  12. — Presented  by  Colonel  Ash. 

History. — An  adult  white  man  had  had  a nodule 
on  the  surface  of  the  skin  of  the  wrist  for  five  or 
six  years.  It  had  not  increased  significantly  in  size. 

Diagnoses. — Neural  nevus;  blue  nevus. 

Colonel  Ash:  The  nodule  is  located  deep  in  the 
corium  almost  at  the  sweat  gland  level,  with  the 
upper  dermis  free.  It  is  sparsely  cellular  but  there 
are  a few  little  groups  of  pigmented  cells  of  nevus 
type.  Suggestions  of  neural  origin  will  be  noted  in 
the  little,  thin,  wavy  nuclei  of  the  fibrillar  elements 
in  some  areas  and  in  the  palisading  of  nuclei.  How- 
ever, no  frank  nerve  element  is  recognizable.  This 
is  a blue  nevus. 

MELANOMA 

I have  already  spoken  of  the  general  con- 
notation that  has  built  up  around  the  term 
“nevus.”  In  this  sense  it  includes  any  of  the 
tumors  of  the  skin  arising  from  embryonal 
rests,  by  dysontogenesis,  from  embryonal 
anlage,  as  hamartomas,  or  however  else  the 
idea  may  be  expressed.  To  be  more  specific, 
I prefer  “melanoma”  for  the  tumors  that 
arise  from  melanoblastic  cells.  This  term,  of 
course,  avoids  the  issue  of  histogenesis  of 
the  melanoblast,  but  it  is  more  generally  ap- 
plicable to  melanin-producing  tumors  than 
is  the  term  nevus,  which  is  not  used  in  speak- 
ing of  such  tumors  of  the  eye,  meninges,  and 
intestinal  tract.  The  use  of  melanoma  also 
makes  unnecessary  the  large  number  of 
names  that  are  used  to  indicate  special  forms 


of  the  tumor — melanocarcinoma,  melanosar- 
coma,  amelanotic  melanoma,  and  so  forth.  It 
is  necessary  only  to  modify  the  term  by 
“benign”  or  “malignant”  to  cover  the  entire 
gamut.  In  addition,  the  pathologist  is  not 
committing  himself  as  to  whether  the  tumor 
is  of  ectodermal  or  mesodermal  origin ! The 
term  “nevus”  is  so  well  fixed  in  dermatologic 
parlance,  however,  that  it  cannot  be  readily 
eliminated.  I accept  it,  if  it  is  modified  to  in- 
dicate a specific  lesion,  much  as  I tolerate  the 
term  epithelioma  in  several  instances.  Blue 
nevus,  dermo-epidermal  nevus,  neural  nevus 
are  specific  and  legitimate  terms. 

There  is  considerable  controversy  over  the 
origin  of  the  nevus  cell.  I accept  with  some 
reservation  the  theory  of  Masson  that  the 
melanoblastic  cell  is  primarily  neuroecto- 
derm and,  therefore,  that  it  may  occur 
normally  or  abnormally  along  nerve  tracts. 
These  cells  are  more  common  in  the  skin  be- 
cause its  complicated  specialized  nerve  end- 
ings provide  greater  opportunities  for 
dysontogenesis.  In  addition  to  these  neural 
elements,  the  basal  cell  of  the  epidermis  may 
in  itself  have  melanoblastic  properties,  as 
has  already  been  mentioned  in  connection 
with  the  pigmented  basal  cell  tumor  and  in 
seborrheic  keratosis.  Therefore  it  is  neces- 
sary to  recognize  the  possibility  that  the 
melanoma  may  arise  from  the  basal  cell. 
Montgomery,  of  the  Mayo  Clinic,  is  con- 
vinced of  this,  and  his  influence  in  dermato- 
logic circles  is  such  that  dermatologists  are 
certain  to  hear  his  opinion  cited  by  their 
clinical  colleagues. 

We  will  avoid  further  argument  on  this 
point  and  as  a pedagogic  simplification  will 
use  the  arrangement  of  the  neural  elements 
of  the  different  types  of  dermal  nevi.  These 
highly  specialized  structures  are  of  three 
types  and  locations:  the  onion-like  corpuscle 
lying  either  deeply  in  the  corium  or  in  the 
subepithelial  tissue,  the  pacinian  corpuscle; 
the  more  highly  organized  Meissner  cor- 
puscle up  in  the  papillary  layer  of  the  der- 
mis; and  finally  the  nerve  fibers  that  enter 
the  epidermis  and  branch  about  through  the 
epithelial  cells  and  terminate  in  little  tactile 
cells.  I am  not  going  into  the  controversy  on 
the  histogenesis  of  the  Langerhans  pigment- 
ed dendritic  cell  in  the  epidermis,  as  to 
whether  it  is  epithelial  or  neural.  It  is  enough 
to  know  that  among  the  epithelial  cells  there 
are  dendritic  cells  which  contain  melanin. 
Whether  or  not  they  produce  it  is  not  clear, 
nor  is  it  established  that  it  is  of  neural  origin, 
or  epithelial,  as  Montgomery  believes.  At 
any  rate,  there  are  in  the  epidermis,  in  addi- 
tion to  the  basal  cells  which  may  produce 
melanin,  these  highly  specialized  elements. 
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Consequently,  there  are  neurogenically  three 
possible  foci  of  nevus  development — the 
pacinian  corpuscle  for  the  blue  nevus  and 
neuronevus,  the  Meissner  corpuscle  for  the 
common  intradermal  nevus,  and  the  contro- 
versial elements  in  the  epithelium  for  the  in- 
traepidermal  and  dermo-epidermal  nevi.  I 
have  learned  through  long  clinical  experience 
that  nevi  arising  from  the  more  highly  spe- 
cialized elements  in  the  dermis  and  sub- 
dermis are  rarely  malignant,  but  that  the 
tumors  arising  in  the  epidermis  are  at  least 
potentially  malignant. 

(Lantern  slide.)  I show  this  clinical  pic- 
ture as  a good-natured  “dig”  at  the  derm- 
atologist. It  depicts  a number  of  small  in- 
dividual tumors  that  occur  in  a line  on  only 
one  side  of  the  neck.  The  dermatologist  sub- 
mitted the  diagnosis  of  “nevus  linearis 
striatus  verrucosis  pigmentosis  unius 
lateris !” 

The  melanomas  about  the  eye  are  a rather 
common  source  of  surgical  material.  We  per- 
haps see  more  of  them  at  the  Institute  than 
the  general  pathologist  does  because  of  our 
Registry  of  Ophthalmic  Pathology.  They  not 
uncommonly  occur  on  the  edge  of  the  eyelid. 

Conjunctival  Nevus. — (Micro  slide.)  This 
is  the  common  benign  nevus  of  the  conjunc- 
tiva. I am  much  interested  in  the  melanomas 
of  the  conjunctiva,  especially  of  this  type. 
They  are  deceiving  histologically,  and  sev- 
eral have  been  sent  to  the  Institute  with  the 
diagnosis  of  malignant  melanoma.  The  oph- 
thalmologist is  naturally  concerned  by  such 
a diagnosis  and  may  resort  to  enucleation. 
As  a matter  of  fact,  there  are  several  eyes  in 
the  Registry  that  were  removed  on  the  basis 
of  the  misinterpretation  of  the  histology  of 
this  lesion.  Experience  with  a large  group  of 
conjunctival  melanomas  has  led  me  to  adopt 
a conservative  attitude  toward  their  treat- 
ment. Even  the  histologically  malignant 
melanomas  are  usually  amenable  to  simple 
excision.  If  there  should  be  local  recurrence, 
if  the  cornea  is  involved,  or  if  the  tumor 
extends  up  through  the  fornix  onto  the  pal- 
pebral conjunctiva,  enucleation  or  exentera- 
tion are  still  available  and  the  results  are  re- 
markably good.  I reviewed  our  cases  a short 
while  ago  and  found  that  of  the  40-odd  malig- 
nant melanomas  of  the  conjunctiva  treated 
in  various  ways,  the  majority  by  primary 
simple  excision,  only  4 had  metastasized. 
The  group  included  several  that  had  extend- 
ed to  the  palpebral  conjunctiva  and  to  the  in- 
traorbital tissues. 

(Micro  slide.)  The  next  slide  is  from  a 
conjunctival  nevus.  The  conjunctival  epithe- 
lium is  almost  replaced  by  the  nevus  cells 
that  are  infiltrating  it,  and  the  other  features 


are  sharply  defined  in  the  lower  levels.  There 
are  glandular  inclusions  and  a hair  follicle 
or  two.  It  is  benign. 

(Micro  slide.)  This  is  another  benign 
nevus,  which  has  extended  onto  the  cornea. 
Obviously  this  type  is  a little  more  difficult 
to  eradicate,  although  it  is  surprising  what 
the  skillful  ophthalmologist  can  do  with 
these  lesions  at  the  limbus  even  when  they 
involve  the  cornea.  This  slide  illustrates  the 
histology  of  the  run-of-the-mill  nevus  of  the 
conjunctiva.  As  stated  before,  it  is  not  at  all 
unusual  for  the  Institute  to  receive  such  a 
specimen  as  this  with  the  diagnosis  of  malig- 
nant melanoma  or  basal  cell  carcinoma.  It  is 
different  cytologically  from  the  ordinary 
skin  nevus,  although  it  does  contain  the  small 
groups  of  clear  nevus  cells.  In  addition,  how- 
ever, there  are  the  spindly  pigmented  cells 
of  a more  active  tumor.  The  feature  that 
fools  the  general  pathologist  who  has  not 
had  much  experience  with  eye  material  is 
the  involvement  of  the  overlying  epithelium. 
As  a matter  of  fact,  these  are  really  dermo- 
epidermal  nevi,  but  apparently  they  behave 
differently  in  the  conjunctiva  than  in  the 
skin.  It  is  rarely  that  this  type  of  tumor  un- 
dergoes malignant  transition,  and  it  is  not 
subject  to  the  irritations  sustained  by  some 
skin  nevi.  Another  feature  characteristic  of 
this  lesion  is  inclusion  of  conjunctival  epi- 
thelium which  contains  cuboidal  goblet  cells, 
and  they  produce  little  gland  cysts  lined  by 
cuboidal  epithelium.  More  rarely  there  may 
be  hair  follicles  and  sebaceous  glands.  I do 
not  remember  ever  seeing  sweat  glands,  but 
that  is  a possibility.  The  conjunctiva  is  a 
specialized  ectoderm  and  as  such  may  retain 
the  anlage  of  epidermal  elements.  Dermoids 
without  the  melanoma  content  are  relatively 
common  on  the  conjunctiva. 

Malignant  Melanoma,  Conjunctival. — 
(Micro  slide.)  This  section  is  obviously  not 
from  a benign,  but  from  a malignant  mel- 
anoma that  has  infiltrated  a wide  area  of 
conjunctival  stroma  and  is  involving  the 
cornea.  Such  an  eye  should  be  enucleated, 
and  if  the  tumor  has  extended  to  the  palpe- 
bral conjunctiva,  exenteration  of  the  orbit  is 
called  for.  The  cellular  composition  of  these 
malignant  melanomas  of  the  conjunctiva  is 
different  from  that  of  the  ordinary  malig- 
nant melanoma  of  the  skin.  They  are  replicas 
of  the  melanomas  of  the  uveal  tract,  in  this 
instance  predominantly  spindle  cell. 

Malignant  Melanoma,  Intraocular. — (Lan- 
tern slide.)  The  Army  Institute  of  Pathology 
has  more  than  2,300  intraocular  malignant 
melanomas  in  the  Eye  Registry  and  consid- 
erable work  has  been  done  on  them,  not  by 
me  particularly,  but  originally  by  Gen. 
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George  R.  Callender,  who  was  at  the  Institute 
when  the  Eye  Registry  was  founded  in  1922, 
and  more  recently  by  Mrs.  Helenor  C.  Wilder, 
our  current  and  most  proficient  ophthalmic 
pathologist.  I always  like  to  cite  this  experi- 
ence as  an  example  of  what  can  be  accom- 
plished by  the  concentration  of  a large 
amount  of  material  in  a given  category  where 
it  can  be  studied  uniformly.  Patients  are  fol- 
lowed through  the  years  so  that  eventually 
there  are  a large  number  of  life  histories  of 
the  condition  on  which  to  base  definitive 
studies.  General  Callender,  for  example,  was 
able  to  show  as  a result  of  such  follow-ups 
that  prognosis  depends  to  a predictable  de- 
gree on  the  cell  type  of  the  melanoma. 

The  intraocular  melanoma  may  involve  any 
portion  of  the  uveal  tract — choroid,  ciliary 
body,  iris — but  as  seen  in  this  plate  from  our 
Atlas  of  Ophthalmic  Pathology,1  the  distri- 
bution is  predominantly  in  the  posterior 
hemisphere  of  the  globe.  It  varies  consider- 
ably in  gross  form. 

(Lantern  slide.)  It  may  be  flat  and  not  be 
obvious  clinically  until  it  has  extended  for  a 
considerable  distance  along  the  choroid.  The 
common  type  is  a more  nodular  mass,  elevat- 
ing Bruch’s  membrane,  which  protects  the 
retina  just  as  Bowman’s  membrane  protects 
the  cornea.  Sometimes  the  tumor  breaks 
through  Bruch’s  membrane,  producing  the 
so-called  collar  button  or  mushroom  tumor, 
which  is  then  free  to  infiltrate  the  retina  and 
vitreous. 

(Lantern  slide.)  On  the  other  hand  the 
tumor  in  this  eye  has  gone  the  other  way, 
along  the  posterior  cilliary  vessels  and 
nerves,  and  has  extended  through  the  sclera. 
Occasionally  the  tumor  breaks  directly 
through  the  sclera  and  invades  the  orbital 
tissues.  The  English  tried  to  attach  prognos- 
tic meaning  to  gross  morphologic  features, 
but  without  significant  results.  The  tumors 
that  appear  to  be  confined  to  the  choroid  are 
just  as  likely  to  have  already  metastasized 
at  the  time  of  enucleation  as  more  wildly 
growing  ones.  The  uncertainty  of  prognosis 
is  the  discouraging  feature  of  surgical  treat- 
ment of  intraocular  melanomas.  Orbital  ex- 
tension is  comparatively  rare,  but  general 
metastasis  may  become  evident  at  any  time 
from  a few  months  to  many  years  after 
enucleation.  Freedom  from  tumor  for  five 
years  is  not  the  hopeful  criterion  of  cure 
that  it  is  with  some  other  types  of  tumors. 

(Lantern  slide.)  Just  a glance  at  Callen- 
der’s cellular  differentiation:  There  are  two 
types  of  cells,  spindle  and  epithelioid,  just 
as  in  the  skin  melanomas.  General  Callender 
further  distinguished  two  types  of  spindle 
cells,  the  “A,”  with  a relatively  small  amount 


of  cytoplasm  and  a spindle  shaped  nucleus 
across  the  long  axis  of  which  runs  a fold  of 
chromatin ; and  the  “B,”  a larger,  plumper, 
obviously  more  active,  succulent  cell  having 
a well-defined  nucleolus  in  a more  vesicular 
nucleus. 

Tumors  of  type  “A”  cells  are  least  likely 
to  metastasize;  those  of  type  “B”  more  so; 
and  those  containing  epithelioid  cells  most 
likely  to  do  so.  The  epithelioid  cell  may  con- 
stitute the  entire  tumor  or  be  associated  with 
the  spindle  cell  (usually  type  “B”)  in  vary- 
ing proportions.  At  times  the  cells  have  a 
fascicular  arrangement,  the  silk-ribbon  ef- 
fect, which  is  not  seen  in  melanomas  of  the 
skin.  The  palisading  may  be  to  the  extent  of 
imitating  adenocarcinoma.  The  degree  of 
malignancy  in  the  mixed  cell  tumors  is  de- 
pendent on  the  epithelioid  cell  content. 

(Lantern  slide.)  This  is  just  an  oddity.  It 
is  a metastatic  nodule  in  the  choroid  from  a 
skin  melanoma. 

Not  all  of  the  pigmented  tumors  in  the  eye 
are  malignant. 

(Lantern  slide.)  This  is  the  so-called  mel- 
anosis of  the  choroid,  appearing  clinically  as 
the  cafe-au-lait  patch  through  the  ophthal- 
moscope. Another  example  is  the  so-called 
freckle  of  the  iris.  For  these,  as  well  as  for 
conjunctival  tumor,  I preach  conservatism  in 
treatment.  Such  tumors  are  located  where 
they  can  be  observed  and  they  need  not  be 
touched  unless  they  show  active  growth, 
when  simple  iridectomy  is  usually  sufficient, 
unless  the  lesion  is  at  the  base  of  the  iris. 
If  it  invades  the  ciliary  body,  enucleation  is 
necessary. 

SKIN  MELANOMAS 

Intradermal  Nevus. — (Micro  slide.)  Re- 
verting to  the  skin  melanomas,  this  slide  em- 
phasizes the  general  characteristics  of  the 
simple  intradermal  nevus.  This  example  is 
not  as  verrucous  as  some  of  them,  but  it  is 
obviously  well  elevated  above  the  skin  sur- 
face. The  epidermis  is  atrophic  because  of 
the  expansion  of  the  tumor  underneath,  but 
for  the  most  part  there  is  a clear  zone  be- 
tween the  tumor-cell  clusters  and  the  over- 
lying  epidermis.  Under  higher  power  the  cell 
clusters  are  seen  to  approach  the  basal  layer, 
which  contains  an  occasional  clear  cell. 

Verrucous  Dermal  Nevus. — (Micro  slide.) 
The  next  section  is  from  a verrucous  dermal 
nevus.  It  is  from  the  scalp  of  a 30  year  old 
man  who  had  been  aware  of  it  since  child- 
hood. Verrucous  nevi  of  the  scalp  are  sub- 
ject to  considerable  irritation,  although  less 
than  those  on  the  feet.  This  specimen  is 
bluntly  papillomatous  and  there  is  again  the 
clear  zone  between  the  tumor  and  the  sur- 
face epithelium.  The  overlying  epidermis  is 
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atrophic,  but  in  the  hair  follicles  there  is 
definite  hyperkeratosis.  In  the  hairy  nevi  of 
other  parts  the  hairs  that  are  part  of  the 
nevus  can  be  identified  because  they  are 
usually  either  greatly  hypertrophied  or  they 
are  of  the  embryonal  lanugo  type.  There  are 
groups  of  cells  that  suggest  abortive 
Meissner  corpuscles.  This  tumor  is  perfectly 
benign. 

Hairy  Dermal  Nevus. — (Micro  slide.)  The 
next  slide  is  from  a large  pedunculated  nevus 
on  the  back  of  the  arm  of  a 25  year  old  wom- 
an. Its  hairy  nature  is  obvious.  The  follicles 
are  bunched  and  much  too  numerous,  espe- 
cially for  a lady’s  arm.  Again  the  clear  zone 
is  present  between  the  epidermis  and  tumor. 
Closely  packed  collections  of  nevus  cells  ap- 
pear all  through  the  dermis.  This  is  the  hairy 
dermal  nevus — the  hamartomatous  process, 
including  not  only  the  neuroepithelial  ele- 
ment but  also  the  hair  follicle  element  of 
the  skin. 

Dermo -Epidermal  Nevus. — (Micro  slide.) 
The  next  specimen  I show  because  in  addi- 
tion to  the  features  of  the  intradermal  nevus, 
which  it  is  predominantly,  there  are  also  the 
“clear  cells”  in  the  basal  layer  of  the  epi- 
dermis. This  is  a rather  papillary  tumor  with 
deep  keratinized  follicles.  It  is  a dermo- 
epidermal  nevus,  and  as  such  is  potentially 
malignant.  If  this  section  is  representative 
of  the  specimen,  exision  is  not  adequate  be- 
cause the  tumor  cells  reach  to  the  line  of 
incision. 

(Micro  slide.)  This  next  section  is  taken 
from  a light  brown  lesion  on  the  cheek  of  a 
15  year  old  girl.  It  is  of  a papillary  nature 
and  there  are  occasional  cysts.  The  presence 
of  a few  pigmented  clear  cells  in  the  epi- 
dermis is  not  a cause  for  alarm.  With  this 
papillary  character  and  the  predominance  of 
the  intradermal  features,  there  is  certainly 
no  evidence  of  present  malignancy.  Pig- 
mented nevi  in  children  are  rarely  malignant 
despite  their  histologic  appearance. 

(Micro  slide.)  The  next  specimen  is  a lit- 
tle more  obvious.  It  is  from  a 21  year  old  girl 
who  had  had  the  lesion  on  her  arm  since 
birth,  but  recently  it  had  increased  in  size. 
Under  low  power  can  be  seen  the  definite 
difference  between  this  lesion  and  the  others 
that  were  more  purely  intradermal.  The 
tumor  is  confined  to  the  upper  papillary 
layer  of  dermis  and  to  the  epidermis,  where 
there  are  not  only  single  clear  cells  but 
groups  of  them  in  the  tips  of  the  hyper- 
trophied rete  pegs.  This  is  a true  dermo- 
epidermal  nevus  and  it  is  potentially  malig- 
nant. It  is  not  possible  to  tell  from  the  his- 
tologic features  alone,  however,  whether  it 
has  already  metastasized.  There  is  an  ade- 


quate margin  of  clear  tissue  all  around  it, 
and  only  by  chance  would  some  of  the  mel- 
anoma cells  already  have  escaped  through 
a vessel.  This  is  the  type  of  lesion  that  might 
well  become  clinically  malignant,  particular- 
ly if  subjected  to  chronic  irritation  (fig.  7). 

(Micro  slide.)  The  next  slide  is  from  a 
flat  pigmented  lesion  on  the  lip  of  a girl  who 
also  had  hairy  nevi  on  other  parts  of  her 
body.  Under  the  higher  power  can  be  seen 
a concentration  of  clear  cells  in  the  basal 
layer  similar  to  that  in  the  previous  case. 
Some  cells  of  the  same  type  are  deep  in  the 
dermis.  This  is  a potentially  malignant 
dermo-epidermal  nevus. 

Blue  Nevus. — (Micro  slide.)  The  next 
slide  is  from  a pea-sized,  firm,  raised,  dark 
blue  papule  of  unknown  duration  on  the 
chest  of  a woman  53  years  of  age.  It  extends 
a little  farther  up  in  the  dermis  than  the 
ordinary  blue  nevus,  but  the  bulk  of  the  cells 
are  rather  deep  in  the  dermis,  and  blue 
nevus  it  is.  Here  are  interlacing  spindle  cells 
showing  considerable  pleomorphism  and  pig- 
mentation. There  are  in  addition  groups  of 
cells  suggesting  the  lames  foliaces  or  abor- 
tive pacinian  corpuscles. 

(Micro  slide.)  This  next  slide  is  from  a 38 
year  old  white  man  who  had  one  lesion  20 
by  10  cm.  on  his  leg.  It  was  cafe-au-lait  color, 
mottled  with  black.  The  dermatologist  re- 
garded it  as  a “nevus  pigmentosus  et  pilaris,” 
or  hairy  nevus.  Again  the  bulk  of  the  tumor 
is  deep  in  the  dermis.  There  is  a rather  broad 
clear  area  between  tumor  and  epidermis,  and 
none  of  the  papillation  of  the  purely  intra- 
dermal tumor.  There  is  atrophy  of  the  epi- 
dermis because  of  expansion  of  the  tumor. 
It  is  exceptionally  large  and  not  a usual  type 
of  blue  nevus,  but  cytologically  that  is  the 
diagnosis. 

GRANULOMA  PYOGENICUM 

Case  13. — Presented  by  Capt.  John  T.  Ellis, 
Brooke  General  Hospital,  Fort  Sam  Houston. 

History. — A small,  raised,  red  pedunculated  tu- 
mor had  been  present  on  the  right  thigh  of  a white, 
19  year  old  boy  for  five  weeks.  It  bled  easily  upon 
slightest  trauma. 

Diagnoses. — Granuloma  telangiectatica;  heman- 
gioma; granuloma  pyogenicum. 

Colonel  Ash:  With  the  help  of  the  clinical  his- 
tory the  pathologist  can  make  a more  specific  diag- 
nosis than  just  hemangioma.  The  lesion  is  granuloma 
pyogenicum,  which  histologically  is  undifferentiable 
from  any  of  the  focal,  more  or  less  acute,  vascular 
tumors — vascular  nevus,  pregnancy  tumor,  and 
papillary  hemangioma.  One  form  of  hemangioma 
which  is  of  more  clinical  importance  to  the  otolaryn- 
gologist than  to  the  dermatologist  is  the  superficial, 
well-circumscribed  lesion  that  is  fairly  common  on 
the  nasal  septum  just  inside  the  nares,  and  is  very 
troublesome  clinically. 

Granuloma  pyogenicum  is  more  common  in  the 
young  age  group.  It  is  a small,  well-circumscribed, 
elevated  papule  that  bleeds  easily,  has  an  ulcerated 
surface,  and  is  refractory  to  ordinary  treatment.  It 
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responds  readily  to  radium  or  roentgen  ray.  His- 
tologically, it  is  richly  vascular,  the  blood  vessels 
diminishing  in  size  toward  the  surface,  and  the 
stroma  is  infiltrated  with  purulent  exudate. 

GLOMUS  TUMOR 

Case  14. — Presented  by  Col.  Elbert  DeCoursey, 
Brooke  General  Hospital,  Fort  Sam  Houston. 

History. — A lump  about  the  size  of  a pigeon’s  egg 
developed  rapidly  under  the  right  mandible  and 
another  in  the  right  axilla  of  a white  man,  aged  33, 
about  one  month  before  biopsy.  The  masses  were 
moderately  tender.  White  blood  cells  numbered 
16,000,  of  which  82  per  cent  were  polymorphonuclear 
neutrophils ; both  red  and  white  cells  were  normal  in 
appearance.  Roentgenograms  of  the  affected  region 
were  negative.  The  specimen  is  from  a biopsy  of  the 
right-  axilla. 

Diagnoses. — Hemangiopericytoma ; sclerosing  hem- 
angioma. 

Colonel  Ash:  I am  a little  skeptical  about  the  clin- 
ical record  on  this  case,  because  it  is  a well-circum- 
scribed lesion.  What  was  the  tumor  under  the  jaw? 

Capt.  J.  T.  Ellis,  Brooke  General  Hospital,  Fort 
Sam  Houston:  I do  not  know.  The  clinician  called  it 
a lump. 

Colonel  Ash:  Whether  or  not  the  clinical  history  is 
accurate,  the  lesion  is  a simple  glomus  tumor. 

The  skin  in  this  specimen  is  not  like  that  of  the 
axilla,  but  the  lesion  is  typically  a small  glomus. 
There  are  large  vascular  spaces,  and  among  the  peri- 
thelial  cells  can  be  seen  a number  of  fibrils  sug- 
gesting those  associated  with  the  myoepithelioid 
cells  of  the  glomus. 

KAPOSI  SARCOMA 

Case  15. — Presented  by  Dr.  B.  F.  Stout,  San  An- 
tonio. Patient  of  Drs.  C.  F.  Lehmann  and  J.  L. 
Pipkin. 

History. — A Latin-Ameriean  man,  aged  55,  a 
tailor,  was  first  seen  on  August  6,  1946,  at  which 
time  there  were  numerous  pea  to  coin-sized,  nodular, 
indurated,  solid  lesions  scattered  on  the  buttocks, 
thighs,  arms,  legs,  and  feet.  These  were  smooth- 
surfaced, raised,  bluish-red  nodules. 

Diagnoses. — Kaposi  sarcoma;  capillary  heman- 
gioma. 

Colonel  Ash:  Kaposi  sarcoma  is  my  choice. 

VASCULAR  TUMORS 

It  is  with  considerable  temerity  that  I at- 
tempt to  discuss  the  vascular  tumors  with 
this  group  after  Dr.  Purdy  Stout’s  seminar 
of  last  year.3  He  has  definite  and  acceptable 
notions  of  the  complicated  variations  of  these 
tumors,  but  I will  show  you  some  of  them 
and  give  my  views. 

Granuloma  Pyogenicum. — (Micro  slide.) 
There  is  considerable  discussion  as  to  wheth- 
er or  not  granuloma  pyogenicum  is  really  a 
definite  entity.  It  is  encountered  in  young 
persons,  is  a localized  lesion,  and  usually  de- 
velops at  the  site  of  trauma.  It  is  not  amen- 
able to  ordinary  treatment  and  is  prone  to 
ulceration  and  hemorrhage.  Judged  by  his- 
tologic features  alone  it  could  be  just  another 
papillary  hemangioma,  but  it  has  clinical 
characteristics  of  its  own.  This  one  sprang 
up  rather  suddenly  for  this  type  of  lesion.  It 
shows  the  pyogenic  feature  perhaps  more 
clearly  than  does  the  lesion  in  case  13.  The 
tumor  is  expansive  (above  the  skin  sur- 


face) rather  than  infiltrative,  and  the  py- 
ogenic feature  follows  when  the  surface  is 
broken  and  there  is  secondary  infection. 

Pregnancy  Tumor. — (Micro  slide.)  This  is 
an  interesting  clinical  entity,  but  again,  not 
too  distinctive  histologically — the  pregnancy 
tumor  or  gingivitis  gravidarum.  It  occurs  in 
a small  percentage  of  women  in  the  first  two 
or  three  months  of  pregnancy.  It  is  usually  a 
diffuse  gingival  involvement,  but  at  times 
may  be  a focal  epulis-like  tumor.  It  is  an  un- 
comfortable complication.  The  gums  swell, 
sometimes  to  great  proportions,  bleed  easily, 
and  are  tender.  Histologically,  it  is  identical 
with  the  other  “acute”  hemangiomas  and 
without  the  history  it  would  be  impossible  to 
differentiate  it  from  them.  Apparently  it  is 
on  a hormonal  basis  and  clears  up  readily 
after  the  termination  of  pregnancy.  Under 
higher  power  it  can  be  seen  that  the  lesion  is 
an  actively  growing  vascular  tumor ; the 
larger  vessels  are  down  in  the  base  and  there 
is  capillary  expansion  out  into  the  periphery. 
As  long  as  the  surface  remains  intact  there 
is  not  much  inflammatory  reaction,  but  the 
lesion  is  likely  to  ulcerate,  as  in  this  case 
where  there  are  features  of  active  secondary 
inflammation.  Sometimes,  as  in  this  in- 
stance, there  is  a tendency  to  acanthosis  of 
the  surface  epithelium.  This  may  be  exten- 
sive and  assume  a pseudo-epitheliomatous 
character. 

Infiltrating  Hemangioma. — (Micro  slide.) 
The  next  is  from  a tumor  in  the  deeper  tis- 
sues of  the  arm.  It  was  rather  widely  in- 
filtrating, and  I introduce  it  as  one  of  the 
more  common  vascular  tumors  with  which 
pathologists  have  to  struggle.  Histologically 
it  is  simple,  but  clinically  it  is  difficult.  It  is 
made  up  of  mature  blood  vessels  that  have  a 
definite  tendency  to  invade.  It  is  not  malig- 
nant in  the  sense  that  it  does  not  metastas- 
ize. It  is  troublesome  because  of  its  invasive- 
ness, which  also  complicates  attempts  at  sur- 
gical removal.  An  infiltrating  hemangioma 
with  no  excess  cells  of  any  sort — endothe- 
lium, perithelium,  or  muscle — it  is  just  a 
wild  growth  of  mature  blood  vessels  that  in- 
filtrates subcutaneous  fat  and  muscle,  as  in 
this  instance.  This  tumor,  as  are  all  vascular 
tumors,  is  sensitive  to  irradiation  therapy. 

Hemangio-Endothelioma.  — (Micro  slide.) 
The  next  slide  shows  a rather  focalized 
tumor  with  superficial  ulceration  from  the 
lip  of  a soldier.  It  is  an  example  of  a vascu- 
lar tumor  in  which  there  is  excess  prolifera- 
tion, in  this  instance,  of  the  endothelium.  In 
the  deeper  tumor  can  be  seen,  in  addition  to 
the  vascular  elements,  a great  overgrowth  of 
endothelium.  This  is  the  benign  hemangio- 
endothelioma. 
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Pericytoma. — (Micro  slide.)  This  next 
specimen  may  cause  a little  controversy.  It 
is  a large  tumor  of  the  stomach  that  invaded 
extensively.  It  is  made  up  of  vascular  ele- 
ments, but  when  the  cellular  content  of  this 
tumor  is  examined  it  appears  different  from 
the  pure  endothelial  element  seen  in  the  last 
case.  There  is  a definite  space  between  the 
vessel  lumen  and  the  proliferating  cells.  The 
cells  are  a little  more  spindly  in  character 
than  in  the  other  tumor  and  they  are  all  out- 
side the  muscular  coat  of  the  vessels.  This  is 
one  of  Dr.  Purdy  Stout’s  pericytomas.  There 
was  no  metastasis  but  there  was  extensive 
infiltration  and  invasion.  As  far  as  I know 
the  stomach  is  an  unusual  site  for  this  par- 
ticular type  of  tumor. 

Angiomyosarcoma. — (Micro  slide.)  This 
next  (fig.  8)  is  a tumor  from  the  kidney, 
found  incidentally  at  autopsy  in  a soldier 
who  was  killed  in  an  accident.  It  was  def- 
initely in  the  kidney  and  not  in  the  perirenal 
pelvic  fat.  The  tumor  is  made  up  of  vascular 
elements  surrounded  by  whorls  of  spindle 
cells  obviously  coming  from  the  vessel  walls. 
Under  higher  power  they  differ  not  only 
from  the  endothelium  of  the  hemangio- 
endothelioma but  also  from  the  cells  of  Dr. 
Stout’s  pericytoma.  There  is  great  hyper- 
plasia of  the  muscularis  of  the  tumor  vessels, 
and  like  a pin  wheel  the  muscle  cells  are  be- 
ing whorled  around  to  form  these  masses. 
Some  of  them  are  infiltrating  the  fat  for 
some  distance  from  the  blood  vessels.  This  is 
angiomyosarcoma,  or  to  include  the  fat, 
angiomyoliposarcoma.  It  is  a peculiar  tumor. 
The  Institute  has  had  2 or  3 of  them  from 
the  kidney.  The  first  I remember  was  in  a 
young  man  who  was  apparently  perfectly 
well  until  he  collapsed  one  day  from  an 
enormous  intra-abdominal  hemorrhage.  At 
operation  it  was  discovered  that  a tumor, 
apparently  primary  in  the  pelvic  fat,  had 
invaded  the  right  kidney  extensively.  The 
surgeons  did  a nephrectomy,  took  out  what 
extrarenal  tumor  they  could,  and  then  gave 
the  patient  intensive  irradiation  therapy. 
That  was  five  or  six  years  ago  and  he  is  still 
well.  Such  tumors  cannot  be  considered 
malignant  in  the  sense  that  they  metastasize, 
but  they  have  a peculiar  propensity  to  eat 
into  anything  that  happens  to  be  in  their 
way. 

Kaposi  Sarcoma. — Several  years  ago  with- 
in a month  2 cases  were  submitted  to  the  In- 
stitute with  a peculiar,  almost  identical, 
clinical  history.  The  prodrome  was  an  in- 
fluenza-like episode  which  lasted  for  several 
months.  The  patients  were  under  critical 
clinical  observation;  no  tests  gave  helpful 
information  until  finally  it  became  evident 


the  heart  was  involved  by  tumor.  Both  pa- 
tients died  and  at  autopsy  tumor  was  found 
extensively  involving  the  pericardium  and 
heart  muscle.  There  were  no  cutaneous 
lesions  but  there  were  internal  metastases,  to 
the  liver  particularly.  (Micro  slide.)  The 
histologic  picture  is  sarcoma — the  indefinite 
vascular  elements,  the  little  vacuolated  cells, 
and  the  spindly,  obviously  tumor  cells.  These 
are  examples  of  the  visceral  type  of  Kaposi 
sarcoma  without  skin  involvement. 

(Micro  slide.)  I show  this  Berlin  blue 
stain  of  skin  from  Kaposi  sarcoma  simply  to 
demonstrate  the  distribution  of  the  iron  pig- 
ment. It  is  in  the  basal  cells  of  the  epidermis, 
also  in  the  deeper  portions  of  the  tumor,  and 
is  a characteristic  of  the  tumor. 

NEUROFIBROMA 

Case  16. — Presented  by  Capt.  P.  T.  Flynn,  Brooke 
General  Hospital,  Fort  Sam  Houston. 

History. — The  lesion,  from  a white  man,  consisted 
of  a nonpigmented,  nipple-like  skin  projection,  8 
mm.  in  diameter  and  raised  5 mm.  from  the  chest 
wall. 

Diagnosis. — Neurofibroma. 

Colonel  Ash : This  is  a rather  cellular  form  of 
neurofibroma  and  the  neural  features  are  not  par- 
ticularly clear.  The  ordinary  fibroma  can  be  ruled 
out  by  the  lack  of  fasciculation  of  the  fibers.  Pali- 
sading of  the  nuclei  is  not  prominent  in  this  par- 
ticular slide,  but  the  nuclei  are  quite  slender  and 
occasionally  more  wavy  than  those  of  the  pure 
fibroma.  The  epidermis  is  atrophic. 

DERMATOFIBROMA 

Case  17. — Presented  by  Lt.  Col.  R.  H.  Holmes, 
Brooke  General  Hospital,  Fort  Sam  Houston. 

History. — A smooth,  circumscribed,  nontender  skin 
nodule,  measuring  0.5  cm.,  had  been  present  on  the 
left  ankle  of  a 37  year  old  white  man  for  about 
eight  years,  and  had  increased  in  size  during  the 
past  year  and  a half. 

Diagnosis. — Dermatofibroma;  sclerosing  heman- 
gioma; histiocytoma. 

Colonel  Ash : This  is  an  example  of  the  dermato- 
fibroma. The  Boston  group  of  pathologists  prefers 
the  term  sclerosing  hemangioma,  and  some  dermo- 
pathologists  call  it  histiocytoma;  either  the  histio- 
cytoma of  Woringer  (the  French  school)  or  histio- 
cytoma of  Senear  of  the  University  of  Illinois.  I 
never  have  been  enthusiastic  about  the  term  histio- 
cytoma for  this  particular  lesion  because  I have 
never  seen  one  in  the  stage  where  it  could  really  be 
called  histiocytoma,  although  it  is  true  that  vacu- 
olated histiocytes  may  be  found  in  many  of  the  der- 
matofibromas. I object  less  to  the  Boston  group’s  in- 
terpretation of  the  lesion  as  sclerosing  hemangioma. 
The  point  is  that  it  has  a definite  histologic  picture 
and  is  a distinct  clinical  entity.  It  may,  however, 
have  a bizarre  deceiving  cellular  pattern — multi- 
nucleated  cells,  grotesque  nuclei,  and  so  on — but  it 
is  benign.  Not  infrequently  these  lesions  have  been 
sent  to  the  Institute  with  the  diagnosis  of  sarcoma. 
It  is  a tumor  primarily  of  the  younger  age  group. 
Usually  located  on  the  leg,  it  is  fairly  deep  seated 
and  may  be  associated  with  trauma. 

The  histologic  features  are  a free  subepithelial 
zone  of  dermis  in  which  the  blood  vessels  are  usually 
prominent  and  dilated;  a diffuse,  not  well  circum- 
scribed, cellular  infiltration  of  the  dermis  by  spin- 
dle, stellate,  and  multinuclear  cells  having  a char- 
acteristic arrangement  which  suggests  wind-blown 


Fig.  6.  Basal  cell  carcinoma,  Brooke  type.  Basal  cell  masses 
with  cystic  degeneration  of  stroma.  X 10. 


Fig.  5.  Basal  cell  carcinoma,  Krompecher  type.  Rodent  ulcer 
with  multicentric  basal  cell  masses.  X 11.6. 


Fig.  7.  Pigmented  nevus,  dermo-epidermal  type.  Nevus  cells 
in  epidermis  and  upper  papillary  layer  of  dermis.  X 180. 


Fig.  8.  Angiomyosarcoma  of  kidney.  Vascular  elements  sur- 
rounded by  spindle  cells.  Foci  of  embryonic  fat.  X 172. 
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Fig.  9.  Leprosy.  Globi  in  large  foam  cells.  X 387. 


Fig.  10.  Granuloma  annulare.  Perivascular  changes  are  not 
specific.  X 387. 


Fig.  11.  Tuberculosis  indurativa.  Wucher  replacement  atrophy 
of  fat.  X 257. 


Fig.  12.  Herpes  zoster.  Ballooning  degeneration.  X 387. 
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leaves;  blood  pigment;  and  possibly  small  groups  of 
lipoid  histiocytes. 

CALCIFYING  EPITHELIOMA 

Case  18. — Presented  by  Colonel  Ash. 

History. — A young  white  man  had  a tumor  in  the 
calf  of  his  right  leg,  of  which  he  had  been  aware 
for  several  weeks.  It  had  recently  become  painful. 
The  specimen  was  submitted  with  the  diagnosis  of 
squamous  cell  carcinoma. 

Diagnosis. — Calcifying  epithelioma. 

Colonel  Ash : This  tumor  has  not  infrequently  been 
misinterpreted  by  the  contributing  pathologist  as  a 
basal  cell  carcinoma.  As  I mentioned  previously, 
this  is  one  of  the  two  lesions  which  in  my  opinion 
may  justifiably  be  called  epithelioma.  Some  derma- 
tologists insist  that  it  comes  from  sebaceous  glands. 
I have  not  been  able  to  see  evidence  of  that  in  all 
instances.  I think  it  is  just  an  example  of  epidermal 
inclusion  in  which  the  epithelium  undergoes  this  pe- 
culiar change.  The  live  cells  are  practically  all 
basal;  the  rest  of  the  lesion  is  keratin.  If  the  cap- 
sule ruptures,  there  will  be  foreign  body  reaction, 
calcification,  and  even  ossification.  I consider  it  a 
benign  lesion  though  there  are  reports  of  resultant 
squamous  cell  carcinoma. 

NEUROGENIC  FIBROMAS 

(Micro  slide.)  This  slide  is  from  a tumor 
on  the  left  arm  of  a 19  year  old  boy.  It  was 
said  to  have  been  present  for  one  month.  I 
show  it  as  an  excuse  to  tell  how  I interpret 
the  neurogenic-fibrous  tumors.  There  is  a 
great  controversy  over  the  histogenesis  of 
the  fibromas  of  neural  origin.  On  the  one 
hand  is  the  group  which  includes  Dr.  Purdy 
Stout  and  his  colleagues,  who  are  of  the  opin- 
ion that  neurogenic  fibromas  come  from 
neurilemal  elements,  the  Schwann  cells ; on 
the  other  hand  are  those  who  insist  that  they 
arise  from  the  supporting  connective  tissue 
or  mesenchymal  elements  of  the  nerves.  Col- 
onel DeCoursey  will  remember  our  early  ex- 
perience at  the  Institute  when  we  attempted 
to  differentiate  the  two  types,  the  neurofi- 
broma from  the  neurilemoma.  If  we  saw 
palisading  to  the  point  where  we  could  rec- 
ognize the  so-called  Verocay  body,  we  as- 
sumed an  origin  from  neurilema  and  we  call- 
ed the  tumor  a neurilemoma  or  schwannoma. 
If  the  tumor  did  not  have  the  Verocay  ele- 
ment but  showed  simple  palisading  of  the 
nuclei,  we  assumed  that  it  came  from  the 
mesenchymal  supporting  tissue  and  we 
called  it  a neurofibroma.  The  more  we  saw  of 
these  tumors,  however,  the  more  difficult  it 
became  to  differentiate  between  ordinary 
palisading  of  the  nuclei,  the  criterion  of 
neural  origin,  and  the  more  highly  differen- 
tiated arrangement  of  the  cells,  and  we  be- 
gan avoiding  the  issue  by  calling  them  all 
neurofibromas  and  dropping  the  other  terms. 
This  action  was  based  largely  on  the  appear- 
ance of  two  articles  in  the  same  number  of 
the  American  Journal  of  Pathology,  one  by 
Dr.  Purdy  Stout  and  his  colleagues-  in  which 
they  claimed,  on  the  basis  of  tissue  cultures, 


convincing  evidence  of  two  histogenetically 
different  tumors.  The  other  article,  also  by 
a competent  pathologist,4  insisted  that  such 
a differentiation  was  not  possible  and  that 
all  the  lesions  were  neurofibromas.  So,  in  my 
lazy  way,  I have  met  the  situation  by  calling 
them  all  neurofibromas.  I do  not  know  that 
there  is  any  clinical  significance  in  the  dif- 
ferentiation, and  until  more  convincing  evi- 
dence than  we  have  at  present  is  available,  I 
shall  continue  to  call  them  neurofibromas. 
It  was  Verocay  who  felt  that  these  peculiar 
elements  were  “formes  frustres”  of  the 
Meissner  corpuscle,  and  who  therefore  as- 
sumed that  they  must  come  from  neural  ele- 
ment and  not  from  the  supporting  mesen- 
chymal tissue. 

Neurofibroma. — (Micro  slide.)  This  next 
slide  shows  another  historic  feature  that  was 
emphasized  by  Antoni  some  time  ago.  There 
are  two  types  of  tissue,  the  solid  fibrous,  the 
so-called  Antoni  A,  and  the  more  edematous, 
obviously  hydropic  material,  the  Antoni  B. 
There  again  I do  not  think  there  is  any  prac- 
tical significance  in  such  differentiation.  It 
is  simply  that  certain  portions  of  the  tumor 
have  undergone  myxoid  degeneration  and  I 
do  not  know  that  it  has  special  significance. 

(Micro  slide.)  This  neurofibroma  is  from 
a Negro  man,  28  years  old,  who  had  had  it 
for  about  eight  years.  The  palisading  is  not 
as  readily  seen  in  this  tumor.  It  is  a rather 
deep-lying  lesion  and  by  higher  power  def- 
inite palisading  may  be  seen  with  the  forma- 
tion of  Verocay  bodies.  In  addition  to  this 
palisading,  on  which  pathologists  are  all  de- 
pendent for  the  identification  of  neural 
origin,  there  are  the  individual  cellular 
characteristics — the  thin  wavy  nucleus  and 
the  fibrillar  content  which  is  finer  than  in 
the  fibroma  of  connective  tissue  origin.  In 
the  simple  fibroma  there  is  apt  to  be  more 
definite  fasciculation. 

Dermatofibroma. — (Micro  slide.)  This 
tumor  from  the  ankle  of  a 48  year  old  man 
was  of  twelve  years’  duration  and  apparent- 
ly followed  a bruise.  It  is  a dermatofibroma, 
the  significant  features  of  which  have  al- 
ready been  mentioned.  In  this  instance  the 
tumor  is  closer  to  the  overlying  epithelium 
than  usual.  There  is  little  if  any  tendency 
to  fasciculation  of  the  cells.  In  this  particular 
section  there  is  one  feature  that  is  not  usual : 
the  multinucleated  cells  form  parts  of  ves- 
sel walls,  thus  suggesting  the  vascular  origin 
of  the  tumor. 

(Micro  slide.)  The  next  is  a dermatofi- 
broma from  the  thigh  of  a 37  year  old  male, 
present  for  nine  years.  It  was  painful  and 
the  clinician  thought  it  might  be  a glomus. 
It  is  not  encapsulated.  There  is  some  blood 
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pigment,  but  the  tumor  is  not  as  obviously 
vascular  as  the  preceding  one.  There  are 
bizarre  and  multinucleated  cells  and  even  a 
few  mitotic  figures,  but  it  is  a perfectly 
benign  lesion. 

Leiomyoma. — (Micro  slide.)  The  next 
lesion  will  not  give  any  diagnostic  difficulty, 
out  I want  to  call  attention  to  it  because  of 
its  clinical  characteristics.  It  is  a dermal 
leiomyoma  from  a woman  aged  41.  She  had 
several  lesions  on  the  extensor  surface  of 
the  wrist  that  had  been  present  for  twenty 
years.  They  are  usually  circumscribed  as  is 
seen  here.  Under  higher  power  the  cells  can 
be  recognized  as  those  of  smooth  muscle.  A 
Masson  stain  will  help  if  the  pathologist  is 
skeptical.  The  tumors  usually  arise  from  the 
arrectores  pilaris  muscles  and  are  usually 
multiple,  occurring  in  little  groups.  The 
common  clinical  characteristic  is  periodic 
pain,  with  almost  exquisite  tenderness,  sug- 
gesting glomus.  The  dermal  leiomyoma  is 
benign. 

LEPROMA 

Case  19. — Presented  by  Col.  Elbert  DeCoursey, 
Brooke  General  Hospital,  Fort  Sam  Houston. 

History. — Three  small  discolored  spots  had  ap- 
peared on  the  gluteal  region  of  a white,  8 year  old 
girl  two  months  before  biopsy.  No  data  were  avail- 
able on  the  general  condition. 

Diagnosis. — Leproma. 

Colonel  Ash:  This  condition  can  be  extremely  de- 
ceiving in  the  early  stages  when  the  lepra  cells  are 
still  restricted  to  the  vascular  elements  and  about 
the  skin  appendages.  To  add  to  the  difficulty,  Myco- 
bacterium leprae  in  its  recognizable  form  may  be  ab- 
sent, when  the  lepra  cells  will  not  show  their  char- 
acteristic vacuolization.  It  may  require  long  and 
painstaking  observation  before  the  diagnosis  can 
be  established.  My  advice  is  not  to  eliminate  lep- 
rosy just  because  the  acid-fast  bacillus  cannot  be 
demonstrated.  The  pathologist  should  be  suspicious 
when  in  a biopsy  from  an  anesthetic  area  or  one 
showing  altered  pigmentation  he  observes  the  mono- 
nuclear cells  along  the  cutaneous  blood  vessels  and 
especially  about  the  sweat  glands  or  invading  the 
arrector  pilaris  muscles. 

(Micro  slide.)  I want  to  show  just  one 
slide  of  leprosy  to  demonstrate  the  globi.  The 
reaction  is  a little  further  advanced  in  this 
case  than  in  the  slide  for  case  19.  The 
whole  dermis  now  is  filled  with  the  foam 
cells,  and  there  will  be  no  difficulty  in 
identifying  the  condition  as  nodular  leprosy. 
Pathologists  must  be  rather  careful  in  mak- 
ing a diagnosis,  because  with  low  magnifica- 
tion cutaneous  leishmaniasis  looks  much  like 
nodular  leprosy,  particularly  if  the  lepra 
cells  are  not  foamy.  The  globi  in  the  lepra 
cells  are  formed  by  the  agglutination  and 
apparent  fusion  of  numbers  of  the  bacilli. 
As  is  usual  in  nodular  leprosy  the  overlying 
epidermis  is  intact  but  atrophic.  The  whole 
dermis,  including  the  papillary  layer,  is  prac- 
tically replaced  by  the  lepra  cells  (fig.  9). 


VENEREAL  GRANULOMAS 

Instead  of  giving  a dissertation  on  leprosy 
and  yaws,  I want  to  substitute  a discussion 
of  venereal  granulomas  which  practicing 
'pathologists  are  more  likely  to  see,  particu- 
larly the  penile  lesions  of  syphilis,  granu- 
loma inguinale,  lymphopathia  venereum,  and 
chancroid.  While  the  histology  of  these  con- 
ditions is  not  pathognomonic,  I have  de- 
veloped a few  criteria  that  are  at  least  sug- 
gestive in  the  differentiation  when  the  eti- 
ology cannot  be  definitely  demonstrated. 

Chancre. — (Micro  slide.)  First  the  chan- 
cre, with  which  all  pathologists  are  familiar. 
This  one  is  from  the  lip.  The  first  of  the 
diagnostic  criteria  is  the  compact  massing 
of  the  lymphocytes  and  plasma  cells,  appre- 
ciated best  under  low  power.  The  plasma  cell 
is  a prominent  element  in  syphilitic  lesions, 
but  it  is  not  considered  of  as  much  diag- 
nostic importance  as  formerly  because  it  is 
recognized  as  a feature  of  many  nonspecific 
inflammatory  reactions.  The  second  cri- 
terion is  the  reaction  in  the  smaller  arteries. 
Their  walls  are  not  only  densely  infiltrated 
with  the  mononuclear  cells,  but  the  accom- 
panying endarteritis  may  complete  the  oc- 
clusion of  the  vessels.  This  combination  of 
changes  may  make  them  difficult  to  identify 
among  the  richly  cellular  exudate. 

Chancroid. — (Micro  slide.)  The  next  is  an 
early  chancroid.  It  is  not  possible  to  identify 
this  less  usual  lesion  in  this  early  stage 
simply  on  the  basis  of  its  histologic  appear- 
ance. There  is  some  superficial  ulceration. 
While  what  exudate  there  is,  is  largely  peri- 
vascular as  in  syphilis,  the  dermis  is  mark- 
edly edematous  instead  of  being  packed  with 
exudate. 

(Micro  slide.)  The  next  section  is  from  a 
later  stage  and  shows  more  exudate,  and 
while  this  involves  the  vascular  walls,  it  is 
not  accompanied  by  the  endothelial  reaction 
that  is  seen  in  the  syphilitic  lesion. 

In  the  healing  lesion  ulceration  is  still  evi- 
dent and  there  is  little  acanthosis  at  its 
edges.  The  bulk  of  the  stroma  has  been  freed 
of  exudate  and  the  cells  are  characteristic- 
ally limited  to  the  perivascular  tissue,  but  the 
lumens  of  those  vessels  are  still  freely  patent. 
The  exudate  is  not  only  in  the  perivascular 
tissue  but  there  is  a certain  amount  of  in- 
vasion of  the  vessel  walls,  where  it  has  a pe- 
culiar laminated  arrangement  as  though  the 
cells  were  lined  up  between  the  muscle  layers. 
It  is  this  histologic  manifestation  in  the  last 
stage  that  is  suggestively  diagnostic. 

Granuloma  Venereum. — (Lantern  slide.) 
This  is  the  clinical  picture  of  primary  granu- 
loma venereum  on  the  penis,  which  is  diffi- 
cult to  differentiate  from  other  initial  sores. 
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In  this  disease,  however,  the  lesions  are  usu- 
ally multiple  and  they  are  not  indurated  as  is 
the  hard  hunterian  chancre.  They  are  some- 
times papillary  and  may  be  acanthotic. 

There  are  two  features  in  the  histology  of 
granuloma  venereum,  aside  from  the  Dono- 
van body,  which  I regard  as  characteristic. 
These  are  the  large  macrophages  and  the 
presence  in  the  mononuclear  exudate  of  small 
microabscesses  of  polymorphonuclear  cells, 
not  only  in  the  primary  sore,  but  also  in  the 
secondary  lesion.  There  is  little  difficulty 
in  demonstrating  the  Donovan  bodies  by 
hematoxylin  and  eosin  stain,  but  a Gram  or 
silver  stain  brings  them  out  more  sharply. 

GRANULOMA  ANNULARE 

Case  20. — Presented  by  Colonel  Ash. 

History. — In  1945  a blister  developed  on  the  heel 
of  a 42  year  old  white  woman,  followed  a few 
months  later  by  a tumor  at  that  site.  It  was  diag- 
nosed clinically  as  a fibroma.  No  general  clinical 
data  were  available. 

Diagnoses. — Granuloma  annulare;  tuberculosis; 
rheumatic  nodule. 

Colonel  Ash:  This  is  granuloma  annulare  showing 
typical  necrobiosis  in  the  deeper  dermis  with  sur- 
rounding epithelioid  and  fibroblastic  reaction.  There 
is  a moderate  vasculitis. 

RHEUMATOID  NODULE 

Case  21. — Presented  by  Colonel  Ash. 

History. — A white  man,  aged  22,  for  four  years 
had  had  nodules  on  the  right  forearm  which  be- 
came larger  and  firmer,  but  never  actually  painful. 
No  general  clinical  data  were  available. 

Diagnoses. — Granuloma  annulare;  rheumatic  no- 
dule. 

Colonel  Ash:  Here  in  the  rheumatic  nodule  are 
rather  deep-seated  foci  of  necrobiosis  with  the  usual 
cellular  response.  The  foci  are  somewhat  more  iso- 
lated and  circumscribed  than  in  the  former  case. 
There  is  active  arteritis,  which  is  not  always  asso- 
ciated with  the  “tubercles.”  Acid-fast  stains  are 
negative.  The  etiology  in  this  instance  is  obscure. 

OTHER  GRANULOMATOUS  LESIONS 

The  slides  in  cases  20  and  21  are  repre- 
sentative of  a group  of  peculiar  granu- 
lomatous lesions  that  I will  discuss  at  this 
time. 

Rheumatoid  Reactions.  — (Micro  slide.) 
First  a few  words  about  the  rheumatoid  re- 
actions in  the  dermis.  This  section  is  from 
a 35  year  old  medical  officer  with  no  history 
of  rheumatism  who  had  had  lesions  on  the 
elbow  and  over  the  knuckles  of  the  left  hand 
for  a year  or  more.  They  were  papules  the 
size  of  a pin-head  with  no  tendency  toward 
the  annular  configuration  of  granuloma 
annulare.  There  is  slight  acanthosis  with 
hypertrophy  of  the  pegs  and  a little  over- 
lying  hyperkeratosis  which  is  not  unusual  in 
the  skin  around  the  elbow.  Note  the  paler 
areas  in  the  collagen  and  also  the  moderate 
perivascular  reaction  some  distance  from  the 
focal  lesions.  Under  high  power  the  differ- 
ence between  so-called  necrobiosis  and  case- 


ation necrosis,  or  the  necrosis  of  abscess  for- 
mation, becomes  apparent.  The  term  “necro- 
biosis” is  applied  to  death  of  collagen  in  situ. 
The  ghosts  of  the  collagenous  fibers  can  be 
seen.  In  response  to  that  necrotic  material 
there  is  a surrounding  epithelioid  reaction, 
giving  the  general  granulomatous  appear- 
ance of  the  lesions. 

Necrobiosis  is  the  essential  feature  in  sev- 
eral clinical  entities — the  rheumatic  nodule, 
granuloma  annulare,  and  necrobiosis  lipoi- 
dica diabeticorum.  The  differentiation  of 
these  three  clinical  entities  is  difficult  or  im- 
possible from  histologic  criteria  alone.  Weid- 
man  insists  that  the  cellular  reaction  is  not 
so  much  epithelioid  as  it  is  fibroblastic,  but 
I am  not  entirely  convinced  of  that.  There 
may  be  a few  Langhans  giant  cells,  but  they 
are  not  as  common  as  in  infectious  granu- 
lomas. 

The  clinical  rheumatic  nodule  is  a small 
isolated  papule,  occurring  singly  or  in 
groups.  The  term  “rheumatic”  is  applied 
rather  generieally  to  these  lesions.  I imagine 
that  they  are  on  a hyperergic  basis ; I do  not 
believe  that  a pathologist  could  tell  from  the 
histologic  appearance  alone  whether  these 
nodules  are  actually  rheumatic. 

Granuloma  annulare  is  a large  annular 
lesion  with  elevated  margins  and  a smooth 
atrophic  or  scarred  center.  The  classic  loca- 
tion is  around  the  wrists  but  the  lesion  may 
be  any  place;  however,  it  is  most  commonly 
on  the  extremities.  The  necrobiosis  occurs 
in  larger  areas  than  in  the  rheumatic  nodule. 
The  necrobiosis  associated  with  diabetes 
practically  always  involves  the  lower  ex- 
tremities and  occurs  most  frequently  in 
older,  fat  women  (fig.  10). 

The  vasculitis  in  this  group  of  conditions 
is  not  particularly  different  from  that  in  the 
erythema  induratum  group.  It  is  a non- 
specific, perivascular  accumulation  of  small 
mononuclear  cells  with  some  invasion  of  the 
wall  but  with  no  endothelial  or  obliterative 
reaction.  There  is  certainly  nothing  that 
would  suggest  the  lesions  of  the  type  seen 
in  lupus  or  periarteritis  nodosa. 

(Micro  slide.)  This  slide  is  from  a 55 
year  old  man  who  had  had  a typical  lesion 
of  granuloma  annulare  on  his  right  hand  for 
fifteen  years.  It  is  difficult  to  differenti- 
ate this  histologically  from  the  previous  sec- 
tion of  the  rheumatic  nodule  except  that  the 
process  is  a bit  more  diffuse.  There  is  the 
same  type  of  infiltration  of  the  dermis 
around  the  paler  foci  of  necrobiosis  and  a 
perivascular  inflammatory  reaction,  but  no 
reaction  in  the  blood  vessels  themselves.  In 
the  subcutaneous  tissues  there  is  a little  ex- 
tension of  this  reaction,  but  it  is  different 
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from  the  picture  in  pure  nonsuppurative 
panniculitis. 

Necrobiosis  Lipoidica  Diabeticorum. — 
(Micro  slide.)  The  next  section  is  necro- 
biosis lipoidica  diabeticorum  from  a 43  year 
old  woman  who  had  had  a lesion  on  her  wrist 
for  four  years,  associated  with  others  on  her 
leg.  Diabetes  had  been  diagnosed  only  two 
years  previous  to  biopsy.  The  case  is  of  con- 
siderable interest  not  only  because  the  lesion 
was  on  her  arm  but  because  it  had  been  pres- 
ent two  years  before  diabetes  was  recog- 
nized. I want  to  emphasize  this  point:  if  the 
dermatologist  makes  the  diagnosis  of  necro- 
biosis lipoidica  diabeticorum,  his  report 
should  not  be  rejected  just  because  the  pa- 
tient does  not  happen  to  have  clinical  dia- 
betes; the  diabetes  may  not  become  evident 
for  several  years  after  the  cutaneous  lesions. 
This  type  of  necrobiosis  is  differentiated 
from  the  other  two  by  the  lipoid  element, 
which,  incidentally,  is  not  always  demon- 
strable. In  addition,  since  it  is  on  a diabetic 
basis  the  vascular  reaction  may  be  more 
severe.  As  a matter  of  fact,  some  patholo- 
gists regard  the  necrobiosis  as  secondary  to 
diabetic  arteriosclerosis. 

Bromoderma.  — Another  granuloma  for 
which  the  pathologist  must  be  on  the  alert 
is  bromoderma.  This  manifests  itself  in  two 
ways:  (1)  by  granulomatous,  and  (2)  by 
pyogenic  reactions;  the  lesions  may  be  defi- 
nitely pustular,  and  there  is  considerable 
acanthosis,  almost  verrucous  in  some  in- 
stances. 

(Micro  slide.)  This  patient  has  received 
bromide  therapy  for  some  time.  Microscop- 
ically, there  is  acanthosis  amounting  to  epi- 
theliomatous  hyperplasia,  and  granuloma- 
tous foci  of  epithelioid  and  giant  cells.  The 
picture  is  practically  the  same  in  iododerma. 

LUPUS  ERYTHEMATOSIS 

Case  22. — Presented  by  Colonel  Ash. 

History. — A Negro  man,  aged  20,  had  had  a lesion 
on  his  cheek  for  about  ten  months  with  a history  of 
earlier  lesions  on  hands  and  arms.  A biopsy  specimen 
was  reported  chronic  granulomatous  inflammation. 
Serologic  tests  and  roentgenograms  of  the  chest  were 
negative.  Clinically  the  lesion  was  discrete,  circi- 
nate,  and  measured  about  1.5  by  2 cm.,  with  elevated 
margins,  loss  of  pigment,  and  slight  induration  in 
the  center. 

Diagnosis. — Lipus  erythematosis,  discoid  type. 

Colonel  Ash:  Yes,  that  is  my  diagnosis.  This  is 
one  of  the  dermatoses  in  which  the  pathologic  fea- 
tures are  suggestive  but  not  absolutely  diagnostic. 
Academically  the  histologic  features  can  be  enumer- 
ated and  the  diagnosis  made,  but  unfortunately  all 
of  the  features  are  not  always  present  or  typical  in 
appearance  when  they  are.  Clinical  correlation  is 
a help  in  the  identification. 

These  features,  fairly  well  exemplified  in  this 
slide,  are  alternate  areas  of  atrophy  and  hypertrophy 
of  the  epidermis;  parakeratosis;  keratinization  of 
the  hair  follicles;  areas  of  liquefaction  of  basal 
cells;  mononuclear  exudate  extending  down  along 


the  skin  appendages;  and  dilatation  of  superficial 
blood  vessels  (clinical  erythema).  Certain  dermal 
pathologists  insist  that  elastosis  and  collagenous  de- 
generation of  the  dermis  are  necessary  for  the  diag- 
nosis. While  these  changes  are  usually  present,  the 
diagnosis  is  still  possible  in  their  absence.  In  this 
slide  will  be  noted  the  loss  of  pigment  in  the  basal 
layer  and  the  foci  of  chromatophores  in  the  upper 
dermis. 

TUBERCULOUS  DERMATOSES  AND  TUBERCULIDS 

I will  use  case  22  as  an  excuse  for  a super- 
ficial discussion  of  the  tuberculous  derma- 
toses and  the  related  “tuberculids.”  They  are 
both  complicated  subjects.  Beside  the  actual 
tuberculous  processes  which  manifest  them- 
selves in  a variety  of  clinical  forms,  there 
are  the  so-called  “ids”  in  which  relationship 
to  tuberculosis  is  only  presumptive.  Forget- 
ting that  one  group  may  be  actually  tubercu- 
losis and  that  the  other  is  evidence  of  hy- 
perergic or  immune  reactions,  the  tubercu- 
lous dermatoses  can  be  divided  into  two 
groups : ( 1 ) those  that  are  focal  or  localized, 
spreading  by  contiguity,  and  (2)  those  that 
are  the  result  of  vascular  dissemination. 

The  best  example  of  the  focal  lesion  is  the 
inoculation  tubercle — the  classic  anatomic 
tubercle  which  results  from  a direct  infec- 
tion with  tuberculous  material,  and  because 
of  immunity  or  other  factors  remains  local- 
ized. Then  there  is  the  clinical  entity  scrofu- 
loderma, which  is  direct  infection  of  the  skin 
along  a fistulous  tract  from  an  underlying 
tuberculous  process,  such  as  lymphadenitis 
or  tuberculous  osteomyelitis.  Lupus  vulgaris 
is  a focal  form  and  characteristic  both  clini- 
cally and  histologically.  Another  definite 
clinical  entity  of  the  localized  type  is  tuber- 
culosis verrucosa  cutis,  in  which,  in  addition 
to  the  tuberculous  process,  there  is  a verru- 
cous reaction  of  the  epidermis.  It  resembles 
lupus,  particularly  clinically;  in  fact  some 
dermatologists  consider  it  a form  of  lupus 
vulgaris.  In  the  older  days  lupus  erythema- 
tosis was  considered  to  be  on  a tuberculous 
basis,  but  that  idea  has  been  dropped  now, 
certainly  insofar  as  the  disseminated  form  is 
concerned,  and  it  is  classed  among  the  vascu- 
lar diseases  and  will  be  referred  to  later. 

Of  the  dermatoses  due  to  hematogenous 
spread  of  the  infection,  tuberculosis  cutis 
lichenoides  is  one  in  which  groups  of  lichen- 
oid papules  appear  on  various  parts  of  the 
body.  These  show  granulomatous  reaction 
and  contain  tubercle  bacilli.  Another  is 
tuberculosis  cutis  papulo-necrotica,  in  which 
in  addition  to  the  tubercles  there  is  infarct- 
like necrosis  resulting  from  involvement  of 
the  blood  vessels.  Disseminated  follicular 
tuberculid  — the  rosacea-like  tuberculid  of 
Lewandowsky — is  not  common,  but  it  has  a 
characteristic  histologic  picture.  There  is 
acne-like  involvement  of  the  follicles  to 
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which  tubercles  in  the  dermis  are  closely  ap- 
plied. Lichen  nitidus  occurs  as  groups  of 
small  papules  on  flexor  surfaces,  genitalia, 
abdomen,  and  sometimes  in  more  generalized 
distribution.  It  also  has  specific  histologic 
features,  including  tubercles  situated  in  the 
apices  of  the  papillae.  These  last  two  forms, 
especially  lichen  nitidus,  are  now  regarded 
as  tuberculids. 

There  is  the  other  group  of  focal  lesions 
that  have  been  more  or  less  attributed  to 
tuberculosis,  but  which  clinically  and  patho- 
logically are  more  closely  associated  with 
certain  vascular  lesions  and  are  on  a more 
controversal  etiologic  basis  than  those  enu- 
merated above.  These  are  called  collectively 
tuberculosis  cutis  induratum  and  will  be  dis- 
cussed with  case  23. 

Sarcoid  Tubercle. — I shall  not  go  into  an 
extensive  discussion  of  sarcoid,  the  patho- 
genesis of  which  is  so  controversial.  I tenta- 
tively consider  it  a tuberculid  having  the 
same  relation  to  tuberculosis  that  tubercu- 
loid leprosy  has  to  the  full-blown  disease. 

(Lantern  slide.)  In  this  section  will  be 
recognized  the  typical  histologic  picture  of 
the  sarcoid  tubercle,  composed  of  robust  epi- 
thelioid cells,  only  an  occasional  giant  cell, 
and  no  necrosis.  I show  it  to  call  attention 
to  the  asteroid  body  which  Schaumann  de- 
scribed in  sarcoid  of  the  lymph  node  and 
which  was  regarded  for  some  time,  and  I am 
afraid  still  is  by  some,  as  pathognomonic  of 
Boeck’s  sarcoid.  No  doubt  most  pathologists 
have  seen  it  in  other  granulomas  as  I have, 
appearing,  in  a variety  of  shapes. 

Lupus  Vulgaris.  — (Micro  slide.)  This 
slide  is  from  one  of  several  lesions  which, 
had  been  present  two  and  a half  years  on 
the  nose  of  a 60  year  old  woman  and  which 
were  clinically  typical  of  lupus  vulgaris. 
Usually  there  is  a certain  amount  of  verru- 
cous hyperplasia  of  the  epidermis.  In  this 
case  there  is  some  atrophy  of  the  epidermis 
and  complete  absence  of  the  rete  pegs.  The 
dermis  is  greatly  thickened  by  the  typical 
tubercles. 

Tuberculosis  Verrucosa  Cutis. — (Micro 
slide.)  This  is  an  example  of  tuberculosis 
verrucosa  cutis,  really  one  of  the  forms  of 
inoculation  tuberculosis,  and  is  classed  by 
some  dermatologists  with  lupus  vulgaris. 
The  tubercles  are  characteristically  in  the 
papillary  layer  of  the  dermis  rather  than 
diffusely  distributed  as  in  orthodox  lupus 
vulgaris.  In  addition,  there  is  a marked 
acanthosis  of  the  overlying  epithelium.  The 
distribution  of  the  tubercles  is  in  the  papil- 
lary layer,  but  not  necessarily  in  close  asso- 
ciation with  the  follicles  as  in  the  Lewan- 
dowsky  form.  As  I just  stated,  this  is  really 


a form  of  inoculation  tuberculosis  and  is 
simply  a modified  lupus  vulgaris. 

Rosacea-Like  Tuberculid. — (Micro  slide.) 
This  section  is  from  the  Lewandowsky  type 
of  rosacea-like  tuberculid.  This  is  from  a 34 
year  old  white  man  who  had  had  symmetri- 
cally distributed  papillary  eruptions  on  the 
lower  lids  and  around  the  mouth.  The  lesion 
was  considered  clinically  to  be  epithelioma 
adenoides  cysticum ; and  the  specimen  was 
submitted  to  the  Army  Institute  of  Pathol- 
ogy with  the  pathologic  diagnosis  of  Boeck’s 
sarcoid.  There  was  no  history  of  tuberculosis 
and  no  tuberculin  test  was  made.  Micro- 
scopically it  is  a superficial  lesion  involv- 
ing the  papillary  layer  of  the  dermis.  Note 
the  typically  close  relationship  of  the  tuber- 
cles with  the  hair  follicles.  Practically  every 
follicle  of  any  size  has  one  or  more  such 
tubercles  adherent  to  it.  Although  tubercle 
bacilli  are  not  usually  demonstrable  in  the 
well  developed  lesion,  they  have  been  re- 
ported in  the  early  stage. 

Lichen  Nitidus. — (Micro  slide.)  The  next 
specimen  is  lichen  nitidus.  This  is  from  a 
papule  in  the  scapular  region  of  a white 
woman  aged  22.  For  nine  months  papules 
had  been  generally  distributed  over  large 
areas  of  her  arms,  legs,  and  hands.  Lichen 
nitidus  has  a specific  histologic  picture;  that 
is  an  unusual  comfort  in  dermopathology 
because  there  are  not  many  skin  lesions 
which  may  be  diagnosed  from  microscopic 
features  alone.  Pathologists  should  not  at- 
tempt to  be  too  specific  in  their  diagnosis 
in  skin  biopsies  without  some  notion  of  the 
clinical  picture.  This  is  one  specialty  in 
which  close  collaboration  between  the  clin- 
ician and  the  pathologist  is  essential. 

To  return  to  the  slide,  note  the  lichenoid 
distribution  of  the  exudate.  It  is  confined 
to  the  upper  papillary  layer  of  the  dermis 
and  intermingles  with  the  basal  cells  of  the 
epidermis.  There  may  be  a little  perivascu- 
lar reaction  in  the  deeper  corium  but  no  dif- 
fuse involvement.  That  is  one  of  the  fea- 
tures that  makes  identification  of  uncom- 
plicated lichen  planus  possible.  The  specific 
feature  in  lichen  nitidus  is  the  situation  of 
tubercles  at  the  tops  of  the  papillae.  They 
are  expansile  to  the  point  that  the  overlying 
epidermis  is  highly  atrophic,  and  it  may  be- 
come eroded.  Note  that  the  tubercles  do  not 
show  the  immediate  relationship  to  the  hair 
follicles  as  in  the  Lewandowsky  tuberculid. 

PANNICULITIS,  NONSUPPURATIVE 

Case  23. — Presented  by  Capt.  J.  T.  Ellis,  Brooke 
General  Hospital,  Fort  Sam  Houston. 

History. — A white  woman,  aged  31,  had  had  epi- 
sodes of  the  outbreak  of  painful  subcutaneous  nodules 
for  the  past  two  and  a half  years.  Frequently  the 
skin  over  these  nodules  was  reddened.  Usually  nodules 
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persisted  for  four  or  five  days  and  disappeared 
without  residua;  however,  a few  persisted  for  from 
two  to  three  weeks.  There  was  no  weight  loss,  no 
chills  or  fever.  The  nodules  had  no  consistent  pat- 
tern of  distribution,  but  appeared  on  almost  any 
part  of  the  body.  The  patient  could  not  relate  these 
outbreaks  to  any  particular  food  or  to  abdominal 
distress.  Physical  examination  revealed  a well-de- 
veloped and  slightly  obese  woman  who  did  not  ap- 
pear acutely  ill.  Over  the  lower  extremities  were  a 
few  scattered  subcutaneous  nodules,  about  3 cm.  in 
diameter,  firm,  moderately  tender,  and  the  overlying 
skin  was  slightly  reddened.  The  results  of  labora- 
tory tests  were  essentially  normal.  The  specimen  was 
taken  from  the  posterior  aspect  of  the  left  leg. 

Diagnoses — Weber-Christian’s  disease;  nonsuppu- 
rative panniculitis,  granuloma  annulare. 

Colonel  Ash : This  is  nonsuppurative  panniculitis 
or  Weber-Clfristian’s  disease.  I would  like  to  com- 
pare the  vascular  reaction  in  this  slide  with  that 
in  the  deeper  portions  of  the  slide  in  case  21,  the 
rheumatic  nodule.  They  are  similar,  and  without  the 
areas  of  necrobiosis,  there  might  be  difficulty  in  dif- 
ferentiating them.  Similarly,  the  tuberculoid-indura- 
tive conditions,  lupus  erythematosis  and  periarter- 
itis nodosa,  have  features  in  common.  In  spite  of  the 
fact  that  as  groups  and  singly  they  have  points  of 
difference  both  clinically  and  pathologically,  one 
wonders  if  there  is  not  a common  factor  in  their 
pathogenesis  even  when  in  individual  cases  there  is 
association  with  a specific  disease.  More  and  more 
is  it  becoming  evident  that  our  bodily  defenses  may 
create  their  own  pathologic  conditions  in  reacting 
with  or  against  an  antigen. 

ERYTHEMA  INDURATUM 

It  is  likely  that  the  large  majority  of  ery- 
thema induratum  lesions  are  on  a tuberculous 
basis,  but  there  are  two  schools  of  thought. 
The  Mayo  group  thinks  that  from  40  to  75 
per  cent  of  these  lesions  are  associated  with 
tuberculosis;  not  necessarily  that  the  lesion 
itself  is  actual  tuberculosis,  but  that  it  is  an 
“id” ; while  the  nodular  form,  erythema 
nodosum,  is  probably  not  on  a tuberculous 
basis.  There  are  other  entities  that  are  dis- 
tinguishable clinically  but  which  are  difficult 
if  not  impossible  to  differentiate  histologic- 
ally, such  as  lupus  pernio  and  the  so-called 
nodular  vascular  lesions  which  occur  in  the 
lower  extremities.  These  again  as  individual 
lesions  are  difficult  to  separate  histologically 
from  lupus  erythematosis,  nonsuppurative 
panniculitis,  and  periarteritis  nodosa.  The 
clinical  differentiation  is  not  so  difficult  be- 
cause the  diseases  in  the  last  group  have  a 
more  widespread  distribution. 

(Micro  slide.)  This  first  slide  is  from  a 
tuberculous  type  of  erythema  induratum.  It 
is  from  a 54  year  old  woman  who  had  had 
the  lesion  on  her  ankle  for  three  weeks.  The 
condition  usually  has  a long  history,  and  this 
patient  had  had  recurrent  lesions  on  her  legs 
for  twenty  years.  Fifteen  years  previously 
she  had  had  tuberculous  adenitis  of  the  neck. 
The  classic  picture  of  erythema  induratum 
is  that  it  occurs  in  young  women  in  their 
teens  or  early  twenties,  affects  the  skin  of 
the  calf  of  the  leg,  and  is  usually  papular. 


Histologically,  inflammation  is  predominant 
in  the  deeper  dermis  and  in  the  subdermal 
tissue.  The  inflammatory  reaction  in  the 
dermis,  particularly  about  the  blood  vessels, 
is  the  chief  point  of  differentiation  from 
panniculitis.  There  are  secondary  changes, 
including  necrobiosis  of  the  collagen.  The  in- 
flammatory reaction  may  be  frankly  tuber- 
culous and  there  may  actually  be  tubercle 
bacilli.  The  condition,  however,  is  not  neces- 
sarily on  a tuberculous  basis  but  may  be  de- 
pendent on  a local  vasculitis.  The  latter  is 
not  the  type  of  reaction  that  is  found  in 
either  lupus  erythematosis  or  in  the  nodose 
type  of  erythema.  There  is  little  or  no  hya- 
line necrosis  of  vessel  walls.  The  inflamma- 
tion is  largely  mononuclear  but  there  may 
be  a few  polymorphonuclear  leukocytes,  not 
only  in  the  perivascular  spaces,  but  also  in- 
vading the  walls,  although  not  to  the  extent 
seen  in  the  more  specific,  disseminated  vas- 
cular diseases. 

(Micro  slide.)  This  is  another  instance  of 
erythema  induratum  on  a tuberculous  basis. 
It  is  from  a 16  year  old  white  girl,  the  classic 
age,  who  had  it  on  the  calf  of  her  leg,  the 
classic  site.  I show  it  for  two  reasons,  not 
only  because  of  the  tubercles  but  to  introduce 
another  term  which  the  dermatologists  use 
for  the  lesion,  tuberculosis  indurativa  (fig. 
11).  In  this  stage  there  is  some  inflamma- 
tory reaction  in  the  dermis,  most  of  it  in  the 
deeper  tissues  and  through  the  subcutaneous 
fat.  It  is  quite  different  from  nonsuppura- 
tive panniculitis.  There  is  definite  tubercle 
formation  including  Langhans  giant  cells. 
In  addition  to  this  granulomatous  involve- 
ment of  the  fat,  there  is  a less  specific  in- 
'filtration  of  exudate  in  other  areas  of  the 
connective  tissue,  and  a change  in  the  fat 
itself.  Notice  that  some  of  the  fat  cells  have 
been  replaced  by  young  connective  tissue,  a 
feature  termed  “Wucher  replacement  atro- 
phy of  fat.”  This  contributes  to  the  charac- 
teristic induration  clinically  and  to  the  scar- 
ring of  old  lesions.  In  the  latter,  there  is 
atrophy  of  the  overlying  epithelium. 

NODULAR  VASCULITIS 

(Micro  slide.)  This  section  is  from  a clini- 
cal erythema  nodosum,  not  the  nodular  type 
of  erythema  induratum.  It  is  from  a white 
woman  age  33,  again  from  the  leg.  These 
are  larger  subcutaneous  lesions  than  those 
of  tuberculous  erythema.  Montgomery  now 
speaks  of  this  type  as  nodular  vasculitis,  as- 
suming that  the  majority  of  these  indurated 
conditions  that  are  not  tuberculous  are  on  a 
vascular  basis.  There  are  no  tubercles  in  this 
particular  section  and  it  is  more  like  Weber- 
Christian’s  disease  than  any  example  of 
erythema  nodosum  I have  seen  so  far.  There 
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is  extensive  involvement  of  the  subcutaneous 
tissues  with  considerable  Wucher  atrophy  of 
the  fat.  The  blood  vessels  show  an  active  in- 
volvement that  is  distinguishable,  however, 
from  that  seen  in  the  generalized  vascular 
diseases.  There  is  practically  no  change  in 
the  endothelium  or  in  the  muscularis  of  the 
vessels  but  there  is  active  perivascular  in- 
flammatory reaction  which  has  involved  the 
adventitia.  There  is  no  hyaline  necrosis  of 
the  vessel  walls.  There  are  more  polymor- 
phonuclear leukocytes  and  more  fat  necrosis 
in  this  lesion  than  will  be  found  in  Weber- 
Christian’s  disease.  The  absence  of  tubercle 
differentiates  it  from  the  tuberculous  in- 
durations. 

DERMATITIS  HERPETIFORMIS 

Case  24. — Presented  by  Colonel  Ash. 

History. — A white  man,  aged  29  years,  had  had 
vesicles  under  the  ai-ms,  on  the  back,  over  the  ster- 
num, over  the  legs  and  feet,  and  over  the  back  of  the 
head  and  neck  for  about  two  months.  The  lesions  had 
itched  a great  deal.  The  vesicles  were  surrounded 
by  erythematous  halos  and  contained  a clear  straw- 
colored  fluid. 

Diagnoses. — Duhring’s  disease;  Darier’s  disease; 
pemphigus. 

Colonel  Ash:  The  pathologists  will  probably  not 
understand  the  term  Duhring’s  disease,  so  I will  call 
this  lesion  dermatitis  herpetiformis.  I like  the  for- 
mer term,  however,  because  of  the  fond  memories  of 
my  old  professor  of  dermatology  at  the  University  of 
Pennsylvania. 

VESICULAR  DERMATOSES 

The  vesicular  dermatoses  may  be  divided 
conveniently,  certainly  pathologically,  into 
three  groups  in  which  the  vesicles  are  form- 
ed (1)  by  the  accumulation  of  fluid  between 
the  epithelial  cells — intercellular  edema — to 
produce  the  pressure  vesicle  or  bulla  (pem- 
phigus is  the  type  disease)  ; (2)  by  intra- 
cellular edema  — ballooning  degeneration — 
to  produce  reticulated  vesicles  (variola  is 
the  type  disease)  ; and  (3)  by  a combination 
of  intercellular  edema  and  hydropic  degen- 
eration of  the  epithelium — spongiosis  (ecze- 
ma is  the  type  disease).  I will  not  include 
this  last  in  my  discussion  because  the  his- 
tology of  the  group  is  nonspecific.  This  her- 
petiform  type  of  lesion  results  from  an  ac- 
cumulation of  fluid  in  the  epidermis,  me- 
chanically raising  the  epithelium  to  form  a 
blister.  In  dermatitis  herpetiformis  the  pro- 
cess usually  begins  in  the  basal  layer  and  the 
underlying  papillae  so  that  the  whole  epider- 
mis is  lifted  up  from  the  dermis,  but  it  may 
begin  further  up  in  the  squamous  portion, 
when  the  basal  layer  will  remain  adherent 
to  the  papillary  layer  of  the  dermis.  There 
.is  in  addition  an  inflammatory  reaction 
which  involves  the  papillary  layer.  The  in- 
tensity of  this  reaction  is  characteristic,  es- 
pecially the  edema,  as  it  involves  the  papil- 
lary layer.  This  usually  extends  laterally  to 


involve  dermis  beyond  the  scope  of  the 
vesicle. 

Dermatitis  Herpetiformis.— ( Micro  slide.) 
There  is  not  much  change  in  the  epidermis 
except  at  the  site  of  the  vesicle.  Here  the 
epithelium  has  been  raised  up  leaving  the 
basal  cells  still  adherent  to  the  dermis.  The 
vesicle  is  filled  with  serum  and  fibrillar 
strands  that  are  fibrin  and  necrotic  epithe- 
lium. There  is  also  a certain  amount  of  cellu- 
lar exudate  which  contains  a fair  percentage 
of  eosinophils.  There  is  edema,  congestion, 
and  exudate  in  the  papillary  layer  of  the 
dermis.  At  the  edge  of  the  vesicle  some  of 
the  epithelial  cells  are  hydropic.  It  is  these 
that  become  fibrillar  strands  in  the  vesicle. 
This  is  not,  however,  the  “ballooning  degen- 
eration” that  appears  in  the  variola  group 
of  vesicular  dermatoses. 

Pemphigus  Vulgaris. — (Micro  slide.)  The 
next  slide  is  from  an  early  phase  of  pemphi- 
gus vulgaris.  It  is  from  a necropsy  specimen 
of  the  right  thigh  of  a 34  year  old  man.  He 
had  had  the  vesicle  for  about  three  weeks.  It 
was  possible  to  get  so  early  a lesion  because 
the  patient  died  an  accidental  death.  In  this 
early  lesion  it  is  possible  to  see  the  differ- 
ence in  the  vesicle  formation  from  that  in 
herpetiform  vesiculations.  The  change  be- 
gins in  the  upper  layers  of  the  epidermis 
leaving  considerable  epithelium  still  intact 
on  the  dermis.  A striking  point  about  pem- 
phigus vulgaris  is  the  comparative  benignan- 
cy  of  the  skin  reaction  when  it  is  considered 
that  the  disease  is  practically  always  fatal. 
The  epithelium  has  been  lifted  up  by  the  ac- 
cumulation of  an  intercellular  edema,  the 
same  pressure  type  of  bulla  as  in  herperti- 
form  lesions.  A feature  of  this  particular 
slide  is  the  attempt  at  regeneration  of  the 
basal  epithelium.  In  this  disease  eosinophils 
are  characteristic  and  are  usually  present 
in  greater  numbers  than  in  the  herpetiform 
lesions.  The  additional  differences  from  the 
latter  are  the  less  conspicuous  lateral  re- 
action in  the  dermis,  the  absence  of  the 
reticular  character  of  the  vesicle,  and  the 
comparative  freedom  of  the  dermis  from  in- 
flammatory reaction. 

Pemphigus  Vegetans. — (Micro  slide.) 
This  is  another  form  of  pemphigus  which, 
while  clinically  serious,  is  not  as  widespread 
or  as  usually  fatal  as  pemphigus  vulgaris.  It 
may  be  sharply  localized.  This  is  pemphigus 
vegetans.  The  section  is  from  the  arm  of  a 
30  year  old  man  who  had  had  the  disease  for 
five  months.  This  is  one  of  the  dermatoses 
which  is  reasonably  specific  histologically 
and  is  another  of  the  pressure  bulla  type. 
There  is  epitheliomatous  hyperplasia  of  the 
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epithelium.  This  accounts  for  its  verrucous 
character  clinically,  and  also  makes  it  sim- 
ilar to  bromoderma,  especially  because  of 
the  microabscesses  present.  The  two  dif- 
ferentiating features  from  bromoderma, 
however,  are  the  vesication  and  the  fact  that 
the  microabscesses  are  composed  of  eosino- 
phils. The  microabscesses  and  the  acan- 
thosis differentiate  it  from  pemphigus  vul- 
garis. These  abscesses  are  not  only  in  the 
upper  corium  but  also  in  the  hypertrophied 
epithelium. 

Herpes  Zoster. — (Micro  slide.)  The  sec- 
ond group  of  the  vesicle  forming  diseases 
consists  of' those  due  to  viruses.  It  includes 
herpes  simplex,  herpes  zoster,  and  the  acute 
exanthems,  chickenpox  and  smallpox.  In 
these  the  vesicles  are  formed  by  the  so-called 
ballooning  degeneration  of  the  individual 
epithelial  cells.  They  are  not  the  pressure 
vesicles  of  the  pemphigus-herpetiform  group 
nor  the  spongiosis  type  of  the  eczemas.  This 
slide  is  from  herpes  zoster  (fig.  12).  It  is 
from  a 59  year  old  man  who  had  the  condi- 
tion for  four  years.  This  is  a colliquative 
vesication  and  the  vesicles  are  usually  higher 
in  the  epidermis  than  those  of  either  pem- 
phigus or  dermatitis  herpetiformis.  Notice 
that  the  vesicle  shows  a certain  amount  of 
reticulation,  an  exaggeration  of  the  reticula- 
tion in  dermatitis  herpetiformis.  As  the  edge 
of  the  vesicle  is  examined  under  higher 
power,  the  ballooning  degeneration  is  appar- 
ent. The  individual  epithelial  cell  becomes 
hydropic  to  the  point  where  the  cell  expands 
until  it  becomes  a thin,  hyaline,  fibrillar 
ring.  There  is  a rather  marked  inflammatory 
reaction  that  in  this  disease  involves  the 
vessels  and  the  deeper  dermis,  extending,  in 
fact,  into  the  subcutaneous  tissue.  There  is 
much  more  extensive  inflammatory  reaction 
in  herpes  zoster  than  in  the  more  malignant 
dermatoses  of  the  pemphigus  group. 

Chickenpox. — (Micro  slide.)  Another  ex- 
ample of  the  virus  vesications  is  chickenpox 
Unlike  pemphigus,  chickenpox  has  an  in- 
flammatory reaction  which  is  severe,  con- 
sidering the  clinical  mildness  of  the  disease. 
It  is  in  this  lesion  that  the  French  speak  of 
the  change  in  the  epithelial  cells  as  “altera- 
tion cavitaire,”  a synonym  for  ballooning 
degeneration  or  intracellular  hydrops.  In 
this  instance  the  epithelium  has  been  almost 
entirely  elevated  by  the  “ballooning”  change. 
In  the  earlier  stages  the  epithelium  retains 
its  identification,  but  as  the  hydropic  cells 
swell  they  fuse  and  become  large  vesicles 
reticulated  by  the  remains  of  the  cell  walls. 

Smallpox. — (Lantern  slide.)  This  slide  is 
from  smallpox.  The  reticulation  of  the 
vesicle  is  not  as  stout  as  usual.  It  is  an  early 


vesicle  and  the  contents  are  still  serous 
rather  than  purulent,  as  they  will  become 
later.  It  is  not  umbilicated  as  a smallpox 
vesicle  usually  is. 

In  virus  lesions  various  cell  inclusions  may 
be  identified.  Typical  is  the  eosinophilic  in- 
tranuclear mass.  This  may  also  be  found  in 
cells  of  the  dermis.  The  Guarnieri  body  is 
acidophilic  also  but  is  in  the  cytoplasm  of 
the  epithelial  cell.  There  may  also  be  a baso- 
philic cytoplasmic  inclusion  which  is  not  so 
typical  of  the  exanthems  but  is  seen  more 
commonly  in  some  of  the  conjunctival  in- 
flammations, trachoma,  for  example. 
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Secretary. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  San  An- 
tonio, May  2,  1949.  Dr.  Alvin  Baldwin,  Dallas,  President;  Dr. 
Carl  Giesecke,  1602  Nix  Professional  Bldg.,  San  Antonio, 
Secretary. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  San  An- 
tonio, December,  1949.  Dr.  August  J.  Streit,  Amarillo,  Presi- 
dent; Dr.  John  L.  Matthews,  929  Nix  Professional  Bldg.,  San 
Antonio,  Secretary. 

Texas  Society  of  Pathologists,  Dallas,  January  30,  1949.  Dr. 
W.  W.  Coulter,  Sr.,  Houston,  President ; Dr.  C.  T.  Ashworth, 
604  Medical  Arts  Bldg.,  Fort  Worth,  Secretary. 

Texas  State  Urological  Society,  Temple,  February  7,  1949.  Dr. 
Michael  K.  O’Heeron,  Houston,  President ; Dr.  E.  O.  Bradfield, 
Scott  and  White  Clinic,  Temple,  Secretary. 

Texas  Surgical  Society,  Houston,  April  5-6,  1949.  Dr.  E.  P. 
Bunkley,  Stamford,  President ; Dr.  Truman  G.  Blocker,  927 
Strand,  Galveston,  Secretary. 

Texas  Tuberculosis  Association,  Tyler,  April  8-9,  1949.  Dr.  Elliott 
Mendenhall,  Dallas,  President;  Miss  Pansy  Nichols,  208  E. 
Ninth,  Austin,  Executive  Secretary. 

DISTRICT 

Second  District  Society.  Dr.  R.  B.  G.  Cowper,  Big  Spring,  Presi- 
dent; Dr.  Carl  Uthoff,  Big  Spring,  Secretary. 

Third  District  Society,  Amarillo,  April  12-13,  1949.  Dr.  C.  E. 
High,  Pampa,  President ; Dr.  Kenneth  Flamm,  Amarillo,  Sec- 
retary. 

Fourth  District  Society,  San  Angelo,  October,  1949.  Dr.  J.  C. 
Young.  Coleman,  President;  Dr.  Charles  F.  Bailey,  Ballinger, 
Secretary. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July,  1949. 
Dr.  D.  R.  Knapp,  Kerrville,  President;  Dr.  Charles  Tennison, 
Nix  Professional  Building,  San  Antonio,  Secretary. 

Seventh  District  Society.  Dr.  David  Wade,  Austin,  President ; 

Dr.  Joe  W.  Bailey,  1411  San  Antonio  St.,  Austin,  Secretary. 
Eighth,  Ninth  and  Tenth  Districts  Society.  Dr.  T.  O.  Woolley, 
Orange,  President;  Dr.  James  Greenwood,  Jr.,  518  Medical 
Arts  Bldg.,  Houston  2,  Secretary. 

Eleventh  District  Society.  Dr.  Lynn  Hilburn,  Henderson,  Presi- 
dent; Dr.  C.  B.  Young,  929  S.  Confederate,  Tyler,  Secretary. 
Twelfth  District  Society,  Temple,  January  11,  1949.  Dr.  R.  R. 
White,  Temple,  President;  Dr.  H.  F.  Connally,  Jr.,  Amicable 
Bldg..  Waco,  Secretary. 

Thirteenth  District  Society.  Dr.  Fred  Harrell,  Olney,  President ; 

Dr.  S.  W.  Wilson,  Medical  Arts  Bldg.,  Fort  Worth,  Secretary. 
Fourteenth  District  Society,  Waxahachie,  January  11,  1949.  Dr. 
W.  I.  Southerland,  Sherman,  President;  Dr.  John  Bagwell, 
Medical  Arts  Building,  Dallas,  Secretary. 

Fifteenth  District  Society.  Dr.  W.  S.  Terry,  Jefferson,  President; 
Dr.  James  Harris,  Marshall,  Secretary. 
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Dallas  Southern  Clinical  Society,  Dallas,  March  14-17,  1949. 
Miss  Betty  Elmer,  Medical  Arts  Bldg.,  Dallas  1,  Executive 
Secretary. 

International  Post-Graduate  Medical  Assembly  of  Southwest 
Texas,  San  Antonio,  January  25-27,  1949.  Dr.  John  J.  Hinchey, 
643  Moore  Bldg.,  San  Antonio  5,  Secretary. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March 
7-10,  1949.  Dr.  Woodard  D.  Beacham,  Room  105,  1430  Tulane 
Avenue,  New  Orleans  12,  Secretary. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference, 
Wichita  Falls,  October  19,  1949.  Dr.  Charles  H.  Brown, 
Wichita  Falls,  Program  Chairman. 

Oklahoma  City  Clinical  Society  Conference.  Oklahoma  City, 
October  24-27,  1949.  Muriel  R.  Waller,  512  Medical  Arts  Bldg., 
Oklahoma  City  2,  Executive  Secretary. 

Post  Graduate  Medical  Assembly  of  South  Texas,  Houston,  De- 
cember 7-9,  1948.  Dr.  E.  Trowbridge  Wolf,  229  Medical  Arts 
Bldg.,  Houston,  Secretary. 


ARMY  PROFESSIONAL  PROCUREMENT 

Army  and"  Air  Force  recruiting  stations  are  re- 
ceiving suggestions  from  their  Washington  head- 
quarters for  instituting'  a program  which  will  serve 
to  increase  the  number  of  volunteers  in  medicine, 
dentistry,  nursing,  pharmacy,  psychology,  nutrition, 
occupational  therapy,  and  related  fields  by  securing 
the  cooperation  of  professional  societies  in  the  re- 
cruiting station  area. 

The  literature  being  sent  to  each  recruiting  sta- 
tion points  out  that  representatives  from  the  various 
professional  and  special  fields  should  be  invited  to 
become  members  of  a professional  manpower  com- 
mittee which  will  initiate  a professional  personnel 
procurement  program  as  a long-term  community 
project.  The  nationwide  program  is  designed  to  co- 
operate with  the  many  professional  organizations 
which  are  already  launching  plans  of  their  own  to 
see  that  military  needs  are  met  without  draining 
the  resources  of  the  civilian  population. 


STREPTOMYCIN  IN  TUBERCULOSIS- 
REPORT  OF  CHEST  PHYSICIANS 

A report  on  streptomycin  therapy  recently  drawn 
up  by  the  Committee  on  Chemotherapy  and  Anti- 
biotics of  the  American  College  of  Chest  Physicians 
represents  the  combined  experiences  of  the  various 
groups  in  this  country  which  are  doing  investiga- 
tional work  on  this  subject,  including  several  out- 
standing medical  centers,  representatives  of  the  Vet- 
erans Administration,  and  Army  hospitals.  This 
report,  Dr.  Edwin  R.  Levine,  Chicago,  chairman  of 
the  Committee  on  Management  and  Treatment  of 
Diseases  of  the  Chest  of  the  college,  points  out, 
contains  authoritative  information  on  indications, 
dosage,  and  duration  of  treatment  for  the  use  of 
streptomycin  in  tuberculosis.  It  is  summarized  be- 
low : 

Indications  for  Treatment 

Nearly  all  forms  of  tuberculosis  respond  to  treat- 
ment with  streptomycin  in  some  degree.  However, 
the  drug  should  by  no  means  be  used  indiscrim- 
inately. 

Pulmonary  Tuberculosis. — It  is  extremely  diffi- 
cult to  lay  down  hard  and  fast  rules  for  the  use  of 
streptomycin  in  pulmonary  tuberculosis.  Especial 
care  in  the  selection  of  cases  is  necessary.  The  drug 
has  its  greatest  usefulness  in  cases  with  an  ap- 
preciable amount  of  exudative  disease.  In  some  other 
cases  streptomycin  is  responsible  for  symptomatic 
improvement  and  the  prevention  of  complications. 

1.  Definitive  treatment.  This  category  includes 
chiefly  progressive  lesions  of  recent  origin  with 
little  or  no  destruction  of  tissue,  such  as  progressive 
primary  tuberculosis  and  tuberculosis  due  to  hema- 
togenic and  bronchiogenic  dissemination. 

2.  Preparation  for  surgical  procedures,  including 
temporary  and  permanent  collapse  and  excisional 
surgery.  In  some  cases  pneumothorax  can  be  insti- 
tuted sooner  and  with  greater  safety  after  a course 


of  streptomycin.  Not  infrequently  the  drug  is  of 
great  value  in  preparing  patients  as  candidates  for 
thoracoplasty.  As  prophylaxis,  streptomycin  should 
be  used  routinely  in  excisional  procedures. 

It  must  be  emphasized  again  and  again  that  strep- 
tomycin is  not  a substitute  for  sanatorium  care  and 
other  proven  procedures.  Rather  it  is  a valuable 
adjunct  to  these  other  measures. 

Extrapulmonary  Tuberculosis. — Streptomycin  is 
the  only  treatment  available  in  miliary  tuberculosis 
and  tuberculous  meningitis.  In  such  cases  early  and 
intensive  treatment  is  imperative.  Streptomycin  is 
the  treatment  of  choice  for  tuberculous  sinuses, 
tuberculosis  of  the  oropharynx,  larynx,  and  tracheo- 
bronchial tree,  tuberculous  enteritis  and  peritonitis, 
tuberculous  otitis  media,  and  tuberculous  pericardi- 
tis. In  renal  tuberculosis,  symptomatic  improvement 
is  usually  prolonged  and  bacterial  conversion  occurs 
in  some  cases.  Tuberculosis  of  the  bones  and  joints 
is  often  improved  by  streptomycin  but  chemothei-apy 
is  not  a substitute  for  orthopedic  surgery  when  this 
is  indicated. 

Streptomycin  is  valuable  as  preoperative  and  post- 
operative treatment  of  tuberculosis  in  surgery  of 
the  genito-urinary  tract,  surgery  of  bones  and  joints, 
pericardiolysis,  incision  and  drainage  of  abscesses, 
and  fistulectomy. 

Administration 

Streptomycin  is  administered  by  intramuscular  or 
deep  subcutaneous  injection.  The  optimal  regimen 
for  the  administration  of  streptomycin  has  not  been 
determined.  In  most  forms  of  tuberculosis  results 
appear  to  be  satisfactory  when  a dose  of  from  .5 
to  1 Gm,  a day  is  administered  in  one  or  two  in- 
jections for  from  six  to  eight  weeks.  With  this 
mode  of  therapy  complications  are  infrequent  and 
in  most  cases  their  clinical  importance  may  be  dis- 
counted. In  tuberculous  meningitis  and  miliary  tu- 
berculosis treatment  should  be  vigorous:  a dose  as 
high  as  2 Gm.  per  day  for  four  months,  or  longer  if 
necessary.  In  tuberculous  meningitis  results  seem- 
ingly are  better  when  intramuscular  injection  is 
supplemented  bv  intrathecal  injection  of  from  25 
to  59  mg.  every  twenty-four  to  forty-eight  hours  for 
two  or  three  months,  or  as  long  as  this  method  of 
administration  is  tolerated  by  the  patient. 

Since  drug  fastness  is  apparently  closely  related 
to  duration  of  treatment,  regardless  of  the  daily 
dosag'e,  limitation  of  the  period  to  a few  weeks  may 
be  effective  in  avoiding  this  phenomenon  in  many 
cases. 

Other  Chemical  and  Antibiotic  Substances 

There  is  no  other  substance  known  today  which 
compares  with  streptomycin  in  its  effectiveness 
against  tuberculosis.  The  sulfones,  promin  and  prom- 
izole,  are  generally  ineffective  alone.  Experimental 
work  is  in  process  to  determine  whether  or  not  there 
is  synergistic  action  when  any  of  these  are  added 
to  streptomycin.  Para-aminosalicylic  acid  is  prom- 
ising on  the  basis  of  laboratory  experimentation,  but 
sufficient  clinical  work  has  not  yet  been  done  to 
permit  evaluation  of  this  drug.  Subtilin  has  not  had 
sufficient  clinical  trial  and  there  is  not  yet  enough 
animal  experimentation  to  indicate  its  usefulness. 
Of  the  many  other  antibiotic  substances,  none  in 
preliminary  experimentation  has  shown  indication 
of  real  value  against  tuberculosis  and  none  has  had 
clinical  trial. 


SOUTHWESTERN  MEDICAL  ASSOCIATION 
Approximately  310  physicians,  primarily  from 
Arizona,  New  Mexico,  and  West  Texas,  registered 
for  the  annual  meeting  of  the  Southwestern  Med- 
ical Association  in  El  Paso,  October  28-30.  A scien- 
tific program  featured  nine  guests:  Drs.  Ralph  Iv. 
Ghormley,  Mayo  Clinic,  Rochester,  Minn,  (oi-tho- 
pedic  surgery)  ; Hugh  Hare,  New  England  Dea- 
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coness  and  Baptist  Hospitals,  Boston  (radiology)  ; 
Peter  C.  Kronfeld,  Illinois  Eye  and  Ear  Infirmary, 
University  of  Chicago,  and  Northwestern  Univer- 
sity, Chicago  (ophthalmology)  ; E.  D.  Plass,  Uni- 
versity of  Iowa,  Iowa  City  (obstetrics  and  gyne- 
cology) ; Ralph  A.  Reis,  Northwestern  University, 
Chicago  (obstetrics  and  gynecology)  ; Carlton  B. 
Souders,  Lahey  Clinic,  Boston  (internal  medicine)  ; 
0.  E.  Van  Alyea,  University  of  Illinois  and  North- 
western University,  Chicago  (medicine  and  oto- 
laryngology); R.  J.  Whitacre,  Huron  Road  Hospi- 
tals, Cleveland  (anesthesia)  ; Robert  M.  Zollinger, 
Ohio  State  University,  Columbus  (surgery). 

General  assemblies,  eye,  ear,  nose,  and  throat  ses- 
sions, question  and  answer  luncheons,  technical  ex- 
hibits, and  entertainment  were  provided.  At  a lunch- 
eon meeting  Dr.  Joseph  M.  Greer,  Phoenix,  Ariz,, 
became  president  and  the  following  officers  were 
elected : Drs.  I.  J.  Marshall,  Roswell,  N.  Mex.,  presi- 
dent-elect; W.  E.  Vandevere,  El  Paso,  first  vice- 
president;  Joseph  Bank,  Phoenix,  Ariz.,  second  vice- 
president;  and  W.  R.  Curtis,  El  Paso,  reelected  sec- 
retary-treasurer. The  next  meeting  place  and  date 
was  left  for  decision  with  the  executive  committee. 

A tea,  luncheon  and  style  show,  and  other  social 
activities  were  held  for  women  visitors.  Mrs.  Delphin 
von  Briesen  was  social  chairman  for  the  woman’s 
auxiliary  program. 

Dr.  W.  W.  Schuessler  was  general  chairman  of  the 
association  meeting. 


TEXAS  DERMATOLOGICAL  SOCIETY 
The  Texas  Dermatological  Society  met  in  Beau- 
mont on  October  17.  A group  of  patients  was  pre- 
sented in  the  morning.  After  luncheon,  the  cases 
were  discussed.  About  forty  Texas  dermatologists 
were  in  attendance,  and  some  of  them  remained  for 
a boat  ride  the  next  day  with  Dr.  W.  A.  Smith, 
Beaumont,  as  host. 

The  next  meeting  of  the  society  will  be  held  in 
San  Antonio  in  May  in  conjunction  with  the  annual 
session  of  the  State  Medical  Association. 


MARJORIE  SHEARON  TO  BE  IN  DALLAS 
Dr.  Marjorie  Shearon,  Washington,  D.  C.,  editor 
of  “American  Medicine  and  the  Political  Scene”  and 
observer  of  the  Washington  scene  for  fifteen  years, 
will  be  the  speaker  for  the  annual  meeting  of  the 
Dallas  County  Medical  Society  on  January  13  in 
Dallas.  Dr.  Shearon  resigned  from  government  em- 
ployment to  organize  the  Shearon  Medical  Legisla- 
tive Service. 

The  Dallas  society  is  extending  an  invitation  to 
physicians  from  throughout  Texas  to  hear  Dr. 
Shearon.  Reservations  should  be  made  for  the  eve- 
ning dinner  meeting  through  the  office  of  Dallas 
County  Medical  Society,  433  Medical  Arts  Building, 
Dallas  1. 


TEXAS  NEUROPSYCHIATRIC  ASSOCIATION 
Approximately  one  hundred  members  and  guests 
were  present  for  the  fall  meeting  of  the  Texas 
Neuropsychiatric  Association,  held  October  25  at 
the  Veterans  Administration  Hospital,  Waco.  The 
program  was  opened  by  Dr.  M.  J.  Cooper,  San  An- 
tonio, president;  Dr.  Walter  Ford,  Waco,  presided 
during  the  presentation  of  scientific  papers.  The 
physicians  were  served  lunch  in  the  hospital  dining 
room,  and  a tour  of  the  hospital  was  provided. 

The  scientific  program  consisted  of  the  following: 
Neuropsychiatric  Problems  in  the  Veterans  Administration — Dr. 
Oscar  Hubbard,  Dallas. 

Problems  in  the  Waco  Veterans  Administration  Hospital — Dr. 
T.  J.  Hardgrove,  Waco. 

Insulin  Tolerance  Test  and  Insulin  Shock  Therapy — Dr.  Louis  W. 
Leskin,  Waco. 

Accidental  Transmission  of  Infectious  Hepatitis  through  Sub- 
inoculation with  Malaria : Case  Reports — Dr.  Walter  Ford, 
Waco. 


Clinical  Psychology  in  a Neuropsychiatric  Hospital — Ruth  M. 
Hubbard,  Ph.  D.,  Waco. 

Orientation  in  Auditory  Perception — Dr.  Thomas  G.  Lupo,  Waco. 
Clinical  Conference:  Neurologic. 

Clinical  Conference:  Psychiatric. 


TEXAS  SURGICAL  SOCIETY 
The  fall  meeting  of  the  Texas  Surgical  Society 
was  held  in  Fort  Worth,  October  4-5,  with  the  fol- 
lowing scientific  program : 

October  4 

Chylous  Angioma  of  Mesentery:  Report  of  Case — Dr.  R.  W. 
Crosthwait,  Waco. 

Lymphosarcoma  of  Gastro-Intestinal  Tract — Drs.  Robert  M. 

Moore  and  A.  O.  Singleton,  Jr.  (by  invitation),  Galveston. 
Uncommon  Gastric  Lesions — Dr.  J.  P.  North,  McKinney. 

Texas  Weather  and  Water — Dr.  Carl  Moyer,  Dallas. 

Gallbladder  Diseases  : Physiologic  and  Clinical  Aspects — Dr.  An- 
drew B.  Small,  Dallas. 

Surgical  Treatment  of  Carcinoma  of  Breast — Dr.  Everett  B. 
Lewis,  Houston. 

Experiences  in  Treatment  of  Brain  Abscess — Dr.  S.  R.  Snod- 
grass, Galveston. 

Ruptured  Intervertebral  Disk — Dr.  PTancis  Grant,  University 
Hospital,  Philadelphia. 

Kidney  Tumors : Types,  Diagnosis,  and  Treatment— Dr.  Harry 
Spence,  Dallas. 

Late  Metastases  from  Carcinoma  of  Kidney — Dr.  J.  Howard 
Shane,  Dallas. 

October  5 

Glomus  Tumor  of  Mediastinum — Dr.  G.  V.  Brindley,  Jr.,  Temple. 
Choice  of  Operation  for  Reconstruction  of  Esophagus — Dr.  Albert 
W.  Harrison,  Galveston. 

Influence  of  Contact  Compression  Factor  on  Osteogenesis  of 
Surgical  Fractures — Dr.  G.  W.  N.  Eggers,  Galveston. 

Injuries  of  Distal  Phalanx  of  Finger — Dr.  R.  M.  Tenery,  Waxa- 
hachie. 

New  Method  of  Anastomosis : Experimental  Study — Drs.  T.  G. 
Blocker,  Jr.,  J.  H.  Hendrix  (by  invitation),  O.  E.  Hall  (by 
invitation),  and  George  R.  Herrmann  (by  invitation),  Gal- 
veston. 

Entertainment  for  visiting  physicians  included  a 
cocktail  party  and  banquet  the  evening  of  October  4. 
“Dutch”  Meyer,  coach  of  the  Texas  Christian  Uni- 
versity football  team,  was  guest  speaker. 

Officers  elected  for  the  ensuing  year  are  Drs.  E. 
P.  Bunkley,  Stamford,  president;  W.  Lee  Hudson, 
Dallas,  first  vice-president;  George  Enloe,  Fort 
Worth,  second  vice-president;  T.  G.  Blocker,  Jr., 
Galveston,  secretary;  C.  B.  Carter,  Dallas,  treasurer; 
and  Dudley  Jackson,  San  Antonio,  member  of  the 
council.  The  next  meeting  will  be  held  in  Houston, 
April  5-6,  1949. 

Arrangements  for  the  Fort  Worth  meeting  were 
made  by  Drs.  Jack  Furman,  George  Enloe,  Hub  E. 
Isaacks,  and  Robert  Sewell. 


COLLEGE  OF  SURGEONS  IN  HOUSTON 
A sectional  meeting  of  the  American  College  of 
Surgeons  will  be  held  January  14-15  at  the  Rice 
Hotel,  Houston.  The  conference  is  planned  for  physi- 
cians and  surgeons  and  the  professional  personnel 
of  hospitals.  The  latest  developments  in  medical 
science  and  in  hospital  service  will  be  presented.  The 
Houston  meeting  is  one  of  seven  planned  for  various 
parts  of  the  country  during  the  next  several  months. 

Conferences  for  the  hospital  personnel  and  for 
medical  groups  will  run  concurrently.  Part  of  the 
sessions  will  be  joint  meetings,  others  separate. 
Luncheons,  a dinner  meeting,  and  a round-table  con- 
ference, as  well  as  medical  motion  pictures,  will 
supplement  lecture  sessions. 


HEMATOLOGY  COURSE  AT  BAYLOR 
A postgraduate  course  in  hematology,  designed 
primarily  for  general  practitioners,  will  be  offered 
by  the  Department  of  Medicine,  Baylor  University 
College  of  Medicine  in  Houston,  January  3-6.  Out- 
of-town  guest  speakers  who  have  been  announced 
include  Dr.  Frank  Bethell,  University  of  Michigan, 
Ann  Arbor;  Dr.  William  Marr,  University  of  Texas 
Medical  Branch,  Galveston;  and  Dr.  Joseph  Hill, 
Baylor  Hospital  and  Southwestern  Medical  College, 
Dallas. 

Registration  for  the  course  may  be  made  in  ad- 
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vance  or  on  the  morning:  of  January  3.  The  fee  is 
$50.  Dr.  James  A.  Greene,  professor  of  medicine  at 
Baylor  University  College  of  Medicine,  will  give  ad- 
ditional information  upon  request. 


LIBRARY  NOTES 


PACKAGE  SERVICE 

The  package  library  consists  of  collections  of  reprints 
and  other  periodical  material  on  various  subjects,  pre- 
pared for  lending  to  members  of  the  Association.  Re- 
quests for  packages  should  be  addressed  “Library,  State 
Medical  Association  of  Texas,  700  Guadalupe  Street, 
Austin,  Texas."  Twenty-five  cents  in  stamps  should  be 
enclosed  with  the  request  to  cover  postage  and  part  of 
the  expense  of  collecting  the  material.  Packages  are 
allowed  to  remain  in  the  hands  of  the  borrower  for 
14  days. 


- Accessions 

The  following  additions  were  made  to  the  Library 
during  November: 

Reprints  received,  987. 

Journals  received,  290. 

Books  received,  13. 

Orthopsychiatry,  1923-1948,  by  Lowrey  (editor), 
from  the  American  Orthopsychiatric  Association, 
Manaska,  Wis. 

Hallmarks  of  Mankind,  by  Jones,  from  Williams 
& Wilkins,  Baltimore. 

Education  for  Professional  Responsibility,  by 
Smith  (editor),  from  Carnegie  Press,  Pittsburgh. 

New  and  Nonofficial  Remedies,  1948,  American 
Medical  Association;  Surgical  Treatment  of  the  Ab- 
domen, by  Bancroft  and  Wade  (editors)  ; and  Signs 
and  Symptoms:  Their  Clinical  Interpretation,  by 
MacBryde  (editor),  from  J.  B.  Lippincott  Company, 
Philadelphia. 

A Doctor  Talks  to  Teen-Agers,  by  Sadler;  Synop- 
sis of  Psychosomatic  Diagnosis  and  Treatment,  by 
Dunbar;  and  Pathology,  by  Anderson,  from  C.  V. 
Mosby  Company,  St.  Louis. 

Collected  Reprints  of  the  Grantees  of  the  National 
Foundation  for  Infantile  Paralysis,  from  the  Na- 
tional Foundation  for  Infantile  Paralysis,  New  York. 

Diabetic  Manual  for  the  Doctor  and  the  Patient, 
eighth  edition,  by  Joslin,  from  Lea  & Febiger, 
Philadelphia. 

Clinical  Management  of  Varicose  Veins,  by  Bar- 
row,  from  Paul  B.  Hoeber,  New  York. 

A Treatise  on  Contemporary  Religious  .Jurispru- 
dence, by  Rubenstein,  from  the  Waldain  Press, 
Chicago. 

Summary  of  Service 

Local  users  and  visitors,  47.  Borrowers  by  mail,  53. 
Items  consulted,  508.  Packages  mailed,  58. 

Items  borrowed,  132.  Items  mailed,  546. 

Total  number  of  items  consulted  and  loaned,  1,186. 


MOTION  PICTURE  FILM  LIBRARY 

Motion  picture  films  on  medical  subjects,  16  mm.,  both 
silent  and  sound,  some  in  color,  and  suitable  for  either 
medical  or  lay  audiences,  are  available  for  loan  to  county 
medical  societies,  hospital  staffs,  or  individual  physi- 
cians, on  request.  Borrowers  will  be  required  to  pay  only 
the  cost  of  shipment  of  the  films,  by  express,  with  in- 
surance, and  for  any  damage  to  films  while  in  the  hands 
of  the  borrower. 

Requests  for  films  should  be  addressed  to  “Motion 
Picture  Film  Library,  State  Medical  Association  of  Texas, 
700  Guadalupe  Street,  Austin,  Texas."  A list  of  avail- 
able films,  with  descriptions,  will  be  furnished  on  request. 


The  following  motion  picture  films  were  loaned 
by  the  Film  Library  during  November: 

Accent  on  Use  (National  Foundation  for  Infantile 
Paralysis) — University  of  Houston  School  of  Nurs- 
ing, Houston. 

Anesthesia,  Regional  (Winthrop  Chemical  Com- 
pany)'— Wharton  - Jackson  - Matagorda  - Foi’t  Bend 
Counties  Medical  Society,  Wharton. 


Appendicitis  in  Childhood  (Mead  Johnson) — Bon- 
ham Medical  Society,  Bonham. 

Appraisal  of  the  Newborn  (Mead  Johnson) — Uni- 
versity of  Houston  School  of  Nursing,  Houston. 

As  Others  See  Us  (American  Hospital  Associa- 
tion)— State  Tuberculosis  School  of  Nursing,  Sana- 
torium; City  - County  Hospital  Personnel,  Fort 
Worth;  and  University  of  Houston  School  of  Nurs- 
ing, Houston. 

Blood  Transfusion  (British  Information  Services) 
— State  Tuberculosis  School  of  Nursing,  Sanatorium. 

Breech  Extraction  with  Forceps  (Mead  Johnson) 
— F.  A.  Orgain  Hospital  Staff,  Bastrop. 

Ceasarean  Section,  Low  Cervical  (Mead  Johnson) 
— Harris  College  of  Nursing,  Fort  Worth. 

Cervical  Smear  (Dr.  Karl  J.  Karnaky) — Clay- 
Montague-Wise  Counties  Medical  Society,'  Decatur. 

Cervical  Smear  II  (Dr.  Karl  J.  Karnaky) — South- 
ern Medical  Association,  Miami,  Fla. 

Chest  Disease,  Surgery  in  (British  Information 
Services) — State  Tuberculosis  School  of  Nursing, 
Sanatorium. 

Choose  to  Live  (U.  S.  Public  Health  Service). — St. 
Joseph’s  Hospital,  Wellington. 

Daily  Battle  (National  Foundation  for  Infantile 
Paralysis) — Parent  Education  Club,  Pampa. 

Edema — Cardiac  and  Renal  (Winthrop  Chemical 
Company) — Brackenridge  Hospital  School  of  Nurs- 
ing, Austin. 

Eyes,  Your  Children’s  (British  Information  Serv- 
ices)— Bell  County  School  Children,  Temple. 

Folvite  in  Anemia  (Lederle  Laboratories) — Dr.  N. 
L.  Schiller,  Austin. 

From  Moo  to  You  (Borden  Company) — Bell  Coun- 
ty School  Children,  Temple. 

Gastrectomy,  Safer  (Billy  Burke  Productions)  — 
Pre-Medical  Club,  Baylor  University,  Waco. 

Gastroscopy  in  Gastric  Pathology  (Harrower 
Laboratory,  Inc.) — Medical  Staff,  Methodist  Hos- 
pital, Dallas. 

Goiter  Surgery  (Mead  Johnson) — Sigler  Clinic, 
Shamrock. 

Goodbye  Mr.  Germ  (Texas  Tuberculosis  Associa- 
tion)— Bell  County  School  Children,  Temple. 

Hematology,  Animated  (Armour  and  Company)  — 
Dr.  N.  L.  Schiller,  Austin. 

Hidden  Hunger  (Swift  and  Company)  — Bell 
County  School  Children,  Temple. 

Hysterectomy  (Mead  Johnson) — F.  A.  Orgain 
Hospital,  Bastrop. 

Infantile  Paralysis,  Your  Fight  Against  (National 
Foundation  for  Infantile  Paralysis) — Rotary  Club, 
Woodville. 

Lesions  of  Vulva,  Vagina  and  Cervix  (Dr.  Karl  J. 
Karnakv) — Southern  Medical  Association,  Miami, 
Fla. 

Let  My  People  Live  (Texas  Tuberculosis  Associa- 
tion)— Health  Group,  San  Antonio. 

Magic  Bullets  (U.  S.  Public  Health  Service)  — 
B’nai  B’rith  Lodge,  Austin. 

Mastoid  Surgery  (Dr.  Louis  Daily) — State  Tuber- 
culosis School  of  Nursing,  Sanatorium. 

Menmgioma,  Removal  with  Cranioplasty  (Dr. 
George  Ehni) — Dr.  M.  R.  Lawler,  Mercedes. 

New  Horizons  (National  Foundation  for  Infantile 
Paralysis) — Rotary  Club,  Woodville. 

Normal  Delivery  (Mead  Johnson) — Methodist 
Hospital  School  of  Nursing,  Houston. 

Plain  Facts  (American  Social  Hygiene  Associa- 
tion).— St.  Joseph’s  Hospital,  Wellington. 

Poliomyelitis,  Sister  Kenny  Method  of  Treatment 
of  (Dr.  Herbert  Hipps) — Parent  Education  Club, 
Pampa. 

Premature  Infant,  The  Care  of  (Mead  Johnson) 
— University  of  Houston  School  of  Nursing,  Hous- 
ton. 

Problem  Child  (Pet  Milk  Company) — St.  Joseph’s 
Hospital,  Wellington. 
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Psychiatry  in  Actio?i  (British  Information  Serv- 
ices)— U.  S.  Public  Health  Service  Hospital,  Fort 
Worth. 

Resuscitation  of  the  Newborn  (Mead  Johnson)  — 
Quanah  Clinic,  Quanah. 

Roentgen  Pelvimetry  (Mead  Johnson) — Dr.  N.  L. 
Schiller,  Austin,  and  Quanah  Clinic,  Quanah. 

Strabismus  Surgery  (Dr.  Ray  K.  Daily) — Dr.  M. 
R.  Lawler,  Mercedes. 

Time  Is  Life  (American  Cancer  Society) — Clay- 
Montague-Wise  Counties  Medical  Society,  Decatur, 
and  American  Association  of  University  Women  and 
Students,  Kermit. 

Traitor  Within  (American  Cancer  Society)  — 
American  Association  of  University  Women  and 
Students,  Kermit. 

Tuberculosis,  Diagnostic  Procedure  in  (Texas 
Tuberculosis  Association) — Hotel  Dieu  Hospital 
School  of  Nursing,  Beaumont. 

Tuberculosis,  Role  of  Public  Health  Nurse  in 
(Texas  Tuberculosis  Association) — Hotel  Dieu  Hos- 
pital School  of  Nursing,  Beaumont. 

Varicose  Veins  and  Their  Complications  (Becton, 
Dickinson  & Co.) — Pre-Medical  Club,  Baylor  Uni- 
versity, Waco. 

Varicose  Veins,  Treatment  of  (Searle  Labora- 
tories)— Brackenridge  Nursing  School,  Austin. 

When  Bobby  Goes  to  School  (Mead  Johnson)  — 
Parent-Teachers  Association,  Kaufman. 


BOOK  REVIEWS 

1 Oral  Vaccines  and  Immunization  by  Other  Un- 

usual Routes.  By  David  Thomson,  Director  of 
the  Pickett-Thomson  Research  Laboratory;  Rob- 
ert Thomson,  Pathologist,  St.  Paul’s  Hospital, 
London;  and  James  Todd  Morrison,  M.D.,  D.P.H. 
Cloth,  329  pages.  Price,  $11.  Baltimore,  Williams 
and  Wilkins  Company,  1948. 

This  book  is  massive  in  size  (the  pages  are  8.5  by 
11  inches)  and  in  context.  Completed  by  thi’ee  Lon- 
don workers  in  1936,  it  was  not  published  until  1947 
because  of  the  war.  Much  additional  literature  on 
unusual  routes  of  vaccination  is  included  from  that 
eleven-year  period.  Over  a thousand  papers  on  oral, 
intranasal,  intratracheal,  and  conjunctival  vaccina- 
tions are  covered,  as  well  as  numerous  contributions 
on  vaccination  by  inunction.  The  use  of  oral  typhoid 
vaccines,  especially  in  European  miners,  is  partic- 
ularly interesting.  Several  conclusions  in  regard  to 
unusual  routes  of  vaccination  are  voiced:  (1)  it  takes 
from  40  to  100  times  the  usual  parenteral  dose,  (2) 
vaccination  must  be  repeated  frequently,  and  (3)  re- 
actions are  uncommon. 

The  reader,  however,  will  probably  do  some  con- 
cluding for  himself  and  agree  that  vaccination  by 
unusual  routes  is  best  reserved  for  unusual  situa- 
tions. The  certainty  of  dosage  and  absorption,  as 
well  as  the  relative  permanence  of  results  in  paren- 
teral vaccination  far  outweigh  the  mere  convenience 
of  administration  claimed  for  enteric  and  other  un- 
usual routes.  In  fact,  even  this  convenience  is  prob- 
ably more  theoretic  than  real,  especially  in  the  case 
of  inunction,  or  when  intratracheal  and  conjunctival 
routes  are  used. 

The  volume  is  a medical  curiosity  and  presents 
much  challenging  material  from  the  vocal  minority 
of  present  day  immunologic  thinkers. 

2 Treatment  of  Heart  Disease.  By  William  A. 

Brams,  M.S.,  M.D.,  Ph.D.,  Associate  Professor 
of  Medicine,  Northwestern  University  Medical 
School.  Cloth,  195  pages.  Price,  $3.50.  Phila- 
delphia and  London,  W.  B.  Saunders  Company, 
1948. 

This  guide  in  the  treatment  of  heart  disease  for 
the  general  practitioner  fulfills  its  purpose  of  con- 

1 Reviewed  by  J.  J.  Andujar,  M.D.,  Fort  Worth. 

2 Reviewed  by  Victor  E.  Schulze,  M.D.,  San  Angelo. 


ciseness  and  practicability.  Based  exclusively  upon 
the  author’s  experience,  the  book  is  dogmatic  and 
conservative  to  a fault.  Systematic  coherent  ar- 
rangement of  the  material  makes  it  a readable 
ready  reference. 

The  first  chapter  on  the  pharmacologic  action  of 
drugs  used  in  the  treatment  of  heart  disease  is  ex- 
cellent. Management  of  congestive  failure  is  well 
emphasized,  and  standard  treatments  for  all  recog- 
nized types  of  heart  conditions  are  included,  as 
well  as  two  excellent  final  chapters  on  the  manage- 
ment of  heart  disease  in  pregnancy  and  in  surgery 
respectively. 

The  author’s  exclusive  preoccupation  with  the 
galenical  preparations  of  digitalis,  although  justified 
for  emphasis,  is  not  timely;  at  least  the  purported 
advantages  of  the  much-talked-of  glucosides  might 
have  been  included.  The  endorsement  of  strophanthin 
K fails  to  make  note  of  this  preparation’s  loss  of 
potency  with  age.  The  recommended  bed  rest  reg- 
imen in  congestive  failure  and  coronary  occlusion  is 
too  inflexible,  and  the  blanket  roll  under  the  knees 
antedates  respect  for  phlebothrombosis.  The  sugges- 
tion of  administering  sodium  bicarbonate  with  the 
salicylates  is  more  customary  than  scientific. 

This  little  book  evades  no  question.  On  page  19 
is  found  the  answer  to  the  question  of  prophylactic 
use  of  digitalis  in  that  “digitalis  acts  on  the  failure, 
not  the  underlying  disease”  of  the  heart. 

3 British  Surgical  Practice.  Volume  II.  By  Sir  Ern- 

est Rock  Garling,  F.R.C.S.,  F.R.C.P.,  Consulting 
Surgeon,  Westminster  Hospital,  and  J.  Paterson 
Ross,  M.S.,  F.R.C.S.,  Surgeon  and  Director  of 
Surgical  Clinical  Unit,  St.  Bartholomew’s  Hos- 
pital, and  Professor  of  Surgery,  University  of 
London.  Cloth,  540  pages,  illustrated.  Price,  $15. 
St.  Louis,  C.  V.  Mosby  Company,  1948. 

This  is  the  second  volume  of  an  interesting  addi- 
tion to  the  field  of  encyclopedic  reference  works.  It 
seems  to  be  entirely  adequate  from  the  standpoint 
of  completeness  of  subject  matter.  The  discussions 
leave  little  or  nothing  to  be  desired  in  the  way  of 
thoroughness  of  presentation.  In  comparison  with 
the  American  Encyclopedia,  the  discussions  seem  to 
be  more  academic  and  written  with  more  effort  to 
present  impartially  all  existing  views  with  less  em- 
phasis on  any  one  or  two  practical  approaches  which 
may  be  preferred  by  the  authors.  Because  of  the 
universality  of  scientific  expression,  the  reader  is 
not  troubled  by  British  language  idioms  or  collo- 
quialisms. There  are  interesting  differences  of  meth- 
ods and  procedure  which  are  found  occasionally. 

The  format  in  general  appears  somewhat  cramped. 
This  is  offset,  however,  by  the  use  of  marginal  sub- 
head notations  which  make  possible  instant  reference 
to  any  particular  subdivision  of  the  subject  matter. 

This  is  certainly  a worth-while  addition  to  any 
reference  library. 

4 The  Lung.  By  William  Snow  Miller,  Late  Emeri- 

tus Professor  of  Anatomy,  University  of  Wis- 
consin. Second  Edition.  Cloth,  222  pages.  Price, 
$7.50.  Springfield,  111.,  Charles  C.  Thomas,  1947. 

It  is  not  a difficult  task  to  review  such  a book  as 
this.  The  written  word  and  the  illustrations  are  so 
clear  as  to  leave  no  doubt  but  that  Dr.  Miller  has 
given  the  true  structure  of  the  lung.  The  special 
beauty  of  the  work  lies  in  the  fact  that  the  organ 
can  be  pictured  in  three  dimensions.  Its  trachea, 
bronchi,  bronchioli,  air  spaces,  blood  vessels,  lym- 
phatics, lymphoid  tissue,  nerves,  and  the  pleura  are 
displayed  as  only  an  expert  can  display  them. 

Perhaps  in  this  day  of  advanced  chest  surgery, 
with  its  requirement  for  a knowledge  of  surgical 
anatomy,  the  only  shortcoming  the  book  possesses  is 

3 W.  D.  Morris,  M.D.,  Fort  Worth. 

4 Sim  Hulsey,  M.D.,  Fort  Worth. 
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a lack  of  mentioning  the  anatomic  relationships  of 
the  lungs.  However,  to  the  microscopist  and  to  many 
others,  this  book  is  authority  and  a classic,  and  it 
will  remain  so. 

5 Pioneer  Life  in  Kentucky,  1785-1800.  By  Daniel 
Drake,  M.D.  Cloth,  257  pages.  Price,  $4.  New 
York,  Henry  Schuman,  1948. 

This  little  book,  as  the  title  implies,  is  an  account 
of  the  pioneer  days  in  Kentucky  and  written  as  a 
series  of  ten  letters  from  Dr.  Daniel  Drake  to  his 
children.  Each  letter  is  written  in  a different  style. 
As  a group,  they  portray  the  pioneer  spirit  of  a 
physician,  who,  with  his  family,  overcame  many  ob- 
stacles in  that  period  of  history  and  helped  to  estab- 
lish the  cherished  ideals  of  Americanism. 

The  laity  and  the  profession  alike  can  derive  much 
profitable  and  pleasant  reading  from  these  manu- 
scripts. 

s Reviewed  by  William  H.  Teague,  M.D.,  Plainview. 


NEWS 


Contributions  to  this  department  will  be  appreciated. 
News  should  be  of  general  medical  interest,  such  as  public 
health  activities,  new  hospitals,  personal  items  of  more 
than  local  value,  etc.  News  for  a particular  number  of 
the  Journal  should  be  in  the  hands  of  the  Editor  not 
later  than  the  fifteenth  of  the  preceding  month. 


The  American  College  of  Surgeons  at  its  annual 
meeting  in  Los  Angeles  in  October  elected  Dr.  Rob- 
ert M.  Moore,  professor  of  surgery  at  the  University 
of  Texas  Medical  Branch,  Galveston,  as  second  vice- 
president  for  the  1949-1950  term,  and  Dr.  Curtice 
Rosser,  Dallas,  was  elected  to  the  board  of  governors 
for  the  term  ending  in  1951.  Seven  honorary  fellow- 
ships and  943  fellowships,  the  largest  number 
awarded  in  any  one  year  since  1914,  were  conferred. 

Texas  physicians  who  became  fellows  in  the  1948 
class  of  initiates  are  as  follows:  Drs.  William  A. 
Altman,  Dallas;  Henry  H.  Beckering,  Dallas; 
Clement  C.  Boehler,  El  Paso;  F.  Keith  Bradford, 
Houston;  H.  Kermit  Brask,  San  Angelo;  George  V. 
Brindley,  Jr.,  Temple;  Edwin  A.  Chandler,  Houston; 
J.  Alston  Clapp,  Jr.,  Houston;  J.  Robert  Cochran, 
Fort  Worth;  William  A.  Collins,  Jr.,  El  Paso;  Dol- 
phus  Compere,  Fort  Worth;  Herschel  F.  Connally, 
Jr.,  Waco;  R.  Wilson  Crosthwait,  Waco;  Howard  K. 
Crutcher,  Dallas;  John  J.  de  Leon,  San  Antonio; 
Marvin  E.  Fatter,  Austin;  Fred  E.  Felder,  Pales- 
tine; Herman  L.  Gardner,  Houston;  John  W.  Gar- 
nett, Jr.,  Fort  Worth;  John  V.  Goode,  Dallas;  S. 
Baron  Hardy,  Houston;  Albert  W.  Harrison,  Galves- 
ton; Elliott  B.  Hay,  Houston;  John  P.  Heaney,  Hous- 
ton; Maurice  D.  Heatly,  San  Marcos;  Francis  B. 
Kelly,  Corpus  Christi ; Alfred  F.  Knoll,  Houston; 
Charles  F.  Mares,  Galveston;  Frank  0.  McGehee, 
Houston;  Cornelius  Olcott,  Jr.,  Harlingen;  Robert 
L.  Sewell,  Fort  Worth;  Thomas  P.  Shearer,  Hous- 
ton; Mat  F.  Strashun,  Houston;  Revace  0.  Swear- 
ingen, Austin;  Kenneth  C.  von  Pohle,  Houston;  and 
Raleigh  R.  White,  Temple. 

The  Rocky  Mountain  Cancer  Conference  held  in 
Denver  last  July  is  featured  in  the  November  issue 
of  the  Rocky  Mountain  Medical  Journal.  Papers  pre- 
sented at  the  second  annual  conference  by  seventeen 
of  the  nation’s  foremost  authorities  on  cancer  have 
been  published  together  in  the  Journal.  The  con- 
ference was  sponsored  by  the  Colorado  State  Medical 
Society,  the  Colorado  division  of  the  American 
Cancer  Society,  and  the  Rocky  Mountain  Cancer 
Foundation.  The  Rocky  Mountain  Medical  Journal  is 
sponsored  by  the  state  medical  societies  of  Colorado, 
Wyoming,  New  Mexico,  Utah,  and  Montana,  mem- 
bers of  which  will  receive  copies.  Several  thousand 
additional  copies  are  available  to  meet  requests  from 
outside  those  states. 


Hospital  Activity  aimed  at  providing  better  serv- 
ice is  being  reported  throughout  the  state.  Among 
the  many  efforts  which  are  being  made  to  obtain 
good  hospital  facilities  are  the  following,  which  re- 
ceived newspaper  notices  coming  to  the  attention  of 
the  Editor: 

In  Garrison,  Nacogdoches  County,  townspeople 
had  a celebration  November  15  to  mark  the  open- 
ing of  a seventeen  bed  hospital  built  with  funds 
donated  by  citizens  of  the  community,  reports  the 
Tyler  Telegraph.  The  hospital  has  been  leased  by 
Dr.  E.  S.  Rogers,  formerly  of  Minden,  La.,  and 
will  be  operated  for  the  benefit  of  Garrison  and  the 
surrounding  area. 

The  Hamilton  Sanitarium,  Hamilton,  which  had 
been  closed  some  weeks  ago,  was  scheduled  to  re- 
open about  December  1 under  the  management  of 
Dr.  Herbert  Nassour,  Jr.,  and  Dr.  Prevost  Hubbard, 
Jr.,  who  were  doing  work  at  St.  Paul’s  Hospital, 
Dallas,  when  they  leased  the  Hamilton  property, 
according  to  the  Hamilton  Herald-Record. 

Civic  leaders  in  Garland,  headed  by  the  Rotary 
Club,  are  taking  steps  toward  a campaign  to  raise 
funds  for  a community  hospital,  the  Dallas  News 
informs.  Tentative  plans  call  for  a twenty-five  bed 
hospital. 

Donations  are  continuing  to  come  in  for  the  Flow 
Memorial  Hospital,  Denton,  states  the  Denton  Rec- 
ord-Chronicle. Hospital  authorities  hope  to  receive 
a total  of  $60,000  through  personal  subscription  for 
furnishing  the  hospital  and  expect  to  receive  a grant 
from  the  federal  government  to  match  half  of  the 
money  raised  locally. 

A group  of  urologists  are  sponsoring  the  inclusion 
of  a sixty  bed  urologic  unit  in  the  proposed  St. 
Luke’s  Episcopal  Hospital  to  be  a part  of  the  Texas 
Medical  Center,  Houston.  Drs.  B.  Weems  Turner,  J. 
Reese  Blundell,  Thomas  H.  Guthrie,  Jr.,  and  Ross 
D.  Margraves  are  officers  of  a committee  of  urolo- 
gists who  have  been  considering  for  several  years 
the  establishment  of  a teaching  and  research  hos- 
pital for  urology,  informs  the  Houston  Chronicle. 
The  proposal  by  this  group  that  the  urologic  unit 
be  included  in  plans  for  St.  Luke’s  Hospital  was 
favorably  received  by  the  trustees  of  the  hospital. 

In  Dallas  a number  of  activities  designed  to  in- 
crease the  availability  of  good  hospital  care  are 
under  way,  according  to  the  Dallas  News  and  Times- 
Herald.  A campaign  is  under  way  to  raise  $1,250,000 
to  be  added  to  $450,000  already  on  hand  for  erection 
of  a new  wing  at  St.  Paul’s  Hospital.  The  proposed 
five  floor  addition  would  provide  for  150  beds.  Dallas 
citizens  are  also  being  asked  to  vote  a bond  issue  to 
expand  Parkland  Hospital  and  provide  for  a new 
Memorial  Hospital.  Meanwhile,  an  expanded  pro- 
gram for  Baylor  University  Hospital  has  been  ap- 
proved by  the  board  of  trustees.  Lawrence  Payne, 
formerly  hospital  administrator,  has  been  named  to 
the  new  post  of  director  with  responsibilities  for 
personnel  and  public  relations;  Boone  Powell,  for- 
merly Mr.  Payne’s  assistant,  has  been  made  adminis- 
trator and  will  devote  his  full  attention  to  internal 
hospital  operation;  and  a firm  of  technical  assistants 
to  set  up  new  and  better  procedures  in  the  hos- 
pital has  been  retained. 

The  Society  for  Experimental  Biology  and  Medi- 
cine, Southwestern  Section,  and  the  Southwestern 
Association  for  Cancer  Research  held  meetings  at 
the  Air  University  School  of  Aviation  Medicine, 
Randolph  Field,  on  November  5 and  6.  Approximate- 
ly seventy-five  Texas,  Oklahoma,  Arkansas,  and 
Louisiana  physicians  and  related  scientists  discussed 
the  latest  research  and  plans  for  future  investiga- 
tions. Dr.  R.  H.  Rigdon,  professor  of  pathology  at 
the  University  of  Texas  Medical  Branch,  is  chair- 
man of  the  biology  and  medicine  section.  Dr.  Jacob 
Furth,  Dallas,  is  president  and  W.  A.  Selle,  Ph.  D., 
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University  of  Texas  Medical  Branch,  Galveston,  is 
secretary  of  the  cancer  association,  which  has  just 
been  organized. 

Houston  Alumni  of  the  University  of  Texas  Med- 
ical Branch  have  recently  reorganized,  according  to 
the  Houston  Post.  Approximately  280  physicians  in 
Houston  are  eligible  for  membership  in  the  organiza- 
tion, which  was  disbanded  during  the  war.  A meet- 
ing November  12  featured  an  address  by  Dr.  G.  V. 
Brindley,  Temple,  President-Elect  of  the  State  Med- 
ical Association,  and  talks  by  several  professors 
from  the  Medical  Branch.  Arrangements  were  under 
the  direction  of  Dr.  Charles  D.  Reece,  Houston,  vice- 
president  of  the  state  alumni  association. 

The  University  of  Texas  Medical  Branch,  Galves- 
ton, has  announced  the  appointment  of  W.  W. 
Nowinski,  Ph.  D.,  as  associate  professor  of  neuro- 
chemistry. Dr.  Nowinski  has  been  conducting  re- 
search on  enzyme  factors  in  brain  metabolism  in  the 
Tissue  Culture  Laboratory  at  the  Medical  Branch. 

Dr.  Francis  C.  Grant,  professor  of  neurosurgery 
at  the  University  of  Pennsylvania  Medical  School, 
Philadelphia,  gave  the  James  Greenwood  Lecture  in 
Neurology  and  Neurosurgery  at  the  Medical  Branch 
on  December  6. 

Wendell  Gingrich,  F.C.D.,  professor  of  parasitol- 
ogy at  the  Medical  Branch,  has  been  elected  presi- 
dent of  the  National  Malaria  Society. 

Dr.  Charles  A.  Hooks,  assistant  professor  of  uro- 
logical surgery  at  the  Medical  Branch,  presented  a 
report  on  the  clinical  aspects  of  intersexuality  at 
the  South-Central  Section  meeting  of  the  American 
Urological  Association  in  St.  Louis  in  October,  states 
the  Galveston  Tribune. 

Dr.  Wendell  Griffith,  professor  of  biochemisry 
and  nutrition  at  the  Medical  Branch,  has  been  ap- 
pointed chairman  of  a special  panel  on  nutrition  for 
the  nationwide  tumor  growth  committee  of  the  Na- 
tional Research  Council,  reports  the  Galveston 
News. 

Dr.  Morris  Pollard,  associate  professor  of  pre- 
ventive medicine  and  director  of  virus  research  at 
the  Medical  Branch,  has  been  named  as  civilian  con- 
sultant to  the  Fourth  Army  Area  Medical  Labora- 
tory, Brooke  Army  Medical  Center,  informs  the  San 
Antonio  News. 

Baylor  University  College  of  Medicine,  Houston, 
has  recently  obtained  three  grants  for  the  current 
academic  year,  Dr.  Walter  H.  Moursund,  dean  of 
the  college,  has  announced.  The  grants  are  as  fol- 
lows: Bilhuber-Knoll  Corporation,  $2,250  for  study- 
ing cardiovascular  effects  on  some  aliphatic  amines; 
Lakeside  Laboratories,  $500  plus  equipment  valued 
at  $1,500  for  studying  the  fundamental  mechanisms 
involved  in  mercurial  diuresis;  and  United  States 
Public  Health  Service,  $8,650  for  studying  kidney 
function. 

Affiliation  of  Jefferson  Davis  Hospital,  Houston, 
with  Baylor  University  College  of  Medicine  has  been 
announced  through  the  Houston  Chronicle.  Dr.  M. 
E.  DeBakey,  professor  of  surgery,  and  Dr.  James 
A.  Greene,  professor  of  medicine,  will  become  chief 
of  surgery  and  of  medicine  respectively  under  the 
new  arrangement.  Faculty  members  will  take  an 
active  part  in  the  hospital  routine  and  upper  class 
medical  students  will  assist  under  their  direction, 
a program  designed  to  give  patients  better  care  and 
to  give  students  valuable  training. 

Personals 

Dr.  Austin  E.  Hill,  health  director  for  San  An- 
tonio; Dr.  A.  T.  Ritch,  director  of  the  State  Health 
Department  Laboratory  in  San  Antonio;  Dr.  J.  V. 
Irons,  director  of  the  State  Laboratory  in  Austin; 
and  Dr.  Joseph  M.  Murphy,  assistant  director  of 
the  State  Laboratory  in  Austin,  presented  a paper 


on  “Q  Fever  Survey  in  the  Southwest”  at  the  annual 
meeting  of  the  American  Public  Health  Association 
in  Boston  in  November,  reports  the  San  Antonio 
Light. 

Dr.  R.  H.  Bell,  Palestine,  presented  a paper  on 
“The  Use  of  Wire  Sutures  in  Compound  Wounds” 
at  the  Southern  Medical  Association  meeting  in 
Miami,  the  latter  part  of  October,  reports  the  Pales- 
tine Herald-Press. 

Dr.  Melvin  W.  Thorner,  San  Antonio,  is  author 
of  a new  textbook  “Psychiatry  in  General  Practice,” 
which  has  recently  been  published  by  the  W.  B. 
Saunders  Company,  states  the  San  Antonio  Light. 

Dr.  F.  Keith  Bradford,  Houston,  was  elected  vice- 
president  of  the  American  Academy  of  Neurological 
Surgery  at  its  September  meeting  in  Montreal,  in- 
forms Medical  Record  and  Annals. 

Dr.  William  F.  Mengert,  Dallas,  has  been  ap- 
pointed to  the  forty-member  advisory  committee  to 
the  U.  S.  Children’s  Bureau  on  federal-state  pro- 
grams for  maternal  and  child  health  and  crippled 
children’s  services. 

Births 

To  Dr.  and  Mrs.  D.  W.  Brown,  Fredericksburg,  a 
son,  Richard  Hockaday,  on  October  21. 

To  Dr.  and  Mrs.  J.  M.  Garrett,  Waco,  a son, 
Michael  Scott,  October  1. 

To  Dr.  and  Mrs.  W.  L.  Ford,  Waco,  a daughter, 
Geraldine,  September  4. 
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Bell  County  Society 
October  6,  1948 

(Reported  by  J.  G.  Rodarte,  Secretary) 

Clinical  Study  of  Use  of  Synthetic  Detergent,  PHisoderm  Com- 
bined with  Hexachlorophene  for  Disinfection  of  Skin  (Prelim- 
inary Report) — Thomas  K.  Young,  Jr.,  and  Bromley  S.  Free- 
man, Temple. 

Status  of  Allergy  in  Relation  to  Medical  Practice — A.  Ford  Wolf, 
Temple. 

The  scientific  program  outlined  was  presented  Oc- 
tober 6 when  fifty-two  members  and  guests  of  Bell 
County  Medical  Society  met  in  Temple.  A request 
from  the  Woman’s  Auxiliary  for  financial  assistance 
in  bringing  a speaker  on  socialized  medicine  to  its 
November  12  meeting  was  received. 

Brazoria  County  Society 
October  28,  1948 

(Reported  by  A.  O.  McCary,  Secretary) 

Mortality  in  Gallbladder  Diseases — Herbert  Poyner,  Houston. 

All  members  of  Brazoria  County  Medical  Society 
except  three  and  their  wives  attended  the  October 
28  meeting  of  the  society  in  West  Columbia.  Herbert 
Poyner,  Houston,  read  the  paper  named,  assisted  by 
Jack  H.  Mayfield,  Houston.  A general  discussion  fol- 
lowed the  paper. 

The  president  appointed  a committee  to  nominate 
officers  for  1949.  Herbert  Merz,  Alvin,  was  named 
chairman,  and  other  members  were  Joe  S.  Mont- 
gomery, Angleton;  John  M.  Laughlin,  Sweeney; 
Ralph  E.  Gray,  Lake  Jackson;  and  W.  D.  Nicholson, 
Freeport. 

Upon  motion  by  Granville  J.  Hayes,  Alvin,  the 
society  voted  to  send  a letter  of  thanks  to  the  com- 
missioners’ court  in  appreciation  of  its  cooperation 
in  obtaining  a director  for  the  county  health  unit. 

It  was  tentatively  decided  to  invite  members  of 
the  Wharton-Jackson-Matagorda-Foi’t  Bend  Counties 
Medical  Society  to  attend  the  February  meeting. 

Brown-Comanche-Mills-San  Saba  Counties  Society 
October  11,  1948 

Treatment  of  Congestive  Heart  Failure — Frank  Bynum.  Fort 
Worth. 

Bronchial  Asthma — Will  S.  Horn,  Fort  Worth. 
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Two  guests  from  Fort  Worth,  Frank  Bynum  and 
Will  S.  Horn,  presented  the  program  for  the  October 
11  meeting  of  Brown  - Comanche  - Mills  - San  Saba 
Counties  Medical  Society  in  Brownwood.  Five  other 
guests  were  present. 

Cameron-Willacy  Counties  Society 
October  18,  1948 

Activities  of  the  National  Physicians  Committee — C.  G.  Brindley, 

Kingsville. 

Conditions  under  Socialized  Medicine  in  England — Boyd  Stew- 
art, Kingsville. 

A discussion  of  the  National  Physicians  Commit- 
tee and  of  socialized  medicine  in  England  made  up 
the  October  18  program  of  the  Cameron-Willacy 
Counties  Medical  Society,  held  in  Harlingen.  L.  P. 
Noell,  Jr.,  president  of  Kleberg-Kenedy  Counties 
Medical  Society,  accompanied  the  two  speakers  from 
Kingsville.  - 

Cherokee  County  Society 

October,  1948 

Seven  doctors  were  named  by  the  Cherokee  County 
Medical  Society,  meeting  in  Jacksonville  early  in 
October,  to  serve  on  the  medical  advisory  staff  of 
the  Cherokee  County  Tuberculosis  Association.  Those 
appointed  include  J.  T.  Boyd  and  George  M.  Hilliard, 
Jacksonville;  Kay  B.  Urban,  M.  J.  Kuykendall,  and 
T.  H.  Cobble,  Rusk;  J.  L.  DuBose,  Wells;  and  W.  A. 
McDonald,  Alto. 

Dallas  County  Society 
October  14,  1948 

(Reported  by  W.  W.  Fowler,  Secretary) 

Symposium  on  the  Handicapped  Child: 

Speech  Correction  and  Reeducation — Robert  E.  Card,  Ph.D., 
Parker  Foundation,  Dallas. 

Psychology  of  the  Handicapped  Child — Don  P.  Morris,  Dallas. 

Cerebral  Palsy  and  Other  Orthopedic  Conditions — Margaret 
Watkins,  Dallas. 

Dallas  County  Medical  Society  conducted  a sym- 
posium on  the  handicapped  child  at  its  meeting 
October  14  with  the  persons  named  above  participat- 
ing. 

The  society  unanimously  adopted  resolutions  on 
the  death  of  Dr.  Marvin  P.  Stone,  Dallas,  read  by 
Everett  Fox. 

R.  N.  Harger,  Ph.D.,  professor  of  biochemistry 
and  toxicology,  Indiana  University  School  of  Medi- 
cine, Indianapolis,  was  a special  guest  at  the  meet- 
ing. 

October  29,  1948 

(Reported  by  W.  W.  Fowler,  Secretary) 

Diseases  of  the  Common  Duct — W.  E.  Burnett,  Temple  Univer- 
sity, Philadelphia. 

Dallas  County  Medical  Society  met  jointly  with 
the  Dallas  Southern  Clinical  Society  on  October  29 
in  Dallas.  W.  E.  Burnett,  professor  of  surgery  at 
Temple  University,  Philadelphia,  was  presented  in 
an  address  by  the  Dallas  Southern  Clinical  Society. 
No  business  was  transacted. 

November  11,  1948 

(Reported  by  W.  W.  Fowler,  Secretary) 

Special  Medico-Legal  Discussion — C.  C.  Nash,  Dallas. 
Pneumoperitoneum  in  Diagnosis  of  Pelvic  Conditions — J.  R. 

Maxfield,  Jr.,  Dallas. 

The  program  outlined  was  carried  out  at  the 
November  1 1 meeting  of  Dallas  County  Medical  So- 
ciety in  Dallas.  Upon  motion  by  Frank  Kidd,  the 
society  voted  to  request  the  president  to  appoint  a 
committee  to  study  the  possibility  of  organizing  a 
Dallas  County  Medical  Residents  Society,  the  mem- 
bers to  be  residents  serving  in  the  various  hospitals 
of  the  county,  meetings  to  be  held  regularly,  the 
purpose  being  to  give  members  an  opportunity  to 
prepare  and  present  scientific  papers  and  develop 
other  educational  activities  under  the  direction  of 
the  county  medical  society. 


Grayson  County  Society 
October  26,  1948 

Medical  Aspects  of  Atomic  Explosions — Col.  John  Talbot,  Direc- 
tor, Department  of  Biophysics,  School  of  Aviation  Medicine, 
Randolph  Field. 

The  professional  staff  of  Perrin  Station  Hospital 
was  host  October  26  to  the  Grayson  County  Medical 
Society  for  a tour  of  the  hospital,  dinner,  and  a 
program  arranged  by  the  hospital  staff.  Lt.  Col. 
Anthony  Czerwinski,  base  surgeon,  welcomed  the 
guests  and  introduced  Col.  Chester  P.  Gilger,  base 
commander.  Responses  were  given  by  Don  W.  Free- 
man, Sherman,  president  of  the  medical  society; 
W.  Doak  Blassingame,  Denison;  and  John  W.  Ellis, 
Sherman. 

Highlighting  the  evening  program  was  an  address 
by  Col.  John  Talbot,  Randolph  Field,  on  the  medical 
aspects  of  atomic  explosions.  His  address  was  sup- 
plemented by  motion  pictures,  slides,  and  charts  on 
atomic  explosions  and  the  resulting  effects  on  human 
beings.  Colonel  Talbot  stated  that  prevention  and 
not  treatment  is  the  best  policy  with  respect  to 
atomic  explosions.  He  said  distance  from  the  ex- 
plosion is  the  best  measure  and  pointed  out  fatalities 
can  be  caused  by  flash  bums,  radiation  sickness, 
concussion,  and  injuries  from  flying  debris.  Statistics 
reveal  that  65  per  cent  of  all  casualties  from  atomic 
explosion  have  resulted  from  causes  other  than 
radiation. 

Harris  County  Society 
October  20,  1948 

Socialized  Medicine — E.  H.  Cary,  Dallas. 

History  of  Harris  County  Medical  Society — J.  Edward  Hodges, 
Houston. 

The  necessity  for  continuing  the  fight  against  so- 
cialized medicine  was  emphasized  by  E.  H.  Cary, 
Dallas,  in  a talk  before  Harris  County  Medical  So- 
ciety in  Houston  on  October  20.  Dr.  Cary  was  intro- 
duced to  about  250  members  of  the  society  by  John 
T.  Moore.  J.  Edward  Hodges,  Houston,  read  a history 
of  the  Harris  County  Medical  Society,  telling  how 
activities  began  in  Houston  as  early  as  1838,  two 
years  after  the  city  was  founded. 

Lubbock-Crosby  Counties  Society 

November  2,  1948 

(Reported  by  Roy  G.  Loveless,  Secretary) 

Recent  Advances  in  Treatment  of  Tuberculosis — Elliott  Menden- 
hall, Dallas. 

Forty  members  and  guests  of  Lubbock-Crosby 
Counties  Medical  Society  met  in  Lubbock  on  Novem- 
ber 2 to  hear  a discussion  of  tuberculosis  by  Elliott 
Mendenhall,  Dallas.  Dr.  Mendenhall  gave  a brief 
history  of  tuberculosis  treatment  during  the  past  300 
years  and  discussed  individually  the  various  modern 
methods  of  treatment.  He  emphasized  the  importance 
of  the  traditional  regime  of  rest  and  quiet  while 
pointing  out  the  advantages  of  using  new  methods 
as  supplementary  treatment.  He  also  stressed  the 
necessity  of  properly  caring  for  many  patients  in 
the  home  until  adequate  hospital  facilities  are  avail- 
able. 

The  local  health  situation  was  discussed  at  great 
length.  J.  T.  Hall,  Lubbock,  gave  a report  from  the 
publicity  committee  on  arrangements  for  speakers 
for  service  clubs  and  P.T.A.  organizations  during 
the  next  month  or  so  to  further  public  interest  in 
health.  Upon  motion,  the  society  decided  to  incor- 
porate in  the  recommendations  to  city-county  author- 
ities adopted  in  September  the  following:  “that  a 
city-county  health  council  be  selected  to  advise  with 
the  city-county  constituted  authorities  to  be  com- 
posed of  a cross  section  of  the  citizenship  of  Lub- 
bock County.” 

It  was  voted  to  assess  each  member  of  the  society 
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$50  for  1949  to  cover  local  dues  and  increased  dues 
for  membership  in  the  State  Medical  Association. 

The  society  decided  to  devote  the  December  meet- 
ing to  its  annual  banquet  with  wives  of  the  members 
as  guests.  The  president  appointed  an  arrangements 
committee  composed  of  M.  H.  Benson,  chairman;  0. 
W.  English,  and  0.  R.  Hand. 

A nominating  committee  was  also  appointed  with 
the  following  membership:  Frank  B.  Malone,  chair- 
man; A.  G.  Barsh;  and  James  G.  Morris. 

Randall-Deaf  Smith-Par mer-Castro-Oldham 

Counties  Society 

October  13,  1948 

(Reported  by  M.  W.  Nobles,  Secretary) 

Abdominal  Incision  and  Suture  Material — John  F.  Coneway, 
Clovis,  N.  Mex. 

Randall-Deaf  Smith-Parmer-Castro-Oldham  Coun- 
ties Medical  Society  met  October  13  at  the  home  of 
Robert  C.  Stokes,  Friona,  to  hear  a talk  by  John  F. 
Coneway,  Clovis,  N.  Mex. 

Oscar  H.  Loyd,  Vega,  spoke  briefly  on  a pamphlet 
published  by  the  National  Physicians  Committee. 
He  requested  members  of  the  society  to  write  to  the 
committee  to  secure  pamphlets  for  distribution. 

The  society  passed  a motion  made  by  Robert  A. 
Neblett,  Canyon,  seconded  by  Elmo  D.  Anderson, 
Friona,  to  draw  up  a resolution  indicating  that  the 
Dimmitt  Hospital  is  an  ethical  institution  staffed 
by  ethical  physicians  and  asking  that  the  American 
Medical  Association  approve  the  hospital. 

November  3,  1948 

(Reported  by  M.  W.  Nobles,  Secretary) 

Disease  of  Biliary  System — Carl  Moyer,  Dallas. 

A talk  by  a visitor  from  Dallas,  Carl  Moyer,  was 
presented  at  the  November  3 meeting  of  Randall- 
Deaf  Smith-Parmer-Castro-Oldham  Counties  Med- 
ical Society  at  Dimmitt.  Nine  members,  two  pros- 
pective members,  and  four  guests  other  than  Dr. 
Moyer  were  present.  Refreshments  were  served. 

Reeves- Ward- Winkler-Loving-Culberson-Hudspeth 

Counties  Society 
November  18,  1948 

(Reported  by  C.  A.  Robinson,  Secretary) 

Practical  Significance  of  Positive  Tuberculin  Test — W.  D.  An- 
derson, San  Angelo.  . . 

Hypertensive  Changes  of  Ocular  Fundus — Henry  N.  Ricci,  San 
Angelo. 

Reeves-Ward-Winkler-Loving-Culberson-Hudspeth 
Counties  Medical  Society  met  November  18  in  Mon- 
ahans. Following  dinner,  the  scientific  program  out- 
lined was  carried  out. 

Tarrant  County  Society 

November  2,  1948 

(Reported  by  W.  P.  Higgins,  Jr.,  Secretary) 

Physiology  and  Chemistry  of  Male  Hormone  and  Its  Clinical 
Usage  in  the  Pre-Adolescent — William  R.  Leon,  Fort  Worth. 
Uses  of  Male  Sex  Hormone  in  Postpubertal  Period — L.  N.  Gilli- 
land, Fort  Worth. 

Prolapse  of  Rectum — T.  H.  Thomason,  Fort  Worth. 

The  scientific  program  outlined  was  presented  at 
the  November  2 meeting  of  Tarrant  County  Medical 
Society  in  Fort  Worth.  Eighty-seven  members  and 
two  visitors  were  present. 

After  discussion,  the  society  adopted  an  amend- 
ment to  the  by-laws  providing  that  annual  dues  shall 
be  $50  for  regular  members;  $43  for  junior  members; 
and  $4  for  intern  and  resident  members. 

Allen  A.  Gentling  was  elected  to  membership  upon 
application. 

Tribute  was  paid  Dr.  J.  Foster  Shelley,  father  of 
Harold  J.  Shelley,  who  died  October  22. 

Announcements  were  made  concerning  the  Tarrant 
County  Society  for  Mental  Hygiene,  Fort  Worth  Eye, 
Ear,  Nose,  and  Throat  Society,  and  Thirteenth  Dis- 
trict Medical  Society. 


Taylor-Jones  Counties  Medical  Society 

November  9,  1948 

(Reported  by  L.  J.  Webster,  Secretary) 

Taylor-Jones  Counties  Medical  Society  elected  of- 
ficers for  1949  when  it  met  November  9 in  Abilene. 
Those  chosen  are  as  follows:  Virginia  Boyd,  presi- 
dent; L.  J.  Webster,  vice-president;  H.  H.  Hamilton, 
secretary;  R.  W.  Varner,  delegate;  Edwin  E.  Middle- 
ton,  alternate  delegate;  L.  F.  Johnson,  J.  N.  Burditt, 
and  Donald  McDonald,  censors.  All  of  the  officers 
reside  in  Abilene. 

Tom  Green  Eight  County  Society 
October  4,  1948 

(Reported  by  Carl  A.  Kunath,  Secretary) 

Headaches — Their  Cause  and  Treatment — Will  S.  Horn,  Fort 

Worth. 

Tumors  of  the  Jaws — Lloyd  Richardson,  D.D.S.,  Fort  Worth. 

Thirty-five  members  and  a number  of  dentists 
were  present  for  the  October  4 meeting  of  Tom 
Green  Eight  County  Medical  Society  in  San  Angelo. 
Two  guests  from  Fort  Worth  appeared  on  the  pro- 
gram. Will  S.  Horn,  discussing  headaches,  divided 
the  problem  into  headaches  arising  from  stimulation 
of  intracranial  structures  and  those  arising  from 
stimulation  of  extracranial  structures.  He  went  into 
the  mechanism  of  migraine  headaches,  the  role  of 
histamine,  the  importance  of  psychogenic  factors, 
and  various  forms  of  treatment.  Lloyd  Richardson 
showed  a number  of  roentgenograms  of  various  types 
of  cysts  and  tumors  of  dental  origin. 

Victor  E.  Schulze,  San  Angelo,  presented  a revised 
form  of  the  proposed  new  constitution  and  by-laws 
and  recommended  that  they  not  be  adopted  until  the 
new  year.  He  suggested  that  meantime  an  attorney 
be  engaged  and  the  society  be  incorporated.  The 
matter  was  discussed  but  action  was  tabled  until  the 
next  meeting. 

A nominating  committee  consisting  of  R.  E.  Wind- 
ham, chairman;  J.  A.  Bunyard,  F.  T.  Mclntire,  W.  D. 
Anderson,  and  Jerome  Smith  was  appointed.  A med- 
ical advisory  committee  to  work  with  the  social  serv- 
ice agencies  of  San  Angelo  was  appointed  with  M. 
D.  Knight  as  chairman,  and  George  L.  Nesrsta  and 
H.  E.  Hickman  as  members. 

Dr.  Mclntire,  reporting  for  the  hospital  commit- 
tee, stated  that  another  meeting  had  been  held  since 
the  last  report  and  that  ways  and  means  for  raising 
money  for  an  addition  to  St.  John’s  Hospital  were 
being  considered. 

Harvey  Williams,  chairman  of  the  public  relations 
committee,  reported  that  his  committee  was  con- 
sidering a series  of  radio  broadcasts  on  medical 
subjects  and  hoped  to  establish  better  relations  with 
the  local  newspapers. 

A number  of  communications  were  brought  to  the 
society,  including  one  concerning  the  proposed  estab- 
lishment of  a telephone  answering  service. 

Webb-Zapata-Jim  Hogg  Counties  Society 

November  2,  1948 

(Reported  by  M.  Vails,  Secretary) 

Webb-Zapata-Jim  Hogg  Counties  Medical  Society 
met  in  Laredo  on  November  2 with  V.  L.  Puig,  presi- 
dent, presiding.  The  society  went  on  record  unan- 
imously as  approving  and  endorsing  the  Laredo- 
Webb  County  Health  Unit.  M.  L.  Fuller,  new  director 
of  the  unit,  was  elected  to  membership  upon  trans- 
fer. A letter  from  Harold  M.  Williams,  Austin,  Sec- 
retary of  the  State  Medical  Association,  urged 
prompt  payment  of  1949  dues. 

Fourteenth  District  Society 
January  11,  1949 

(Reported  by  John  S.  Bagwell,  Secretary) 

The  next  meeting  of  the  Fourteenth  District 
Medical  Society  has  been  scheduled  for  January  11 
at  the  Waxahachie  Country  Club.  The  January  date 
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has  been  chosen  in  accordance  with  a decision  made 
at  the  last  semi-annual  meeting  to  transfer  the 
winter  session  from  December  in  the  hope  that  there 
will  be  less  conflict  with  other  programs. 

Among  the  topics  to  be  presented  by  essayists  are 
the  following:  “Management  of  Diabetes  Mellitus,” 
“Diarrhea  in  Infants,”  “Why  Use  a Sigmoidoscope?” 
“Breast  Lesions,”  “Medical  Management  of  Bron- 
chiectasis,” “Practical  Approach  to  the  Sterility 
Problem,”  “Allergy  in  General  Practice,”  and  “Post- 
partum Hemorrhage.”  Following  a luncheon  at  12:30 
p.  m.,  a question  and  answer  period  with  audience 
participation  will  be  held. 


AUXILIARY  NOTES 
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Bell  County  Auxiliary  presented  Dr.  Merton  M. 
Minter,  San  Antonio,  as  speaker  for  a meeting 
November  12  in  Temple  to  which  presidents  and 
other  officers  of  Temple  women’s  clubs  were  in- 
vited. Approximately  three  hundred  heard  Dr.  Min- 
ter’s  address  on  “The  American  Way  of  Life,”  in 
which  he  discussed  compulsory  health  insurance  and 
the  proposed  minimum  standards  bill.  Dr.  Minter 
was  introduced  by  Mrs.  F.  Paul  Burow,  Killeen,  and 
Mrs.  H.  B.  Anderson,  Temple,  presided.  Mrs.  John 
R.  Winston,  Temple,  greeted  guests  at  the  door. 

Following  the  talk,  refreshments  were  served,  with 
Mesdames  Anderson  and  V.  M.  Longmire  presiding 
at  the  coffee  and  tea  services.  Hostesses  were  Mes- 
dames Winston,  chairman;  Joe  Greenwood,  H.  B. 
Macey,  Raleigh  White,  Burow,  W.  N.  Powell,  T.  M. 
Neal,  J.  W.  Pittman,  W.  O.  Arnold,  and  R.  K.  Harlan. 

Bexar  County  Auxiliary  held  a community  sei'vice 
program  November  12  in  San  Antonio  to  which 
members  of  the  dental  auxiliary  and  representative 
women  of  other  civic  and  federated  clubs  throughout 
the  city  were  invited.  Dr.  Joseph  Kopecky,  guest 
speaker  from  the  medical  society,  spoke  on  “Be 
Careful,  It’s  Your  Heart.” 

Refreshments  were  served  with  Mesdames  Dan 
Russell  and  Tom  Sharp,  past  presidents,  presiding 
at  the  coffee  table.  Receiving  the  guests  were  Mes- 
dames B.  H.  Passmore,  president;  Roy  Giles,  Herbert 
Hill,  J.  B.  Copeland,  Sam  Taylor,  Alfred  Breuer, 
and  M.  A.  Ramsdell.  Hostesses  were  Mesdames 
August  Herff,  Willis  Allin,  and  J.  P.  Aderhold. — 
Mrs.  C.  C.  Shotts. 

Cass-Marion-Morris-Titus  Counties  Auxiliary  was 
organized  by  consolidation  of  three  auxiliaries  No- 
vember 4,  when  the  combined  group  met  for  the 
first  time  at  the  home  of  Mrs.  William  A.  Taylor, 
Mt.  Pleasant.  A business  meeting  was  held  and  the 
program  of  activities  for  the  year  was  planned. — 
Mrs.  E.  L.  Fender,  Secretary. 

Dallas  County  Auxiliary  heard  a talk  on  “Med- 
ical Legislation”  by  Philip  R.  Overton,  Austin,  gen- 
eral attorney  for  the  State  Medical  Association,  at 
a luncheon  meeting  October  27  in  Dallas.  Mrs. 
George  A.  Schenewerk,  legislative  chairman,  pre- 
sented the  speaker.  Mrs.  A.  B.  Pumphrey,  Fort 
Worth,  state  legislative  chairman,  was  a special 
guest.  The  tables  were  decorated  by  Mrs.  0.  Rene 
Caillet. 


The  affiliation  of  sixteen  new  members  during 
November  was  announced  by  Mrs.  Charles  N.  Ladue, 
membership  chairman. — Mrs.  H.  B.  Sowers. 

Eastland-Callahan  Counties  Auxiliary  met  with 
the  medical  society  for  dinner  in  Eastland  on  Oc- 
tober 19.  Mrs.  E.  R.  Townsend,  president,  was  hos- 
tess to  the  auxiliary  members,  who  adjourned  after 
dinner  to  her  home  for  a business  session.  This 
meeting  was  followed  by  a social  hour  at  which 
the  doctors  were  again  present.  Officers  were  elected 
by  the  auxiliary.  Mrs.  P.  M.  Kuykendall,  Ranger, 
was  named  president,  and  Mrs.  Erv'in  E.  Addy,  Cisco, 
was  named  secretary. 

Erath  - Hood  - Somervell  and  Hamilton  Counties 
Auxiliary  met  November  3 in  the  home  of  Mrs. 
Homer  Hedges,  Hico.  Nine  women  were  present  and 
discussed  a variety  of  topics.  Mrs.  J.  C.  Terrell, 
Stephenville,  chairman  of  Hygeia,  reported  on  the 
meeting  of  the  State  Executive  Board  in  Dallas. 
Subscriptions  to  Hygeia  were  received;  the  maga- 
zine will  be  sent  to  the  public  schools  of  the  area.— 
Mrs.  Carl  A.  Jordan. 

Galveston  County  Auxiliary  had  a luncheon  meet- 
ing October  19  in  Galveston,  at  which  new  members 
were  welcomed.  The  hostess  committee,  headed  by 
Mrs.  Arild  Hansen,  introduced  the  new  members, 
who  were  welcomed  by  the  president,  Mrs.  M.  L. 
Towler.  Reports  were  given  by  officers  and  chair- 
men of  standing  committees.  Mrs.  R.  H.  Rigdon 
spoke  to  the  group  in  regard  to  the  anti-tuberculosis 
mass  survey:  Mrs.  E.  L.  Porter  talked  on  the  South- 
ern Town  Hall  series;  and  Mrs.  Hai’old  B.  Griffin 
explained  the  mass  man  and  woman  power  survey 
being  made  for  the  Galveston  Volunteer  Service 
Bureau. 

Decorations  indicative  of  autumn  were  arranged 
by  Mrs.  Charles  Lankford.  Gifts  given  through  the 
courtesy  of  Nathan’s  were  at  each  place  setting. 

Grayson  County  Auxiliary  entertained  members 
of  the  medical  society  at  a dinner  in  Denison  on 
November  12.  Dr*.  George  A.  Schenewerk,  Dallas, 
chairman  of  the  Committee  on  Public  Relations  of 
the  State  Medical  Association,  was  the  speaker, 
choosing  as  his  subject,  “Socialized  Medicine.”  Mi's. 
John  Moore  Hardy,  Sherman,  president,  presided. 
Mrs.  John  Gleckler,  Denison,  introduced  the  speaker. 
Mesdames  F.  F.  Fowler,  D.  K.  Jamison,  R.  W.  Dun- 
can, and  Stanley  Monroe  were  in  charge  of  ar- 
rangements. Fifty  doctors  and  their  wives  were 
present. 

Harris  County  Auxiliary  met  October  29  at 
the  Junior  League  Luncheon  and  style  show  in 
Houston  with  Mesdames  H.  Julian  Frachtman,  Lau- 
l’ence  T.  Pulliam,  and  Allen  K.  Dunkerly  in  charge. 
Approximately  two  hundred  members  were  present, 
and  the  following  members  served  as  models:  Mes- 
dames Thomas  Kennerly,  Everett  R.  Seale,  Dun- 
kerly, N.  W.  Kilgore,  Clyde  M.  Warner,  Thomas  W. 
Burke,  Harry  B.  Burr,  F.  Scott  Glover,  Granville  Q. 
Adams,  Pulliam,  and  Jack  G.  Brannon. 

Harris  County  Auxiliary  sponsored  a public  pro- 
gram in  Houston  on  November  8 with  three  speakers 
on  health  subjects.  Dr.  Frederick  C.  Elliott,  dean  of 
the  University  of  Texas  School  of  Dentistry,  spoke 
on  “Dental  Hygiene”;  Dr.  Hardy  W.  Kemp,  pro- 
fessor of  public  health  and  preventive  medicine  at 
Baylor  University  College  of  Medicine,  spoke  on 
“Public  Health”;  and  Dr.  James  A.  Greene,  pro- 
fessor of  medicine  at  Baylor,  spoke  on  “Use  of 
Modern  Drugs.” 

Members  of  the  board  of  the  Woman’s  Auxiliary 
to  the  South  Texas  District  Medical  Society  were 
guests  for  the  meeting  and  for  a luncheon  preced- 
ing it. 

The  health  committee,  of  which  Mrs.  Charles  B. 
Saunders  is  chairman,  was  in  charge  of  the  meet- 
ing. 


1948 


AUXILIARY  NEWS 


631 


Mrs.  S.  M.  Hill,  Dallas,  President  of  the  State 
Auxiliary,  spoke  on  “Our  State  Work”  at  a luncheon 
meeting  of  Harris  County  Medical  Society  in  Hous- 
ton on  November  29.  Mrs.  Hill  was  introduced  by 
Mrs.  Joe  B.  Foster,  Houston,  President-Elect  of  the 
State  Auxiliary.  Music  was  arranged  by  Mrs.  Walter 
Jenkins.  The  committee  in  charge  consisted  of  Mes- 
dames  Shaw  McDaniel,  Thomas  D.  Cronin,  and  V. 
C.  Baird. — Mrs.  Thomas  L.  Royce. 

Hays-Bianco  Counties  Auxiliary  presented  Mrs. 
Sherwood  Avery,  San  Antonio,  in  a book  review  at 
San  Marcos  on  October  21.  Mrs.  Avery  reviewed 
Graham  Green’s  “The  Heart  of  the  Matter.”  Funds 
raised  through  the  program  were  donated  to  the 
Hays  County  Soldiers  and  Sailors  Memorial  Hos- 
pital. 

Jefferson  County  Auxiliary  honored  its  past  presi- 
dents at  a luncheon  meeting  October  6 in  Port 
Arthur.  The  honored  guests  were  Mesdames  J.  M. 
Gober,  J.  D.  Blevins,  D.  A.  Mann,  G.  M.  White,  Ei 
C.  Ferguson,  H.  E.  Alexander,  John  Carter,  and  Fred 
Sutton,  all  of  Beaumont,  and  Mesdames  A.  R.  Autrey 
and  J.  M.  White,  Port  Arthur.  Mrs.  F.  Peel  Allison, 
Beaumont,  welcomed  the  guests,  and  Mrs.  Sutton 
made  the  response. 

Mrs.  B.  J.  Fett,  Port  Arthur,  program  chairman, 
presented  the  program,  which  consisted  of  vocal 
selections  by  Mrs.  Don  Trittico,  Port  Arthur,  and 
harp  selections  by  Mrs.  George  Trotter,  Jr.,  Port 
Arthur. 

New  officers  of  the  auxiliary  were  introduced  by 
Mrs.  L.  R.  Byrd,  Port  Arthur,  president.  In  the 
business  session  the  auxiliary  voted  to  assist  in  the 
organization  of  an  auxiliary  to  the  Beaumont  Mu- 
nicipal Hospital. 

Mrs.  W.  W.  Glass,  Jr.,  Port  Arthur,  was  hostess 
chairman,  assisted  by  Mrs.  D.  H.  Byram,  Port 
Arthur,  and  Mrs.  John  H.  Carter,  Beaumont. 

The  woi'k  of  the  M.  D.  Anderson  Hospital  for 
Cancer  Research  in  Houston  was  described  by  Dr. 
Roy  C.  Heflebower,  assistant  director  of  the  hos- 
pital, at  a luncheon  meeting  of  Jefferson  County 
Auxiliary  in  Beaumont,  November  3.  The  program 
was  arranged  by  Mrs.  Dwight  Curry,  Port  Arthur, 
and  the  speaker  was  introduced  by  Mrs.  F.  Peel 
Allison,  Beaumont.  Mrs.  J.  A.  Bybee,  Beaumont, 
gave  the  invocation. 

During  the  business  session  Mrs.  H.  B.  Williford, 
Beaumont,  was  appointed  to  be  in  charge  of  a project 
to  secure  sample  medicines  for  the  out-patient  clinic 
at  Municipal  Hospital,  Beaumont,  a project  sug- 
gested by  Miss  Camille  Belton,  head  of  the  clinic. 
The  auxiliary  voted  to  change  its  meeting  date  from 
the  first  Wednesday  of  each  month  to  the  third 
Tuesday.  Yearbooks  were  distributed. 

Mrs.  William  A.  Smith  was  chairman  of  the  hos- 
tess committee,  with  Mrs.  Fred  Sutton  and  Mrs. 
W.  D.  Lightfoot  assisting. 

Fifty  members  and  fifteen  visitors  were  present. 
— Mrs.  R.  T.  Lombardo,  Publicity  Secretary. 

Kerr-Kendall-Gillespie-Bandera  Counties  Auxiliary 

met  November  5 at  the  home  of  Mrs.  Rodger  Hib- 
bard, Legion.  Mesdames  Charles  Livingston,  Judd 
Kirkham,  J.  M.  Gordon,  R.  Hosman,  George  Post, 
and  Angelo  Campagna  were  cohostesses.  Twenty- 
seven  members  were  in  attendance. 

Announcement  was  made  by  Mrs.  D.  E.  Packard, 
Kerrville,  that  the  tuberculosis  seal  sale  would  start 
about  November  20  and  that  members  of  the  Auxil- 
iary would  be  asked  to  assist.  A countywide  chest 
x-ray  survey  would  be  made  shortly  before  or  after 
Christmas.  Mrs.  David  McCullough,  Kerrville,  chair- 
man of  the  physical  examinations  committee,  pointed 
out  that  members  and  their  families  were  supposed 
to  have  a complete  physical  examination  including 
chest  roentgenogram  and  complete  blood  count  with- 
in the  year.  Mrs.  L.  L.  Keyser,  Fredericksburg,  spoke 


of  the  National  Physicians  Committee  and  urged 
support  of  it.  Other  reports  were  also  given. 

Mrs.  E.  E.  Martin,  manager  of  the  Sid  Peterson 
Memorial  Hospital,  Kerrville,  was  presented  by  Mrs. 
A.  P.  Allison,  Kerrville,  program  chairman.  Mrs. 
Martin  told  of  plans  for  the  building  and  explained 
its  purpose,  after  which  a social  hour  was  enjoyed. — 
Mrs.  D.  E.  Packard,  Secretary. 

Liberty-Chambers  Counties  Auxiliary  held  a busi- 
ness meeting  November  10  at  the  home  of  Mrs.  A. 
L.  Delaney,  Liberty.  Six  members  and  one  guest 
were  present. 

McLennan  County  Auxiliary  honored  the  State 
Auxiliary  President,  Mrs.  S.  M.  Hill,  Dallas,  at  a 
luncheon  meeting  October  27  in  Waco.  Mrs.  Hill  was 
the  featured  speaker,  outlining  the  program  for  the 
auxiliary  during  the  year.  Thirty-seven  members, 
three  wives  of  physicians  stationed  at  the  Veterans 
Administration  Hospital,  and  five  other  guests  were 
present. 

Mrs.  Eldon  Fine  presided  in  the  absence  of  the 
president.  Hostesses  were  Mesdames  F.  F.  Kirby, 
chairman;  M.  C.  Carlisle,  C.  J.  Traylor,  Woodrow 
Avent,  A.  0.  Manske,  W.  A.  Wood,  Neill  Simpson, 
Ernest  Johnson,  H.  R.  Dudgeon,  W.  L.  Crosthwait, 
and  F.  William  Hoehn. — Mrs.  J.  R.  Shipp,  Publicity 
Chairman. 

Tarrant  County  Auxiliary  heard  a talk  by  Mrs. 
S.  M.  Hill,  Dallas,  President  of  the  State  Auxiliary, 
at  its  meeting  November  12  in  Fort  Worth.  Mrs.  J. 
A.  Hallmark,  program  director  for  the  day,  intro- 
duced Mrs.  Hill,  who  was  honor  guest  at  a tea  fol- 
lowing the  program.  Mrs.  A.  B.  Pumphrey  and  Mrs. 
W.  R.  Thompson  presided  at  the  tea  table. 

Mrs.  Hill  and  other  out-of-town  guests  were  com- 
plimented at  a luncheon  given  by  Mesdames  W. 
Frank  Armstrong,  Pumphrey,  Thompson,  and  H.  S. 
Renshaw  preceding  the  meeting. 

Taylor-Jones  Counties  Auxiliary  had  a dinner 
meeting  in  Abilene  on  November  17  at  which  Mrs. 
S.  M.  Hill,  Dallas,  President  of  the  State  Auxiliary, 
was  honored.  Mrs.  Hill,  who  spoke  on  auxiliary  work, 
was  introduced  by  the  president  of  the  county  auxil- 
iary, Mrs.  James  P.  Bridges.  Mrs.  T.  Wade  Hedrick 
was  chairman  of  the  arrangements  committee.  Sev- 
eral paintings  of  Mrs.  C.  A.  McFadden,  a member  of 
the  auxiliary,  were  exhibited  in  observance  of  Amer- 
ican Art  Week.  Forty  members  and  several  guests 
were  present. — Mrs.  Donald  McDonald,  Secretary. 

Wichita  County  Auxiliary  entertained  Mrs.  S.  M. 
Hill,  President  of  the  State  Auxiliary,  at  a luncheon 
meeting  October  20  in  Wichita  Falls.  “Activities  of 
the  Auxiliary  in  Texas”  was  the  subject  of  Mrs. 
Hill’s  talk,  which  was  the  feature  of  the  program 
for  the  day.  She  was  introduced  by  Mrs.  J.  A.  John- 
son, president  of  the  host  auxiliary. 

Musical  entertainment  during  the  luncheon  was 
provided  by  Frederic  Balazs,  violinist,  accompanied 
by  Miss  Ann  Goodwin.  They  were  presented  by  Mrs. 
W.  K.  Rundell,  member  of  the  program  committee. 
Mrs.  Harry  Ledbetter  opened  the  luncheon  with  an 
invocation,  and  Mrs.  J.  E.  Kanatser  introduced  new 
members  of  the  auxiliary.  Special  guests,  including 
wives  of  physicians  from  North  Texas  and  Southern 
Oklahoma  who  were  in  Wichita  Falls  for  a post- 
graduate conference,  were  introduced. 

Hostesses  for  the  meeting,  which  was  attended  by 
approximately  sixty,  were  Mesdames  M.  Zenos 
Smith,  J.  A.  Johnson,  W.  K.  Rundell,  R.  L.  Daily, 
Paul  Collins,  K.  W.  McFatridge,  William  Rosenblatt, 
W.  P.  Lowry,  and  G.  T.  Singleton. 

An  address  by  Miss  Margaret  Hall,  executive  sec- 
retary of  the  Wichita  County  Tuberculosis  Associa- 
tion, and  contribution  of  miscellaneous  gifts  for  the 
tuberculous  patients  at  the  county  farm  highlighted 
the  program  of  the  Wichita  County  Auxiliary  in 
Wichita  Falls  on  November  9.  An  informal  coffee 
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hour  with  Mesdames  Q.  B.  Lee  and  H.  P.  Ledford 
presiding  at  the  silver  services  followed  the  pro- 
gram and  brief  business  session.  Hostesses  included 
Mesdames  J.  G.  Pasternack,  J.  R.  Mast,  W.  L. 
Powers,  0.  H.  Trimble,  W.  G.  Harrison,  John  Ar- 
rington, Jack  Maxfield,  J.  B.  Nail,  and  W.  B.  Whit- 
ing.— Mrs.  Joseph  G.  Pasternack,  Publicity  Chair- 
man. 


Mrs.  Felix  R.  Collard,  Wichita  Falls,  a member  of 
the  Auxiliary  to  the  Wichita  County  Medical  So- 
ciety, was  killed  October  7,  1948,  in  an  automobile 
accident.  Mrs.  Collard  was  an  accomplished  organ- 
ist, serving  the  First  Baptist  Church  and  Temple 
Israel.  She  was  president  of  the  local  Musician’s 
Club,  was  active  in  the  North  Texas  Chapter,  Amer- 
ican Guild  of  Organists,  and  was  immediate  past 
president  of  the  first  district,  Texas  Federation  of 
Music  ClubsJShe  is  survived  by  her  husband,  Dr. 
Collard;  a daughter,  Mrs.  A.  E.  Meisenbach,  Jr., 
Dallas;  two  grandchildren;  her  parents,  Mr.  and 
Mrs.  W.  C.  Lovelace,  Tipton,  Okla.;  and  a brother, 
Bryan  Lovelace,  Wichita  Falls. 

Eleventh  District  Auxiliary  met  in  Tyler,  October 
22,  joining  members  of  the  district  medical  society 
at  a luncheon  for  which  Dr.  Carl  Moyer,  Dallas, 
spoke  on  “What  It  Means  To  Be  a Physician.” 
Members  of  the  Tyler  Kiwanis  Club  were  also  pres- 
ent. Following  luncheon,  the  auxiliary  met  at  the 
home  of  Mrs.  C.  E.  Willingham  for  a business  meet- 
ing over  which  Mrs.  Paul  Stokes,  Crockett,  District 
11  president,  presided.  Reports  were  given  by  county 
presidents. — Mrs.  J.  M.  Travis,  Reporter. 
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Dr.  Nicanor  Chapa,  Jr.,  Houston,  Texas,  died  in 
Monterrey,  Nuevo  Leon,  Mexico,  on  July  22,  1948, 
of  appendicitis. 


DR.  NICANOR  CHAPA,  JR. 


Dr.  Chapa  was  born  January  7,  1896,  in  Dr.  Gon- 
zalez, Nuevo  Leon,  Mexico,  the  son  of  Nicanor  Chapa 
and  Juanita  Chapa.  He  received  his  preliminary  edu- 
cation at  Los  Herreras,  Nuevo  Leon,  and  the  Colegio 

•An  obituary  ordinarily  will  not  be  published  more  than  four 
months  after  date  of  death.  Cooperation  in  reporting  deaths  of 
physicians  and  in  furnishing  appropriate  biographical  material 
promptly  is  solicited. 


Civil,  Monterrey,  Nuevo  Leon.  In  1923  he  was  gradu- 
ated from  the  National  School  of  Medicine,  Mexico, 
D.  F.,  and  began  his  practice  in  Herreras.  In  1929 
he  practiced  in  Houston  and  Port  Arthur,  Texas,  re- 
turning to  Mexico  in  1930  as  a professor  of  internal 
medicine  in  the  Facultad  de  Medicine  de  Nuevo  Leon, 
Monterrey.  He  held  this  position  for  fifteen  years, 
serving  as  director  in  1942  and  1943.  He  conducted 
a private  practice  during  this  time  and  also  served 
as  chief  of  the  department  of  metabolism  and  en- 
docrinology in  the  Hospital  Civil  Monterrey  in  1944 
and  1945.  Dr.  Chapa  returned  to  Houston  to  practice 
in  1945. 

Dr.  Chapa  was  a member  of  the  American  Medical 
Association,  State  Medical  Association,  and  Harris 
County  Medical  Society.  While  in  Mexico  he  had  been 
a member  of  the  Nuevo  Leon  medical  association. 
He  was  interested  in  Malta  fever  and  some  of  his 
research  was  reported  in  publications  of  the  National 
School  of  Medicine  of  Mexico.  Dr.  Chapa  was  a mem- 
ber of  the  Catholic  Church. 

Surviving  Dr.  Chapa  are  his  wife,  the  former 
Consuelo  Francisca  Chapa,  whom  he  married  De- 
cember 11,  1927,  in  Monterrey;  two  daughters, 
Mireya  Consuelo  Chapa  and  Maria  Elsa  Chapa, 
Houston;  three  sisters,  Celia  Chapa  de  Gonzalez, 
Monterrey;  Romanita  Chapa  de  Salinas,  Reynosa; 
and  Elodia  Chapa,  Reynosa;  and  three  brothers, 
Mauro  Chapa,  Los  Herreras,  and  Juan  Jose  and 
Heriberto  M.  Chapa,  both  of  Monterrey. 

Dr.  Walter  Alton  Coole,  Houston,  Texas,  died  of 
a heart  attack  October  16,  1948. 

The  son  of  William  and  Virginia  Ella  (Tipps) 
Coole,  Dr.  Coole  was  born  October  1,  1900,  at  Tulla- 
homa,  Tenn.  He  attended  San  Jacinto  High  School, 
Houston;  The  University  of  Texas,  Austin;  Rice 
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Institute,  Houston;  and  Tulane  University  of  Louisi- 
ana, New  Orleans.  He  received  his  doctor  of  medicine 
degree  at  Baylor  University  College  of  Medicine, 
Dallas,  in  1930.  Dr.  Coole  served  an  internship  as 
lieutenant,  junior  gx-ade,  in  the  Naval  Hospital,  Mare 
Island,  Calif.,  and  a residency  in  obstetrics  and  gyne- 
cology at  St.  Francis  Hospital  and  Mt.  Zion  Hos- 
pital, San  Francisco,  Calif.,  before  coming  to  Hous- 
ton to  practice  in  1932.  During  World  War  I and 
prior  to  his  college  days,  Dr.  Coole  served  overseas 
with  the  Thirteenth  Regiment  of  the  U.  S.  Marines. 
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Dr.  Code  was  an  active  member  of  the  Harris 
County  Medical  Society  for  sixteen  years  and  held 
several  offices,  including  those  of  secretary  in  1938 
and  of  vice-president  in  1942.  Through  this  society 
he  was  a member  of  the  State  Medical  Association 
of  Texas  and  the  American  Medical  Association.  A 
member  also  of  the  Post  Graduate  Medical  Assembly 
of  South  Texas,  he  had  held  the  offices  of  president 
and  secretary  in  this  group,  was  on  the  editorial 
staff  and  a member  of  the  board  of  publication  of 
Medical  Record  and  Annals,  and  contributed  a num- 
ber of  articles  to  medical  journals.  During  World 
War  II  he  served  in  Houston  as  chairman  of  the 
medical  advisory  committees  for  American  Red 
Cross  First  Aid  and  the  Nurses  Emergency  Corps, 
and  as  executive  secretary  of  the  Committee  on 
Emergency  Medical  Service  for  Civilian  Defense.  Dr. 
Code  was  an  instructor  in  nutrition  at  the  Texas 
Dental  College,  Houston,  from  1940  until  1943.  He 
had  been  a member  of  the  health  committee  of  the 
Houston  Chamber  of  Commerce  and  secretary  of  the 
board  of  directors,  Houston  Academy  of  Medicine. 
He  was  a member  of  the  First  Christian  Church. 

Surviving  Dr.  Code  are  his  wife,  the  former  Miss 
Edith  Chapman,  whom  he  married  July  26,  1935; 
two  sons,  Walter  Alton  Coole,  Jr.,  who  is  in  the 
army,  stationed  in  Japan,  and  Cary  Walton  Coole, 
Houston;  and  a daughter,  Edana  Coole,  Houston. 

Dr.  Claude  B.  Leggett,  Abilene,  Texas,  died  in  a 
local  hospital  October  25,  1948,  of  cerebral  hemor- 
rhage. 

The  son  of  Riley  Benjamin  and  Rachel  Leggett, 
Dr.  Leggett  was  born  near  Hallettsville,  Lavaca 


to  Abilene  in  1915.  Here  he  devoted  his  practice  to 
diseases  of  the  eye,  ear,  nose,  and  throat  until  his 
retirement  from  active  practice  because  of  ill  health 
in  1945.  He  was  associated  for  several  years  with 
the  late  Dr.  W.  J.  Mathews,  Abilene. 

During  most  of  his  professional  career  Dr.  Leg- 
gett was  a member  of  the  State  Medical  Association 
of  Texas  and  American  Medical  Association,  first 
through  Eastland-Callahan  Counties  Medical  Society 
and  then  through  Taylor- Jones  Counties  Medical  So- 
ciety, of  which  he  was  a past  president.  He  was 
elected  an  honorary  member  of  the  State  Medical 
Association  in  1946.  He  had  been  a member  of  the 
board  of  trustees  for  Abilene  Christian  College  and 
was  a member  and  a former  officer  of  the  College 
Church  of  Christ. 

Dr.  Leggett  is  sui'vived  by  his  wife,  the  former 
Miss  Dee  Garner  of  Ezzell,  whom  he  married  in 
1905;  a daughter,  Mrs.  Roy  S.  Mack,  Slaton;  a son, 
Carlos  S.  Leggett,  Abilene;  five  brothers,  Theo  Leg- 
gett and  R.  B.  Leggett,  Houston;  Volney  Leggett, 
New  York;  Guy  Leggett,  Harlingen;  and  Eugene 
Leggett,  San  Benito;  two  sisters,  Miss  Ima  Leggett, 
San  Antonio,  and  Mrs.  W.  C.  Wilson,  Runge;  and 
two  grandchildren. 

Dr.  James  P.  McAnulty,  San  Angelo,  Texas,  died 
November  12,  1948,  at  a local  hospital. 

Born  March  3,  1887,  in  Henderson,  Rusk  County, 
Dr.  McAnulty  was  the  son  of  Jamerson  Monroe  and 
Nancy  Elizabeth  (Mays)  McAnulty.  He  attended 
Trinity  University,  San  Antonio,  from  which  he  re- 
ceived his  bachelor  of  arts  degree  in  1907,  and  the 


DR.  CLAUDE  B.  LEGGETT 


County,  Texas,  March  3,  1880.  He  attended  county 
rural  schools  and  summer  normal  schools  and  spent 
four  years  as  a teacher  before  beginning  the  study 
of  medicine.  He  attended  the  University  of  the 
South,  Sewanee,  Tenn.,  and  was  graduated  from 
Southwestern  University  Medical  College  at  Dallas 
in  1905.  He  later  completed  postgraduate  courses  at 
Bellevue  Hospital  and  the  Eye,  Ear,  Nose  and  Throat 
Infirmary,  New  York,  and  at  Tulane  University, 
New  Orleans;  and  further  studies  in  Denver,  Phila- 
delphia, Dallas,  and  Houston.  Dr.  Leggett  began  his 
general  medical  practice  in  Eastland  County  in  1905 
and  was  at  Gorman  and  Desdemona  before  moving 
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University  of  Texas  Medical  Department,  Galves- 
ton, from  which  he  received  his  doctor  of  medicine 
degree  in  1911.  Soon  after  gi-aduation  he  moved  to 
San  Angelo  and  began  his  practice.  On  December 
9,  1917,  Dr.  McAnulty  entered  the  U.  3-  Army  Medi- 
cal Corps  at  Fort  Riley,  l£a'r..,  and1  sfervfed  as  a lieu- 
tenant with  the  Thirty-Fifth  Division  in,  France  for 
twelve  months.  He  was  discharged  in  .June,  1919, 
with  the  rank  t'f  ‘captain.  Buying  World  War  TZ,  p'l._ 
McAnulty  ^oTved  as  examining  physician  of  Tom' 
Green'  County  Selective  Service  Board  1 for  four 
years.  Dt.  McAnulty  was  one  of  the  founders.' 'of  the 
San  Angelo  Medical  & Surgical,  Qinjt;  ;ahd  had 
served  on  the  medical  boaicf  and  as  thief  o'f  ob- 
stetrics and  pediatrics  at  the  Shannon  West  Texas 
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Memorial  Hospital  for  many  years.  He  was  also  a 
director  of  the  Chain  Investment  Company. 

Dr.  McAnulty  was  a member  for  thirty-four  years 
of  the  American  Medical  Association  and  State 
Medical  Association,  first  through  the  Galveston 
County  Medical  Society  and  then  the  Tom  Green 
Eight  County  Medical  Society,  to  which  he  was 
elected  an  honorary  member  in  1948.  He  was  also 
elected  in  1948  to  honorary  membership  in  the  State 
Medical  Association.  He  served  as  chairman  of  the 
Section  on  Obstetrics  and  Gynecology  at  the  annual 
session  of  the  State  Medical  Association  in  1944.  He 
had  assisted  with  the  Mothers  Health  Center  in  San 
Angelo,  was  a member  of  the  Tom  Green  County 
Tuberculosis  Association,  and  had  conducted  lectures 
at  the  Shannon  School  of  Nursing.  He  was  a fellow 
of  the  American  College  of  Surgeons  and  for  some 
time  served  as  district  examiner  of  candidates.  Dr. 
McAnulty  was  a member  of  the  Presbyterian  Church 
and  a past  president  of  the  San  Angelo  Country 
Club.  He  was  a spectator  sports  enthusiast  and  his 
chief  hobbies  were  golfing  and  hunting. 

On  April  15,  1914,  at  Farmersville,  Dr.  McAnulty 
married  Miss  Mary  C.  Aston,  who  survives.  Also 
surviving  are  a niece,  Mrs.  James  C.  Landon,  Jr., 
and  Miss  Ruth  Aston,  sister  of  Mrs.  McAnulty,  both 
of  San  Angelo. 

Dr.  William  Grady  Mitchell,  San  Angelo,  Texas, 
died  October  8,  1948,  while  visiting  his  brother  in 
Seattle,  Wash. 

Dr.  Mitchell  was  born  July  17,  1896,  in  Bedford, 
Franklin  County,  Va.,  the  son  of  Lewis  Pinkney  and 
Nancy  (Brooks)  Mitchell.  He  attended  public  schools 
in  Virginia  and  Ohio  and  was  graduated  from  the 
University  of  Tennessee  College  of  Medicine,  Mem- 
phis, in  1921.  After  serving  a two  year  internship 
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at  the  Philadelphia  General  Hospital,  he  practiced 
in  Philadelphia  T.n't.l  1”9'29  'at  which  time  he  studied 
cardiology  at  the  University  of  Pennsylvania,  Phila- 
delphia; and  took  a course  in  gastroenterology  and 
.roentgen  ray  at  the,  Philadelphia  General,  Hospital 
and  the  Pennsylvania  Hospital.  He  then,  .studied  six 
months  in  IVlunich  and  Leipzig,  Germany:  Vienna; 
and  St.  Thomas,  London.  Further  postgraduate 
studp  at  'the  ‘University  of  Pennsylvania  and  the 
Philadelphia  General  Hospital  followed  in  1930,  and 
Dr.  Mitchell  served  as  assistant  physician  in  the 


department  of  cardiology  at  the  Pennsylvania  Hos- 
pital and  at  the  Philadelphia  General  Hospital  from 
1930  until  1935.  He  was  also  physician  to  the  Penn- 
sylvania 'Hospital  and  instructor  in  medicine  at  the 
University  of  Pennsylvania  from  1933  until  1935 
when  he  moved  to  San  Angelo  to  practice  internal 
medicine  and  cardiology. 

Dr.  Mitchell  served  in  both  World  War  I and  II. 
During  World  War  II  he  served  with  the  Navy  in 
the  rank  of  lieutenant  commander,  first  as  head  of 
the  medical  department,  U.  S.  Naval  Hospital,  Paris 
Island,  S.  C.,  in  1940;  then  as  chief  of  medicine  and 
cardiologist,  U.  S.  Naval  Hospital,  Corpus  Christi, 
and  consultant  in  cardiology  to  the  U.  S.  Naval  Air 
Station,  Corpus  Christi,  in  1941  and  1942;  the  next 
fourteen  months  as  chief  of  medicine  and  cardiolo- 
gist, U.  S.  Naval  Mobile  Hospital  No.  3,  Tutuila, 
American  Samoa ; and  then  as  head  of  the  depart- 
ment of  cardiology,  U.  S.  Naval  Hospital,  Shoe- 
maker, Calif.,  until  his  discharge  in  November,  1944. 
Dr.  Mitchell  resumed  his  practice  in  San  Angelo 
where  he  was  director  of  the  clinical  laboratory,  St. 
John’s  Hospital.  He  was  also  associated  with  the 
Shannon  West  Texas  Memorial  Hospital,  being  con- 
sultant in  internal  medicine,  instructor  of  internal 
medicine  at  the  Nurses’  Training  School,  and  at  the 
time  of  his  death,  a member  of  the  medical  board 
of  the  hospital. 

A member  throughout  his  residence  in  Texas  of 
the  Tom  Green  Eight  County  Medical  Society,  State 
Medical  Association,  and  American  Medical  Asso- 
ciation, Dr.  Mitchell  was  secretary  of  his  county 
medical  society  in  1945  and  president  in  1946.  He 
was  a member  of  the  American  Heart  Association, 
Texas  Heart  Association,  Southern  Medical  Asso- 
ciation, and  a fellow  of  the  American  College  of 
Physicians.  He  was  a member  of  the  First  Presby- 
terian Church,  Masonic  Order,  Shrine,  and  Kiwanis 
Club. 

In  June,  1923,  Dr.  Mitchell  married  Miss  Mary  B. 
Bradley.  He  is  survived  by  his  wife;  two  sisters, 
Miss  Lola  Mitchell,  Chicago,  and  Mrs.  Marvin 
Karnes,  Columbus,  Ohio;  and  two  brothers,  E.  Rad- 
ford Mitchell,  Seattle,  Wash.,  and  John  Mitchell, 
Dayton,  Ohio. 

Dr.  Hewell  Coleman  Samuel,  Carlsbad,  Texas,  died 
October  20,  1948,  in  Shannon  Hospital,  San  Angelo, 
from  a gunshot  wound. 

Born  August  11,  1913,  at  Talladega,  Ala.,  Dr. 
Samuel  attended  Birmingham-Southern  College,  Bir- 
mingham, Ala.,  from  which  he  received  a bachelor 
of  science  degree  in  1935,  and  the  University  of 
Alabama,  University,  Ala.,  from  which  he  received 
his  master  of  science  degree  in  1937.  He  obtained  his 
doctor  of  medicine  degree  from  Tulane  University 
School  of  Medicine,  New  Orleans,  in  1941.  Prior  to 
the  completion  of  his  medical  education,  he  served  as 
an  instructor  in  chemistry  at  the  University  of  Ala- 
bama. Dr.  Samuel  joined  the  staff  at  the  State  Tu- 
berculosis Sanatorium,  Carlsbad,  Texas,  in  1941  and 
was  on  the  staff,  except  for  fifteen  months  spent 
in  Baytown  and  Texon,  until  1946,  when  he  joined 
the  staff  of  the  McCloskey  Hospital,  Temple.  He  re- 
turned to  the  State  Sanatorium  in  1947  and  was  on 
its  staff  at  the  time  of  his  death.  He  was  appointed 
assistant  superintendent  in  1945  and  returned  to 
that  position  in  1947. 

Dr.  Samuel  was  a member  of  the  American  Med- 
ical Association  through  the  State  Medical  Associa- 
tion of  Texas  and  Tom  Green  Eight  County  Medical 
Society.  He  was  a fellow  of  the  American  College  of 
Chest  Physicians  and  a member  of  its  Texas  Chapter. 
He  was  also  a member  of  the  Methodist  Church. 

Dr.  Samuel  is  survived  by  his  wife,  the  former 
Miss  Wilma  Dickinson,  Houston;  a son,  James  Hen- 
ley Samuel,  III;  his  father,  James  H.  Samuel,  Tal- 
ladega, Ala. ; and  a brother,  Lt.  Col.  M.  B.  Samuel, 
stationed  in  the  Hawaiian  Islands. 
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Sexual  Behavior  in  the  Human  Male 


By  Kinsey,  Pomeroy  and  Martin 

Doctors  in  all  fields  of  practice  have  been  quick  to  recognize  in  this  new  book  the  answer  to 
many  of  their  most  difficult  problems  in  which  sexual  behavior  is  a factor.  Dr.  Kinsey  and 
his  staff  have  furnished  data  heretofore  unobtainable  and  as  a result  have  made  available 
for  the  first  time  a factual  analysis  of  the  subject,  thus  definitely  eliminating  much  of 
the  conjecture  and  controversy  that  have  beclouded  the  issue. 

Here  you  will  find  biologic,  medical,  psychologic,  psychiatric  and  sociologic  viewpoints 
clearly  brought  into  focus.  For  example,  the  doctor  will  be  able  to  understand,  as  never  be- 
fore, the  variation  in  attitudes  that  exists  among  patients  of  different  educational,  economic 
and  age  levels.  He  will  find  himself  better  able  to  define  “normal”  and  “abnormal.”  His 
advice  to  parents  and  the  newly  married  will  be  based  on  a strictly  factual  basis.  He  can 
now  consider  more  knowingly  the  bearing  of  sexual  activity  on  physiologic  disturbances.  In 
short,  he  will  have  at  his  disposal  a fund  of  authentic,  scientific  knowledge  such  as  he  has 
never  had  before — despite  the  urgent  need  that  has  existed  down  through  the  years.  This 
is  unquestionably  a book  that  belongs  in  the  library  of  every  medical  man. 

By  Alfred  C.  Kinsey,  Professor  of  Zoology  ; Wardell  B.  Pomeroy,  and  Clyde  E.  Martin,  Research  Associates,  Indiana  University. 
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